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Nowt  Iwo  dosoge  forms 

Nolfonr 

fenoprofen  calcium 

300-mg<^  Pulvules^ond  600-mgi!^  Ibblels 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg,  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 


Aspects  of  management 


Monitoring  patient 

response  tO^^llUin  (diazepam/Roche) 


Assessing  initial  response  to  therapy 

During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt- 
ly report  a feeling  of  relaxation  and  relief  of 
anxiety-linked  symptoms  such  as  insom- 
nia, headaches,  palpitations  and 
hyperventilation. You  will  probably 
observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 

, ^ , patient  response  does  not  meas- 
ure up  to  expectations,  a reeval  - 
^ nation  of  the  patient's  profile 

yf  t with  modification  of  the  dosage 

regimen  should  be  considered. 


Evaluating  progress 
toward  therapeutic  goals 


SET  GCALS 
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27 

28 

29 

30 

31 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 


Some  physicians  find  that  compiling  a checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient’s  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 


Discontinuing  pharmacologic 
intervention 


When  you  decide  to  discontinue 

therapy,  tapering  dosage 
is  good  medical  practice. 
Although  rarely  nec- 
essary after  short-term 
treatment  with  Valium, 
gradual  dosage  reduction 
is  advisable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  grad 
ual  discontinuance 
should  preclude  either 


recurrence  of  pretreatment  symptoms  or  development  of  un- 
toward side  effects.  Symptoms  of  withdrawal  have  almost  al- 
ways been  associated  with  abrupt  discontinuance  of  therapy  at 
higher  dosages  taken  continuously  over  long  periods  of  time. 


2-tng,  5-mg,  lO-mg  scored  tablets 


"W  jr  -g  m 2-tng,  5-mg,  lO-m, 

Vahum 


(S 


ROCHE 


See  the  following  page  for  a summary 
’■®  of  product  information. 


An 


diazepam/Roche 

Important  Adjunct  to\bur Treatment 
Program  for  Excessive  Anxiety 


Making  dosage  adjustments 

With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  k vels  and  titrate  to  the  patient’s 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 
dosage  is  2 to  21/2  mg  once  or  twice  daily. 
When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


ADJUST 


START 


2x  to  4x 
daily 


Vhlium'  (diazepam/Roche)  ® 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  lunctional  or  organic  disorders, 
psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation;  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal, 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adjunclively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use.  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates.  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  m impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  m libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  Tension,  anxiety  and  psycho- 
neurotic  states.  2 to  10  mg  bid  to  q i d , 
alcoholism,  10  mg  t i d or  q i d m first  24  hours, 
then  5 mg  t i d or  q i d as  needed,  adjunctively 
in  skeletal  muscle  spasm,  2 to  10  mg  1 1 d or 
q I d . adjunctively  in  convulsive  disorders,  2 to 
10  mg  bid  to  q i d Geriatric  or  debilitated 
patients  2 to  2’/?  mg.  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions ) Children  1 to  2’/?  mg  1 1 d or  q i d 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months) 

Supplied:  Valium*’^  Tablets,  2 mg,  5 mg  and 
10  mg — bottles  of  100  and  500,  Tel-E-Dose" 
packages  of  100.  available  in  trays  of  4 reverse- 
numbered  boxes  of  25.  and  in  boxes  containing 
10  strips  of  10.  Prescription  Paks  of  50.  available 
in  trays  of  10, 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc, 

Nulley.  New  Jersey  07110 


HAVE 
YOU  SEEN 
THIS  MAN 
LATELY? 

He  will  welcome  the  opportunity  to  discuss  the  endorsed 
plan  of  Income  protection  Insurance  of  the  Arkansas 
Medical  Society. 

Up  to  $500  per  week  — $26,000  a year  of  tax  free 
benefits  are  available  through  this  low  cost  plan  while 
you  are  disabled  and  RENEWAL  SECURITY  is  made 
a part  of  the  policy. 

Administered  by 

RATHER.  BEYER  & HARPER 

362  Prospect  Building  Phone  664-8791 

Little  Rock,  Arkansas 
"Service  Beyond  The  Contract" 


Kermit  Tracy 


PRACTICE  FOR  SALE 
Owner  Refiring 

Consists  of  approximately  1200  square  foot  build- 
ing with  central  heat  and  air,  all  equipment,  ac- 
counts receivable,  and  goodwill.  Can  be  oriented 
in  any  direction.  1979  gross  for  a 4-day  week  over 
$60,000.  Will  earn  as  much  as  you  are  willing  to 
work.  Price  reasonable  and  negotiable.  Will  stay 
awhile  and  introduce  you  to  a growing  friendly  city 
of  60,000  population. 

Phone:  (501  ) 534-0342 

1315  Linden  Street 

Pine  Bluff,  Arkansas  71603 


FAMILY  PRACTICE/INTERNAL 
MEDICINE  — RUSSELLVILLE 

The  Millard-Henry  Clinic  is  recruiting  two  doctors 
to  begin  by  J uly,  1981.  This  is  a primary  care  group 
of  14  doctors,  young  and  very  compatible.  New 
clinic  with  full  lab,  x-ray  and  cardiovascular  testing. 
Excellent  corporate  fringe  and  salary/bonus  com- 
pensation. Exceptional  schools  and  economy.  On 
Lake  Dardanelle,  foothills  of  the  mountains  and  one 
hour  from  Little  Rock  or  Fort  Smith.  Call  or  write 
Don  Loudon,  Administrator,  3105  W.  Main  Place, 
Russellville,  AR  72801,  (501)  968-2345. 
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First  Meeting 
HOUSE  OF  DELEGATES 

The  first  meeting  of  the  House  of  Delegates  of 
the  Arkansas  Medical  Society  during  the  1980 
convention  was  called  to  order  at  1:30  p.m.  by 
Speaker  Amail  Chudy.  Invocation  was  by  W. 
Payton  Kolb. 

The  executive  vice  president,  C.  C.  Long,  called 
the  roll  of  delegates.  The  following  delegates, 
officers,  and  members  seated  as  delegates  by  action 
of  the  House  were  present: 

ARKANSAS,  Gerald  L.  Guyer;  BAXTER,  John 
F.  Guenthner;  BENTON,  Richard  N.  Pearson, 
and  Michael  C.  Reese;  BOONE,  Charles  Led- 
better; CHICOT,  H.  W.  Thomas;  CLARK,  N.  R. 
Ritter;  CLEBURNE,  Max  Baldridge;  COLUM- 
BIA, John  Ruff;  CRAIGHEAD-POINSETT, 
John  Baldridge  and  James  AI.  Robinette;  CRIT- 
TENDEN, Alilton  D.  Deneke;  DREW,  L.  K. 
Austin;  FAULKNER,  Robert  B.  Benafield;  GAR- 
LAND, Edgar  Clardy  and  Ronald  J.  Bracken; 
GREENE-CLAY,  Richard  O.  Martin  and 
Larry  Lawson;  HEMPSTEAD,  Lowell  Harris; 
HOWARD-PIKE,  EJ.  Lee  Smith;  INDEPEND- 
ENCE, Jim  Lytle;  JEFFERSON,  T.  E.  Town- 
send, Banks  Blackwell  and  Horace  Green; 
lAWRENCE,  Ralph  F.  Joseph;  I.EE,  Dwight  W. 
Gray;  LOGAN,  William  R.  Daniel;  LONOKE, 
Fred  C.  Inman;  MII.LER,  F.  E.  Joyce;  MISSIS- 
SIPPI, Eugene  A.  Shaneyfelt;  MONROE,  N.  C. 
David,  Jr.;  OUACHITA,  Cal  R.  Sanders;  POLK, 
David  D.  Fried;  POPE,  Frank  Lawrence  and 
James  Kolb,  Jr.;  PULASKI,  Edgar  Easley,  Purcell 
Smith,  A.  Henry  Thomas,  Charles  W.  Logan, 
Robert  F.  Shannon,  Guy  Farris,  George  Mallory, 
Kelsy  J.  Caplinger,  HI,  Gordon  Oates,  John  Mc- 


Collough  Smith,  AVarren  Boop,  William  L.  Mason, 
George  Mitchell,  Ruth  C.  Steinkamp,  James 
Weber,  Harold  I).  Purdy,  Douglas  B.  Smith, 
Warren  M.  Douglas,  Jerry  Holton  and  Thomas  A. 
Bruce;  SEB.\STL\N,  Carl  ^Villiams,  Annette 
Landrum,  Hugh  Lewing,  Ken  \Vallace,  A.  C. 
Bradford,  McDonald  Poe,  and  Morton  Cl.  Wilson; 
SEVIER,  Wallace  Dickinson:  ST.  FRANCIS,  E. 
Morgan  Collins,  Jr.;  LIN  ION,  Allan  S.  Pirnique; 
WASHINGI  ON,  Lee  B.  Parker  and  Sjiencer 
Alijright;  YELL,  James  L.  .Maiqjin,  COUN- 
CILORS: Merrill  J.  Osborne,  .\sa  A.  Crow,  Paul 
Gray,  John  E.  Bell,  John  Hestir,  L.  f.  P.  Bell,  Ray- 
mond Irwin,  John  P.  Burge,  George  Warren,  J.  B. 
Jameson,  Jr.,  C.  Lynn  Harris,  R.  Jerry  Mann, 
Robert  F.  McCrary,  W.  Ray  [ouett,  William  N. 
Jones,  Morriss  M.  Henry,  Rhys  A.  Williams, 
Charles  F.  Wilkins,  and  Ken  Lilly;  PRESIDENT, 
A.  E.  Andrews:  PRESIDENT-ELECT,  Kemal 
Kutait;  FIRST  VICE  PRESIDENl’,  Paul  Cor- 
nell; SPEAKER  OF  THE  HOUSE,  Amail  Chudy; 
VICE  SPEAKER,  W.  P.  Phillips:  SECRETARY, 
Elvin  Shuffield;  EREASURER,  Kenneth  R. 
Duzan:  PA, ST  PRESIDENTS,  Joe  Verser,  C.  R. 
Ellis,  Ross  Fowler,  Robert  W^atson,  John  P.  Wood, 
W.  Payton  Kolb  and  George  E.  Wynne. 

George  Warren,  Chairman  of  the  Credentials 
Committee,  reported  that  a quorum  w'as  jjresent. 

Elpon  motion  of  Ken  Lilly,  the  Hotise  ap|)roved 
the  minutes  of  the  1979  meeting  as  published  in 
the  June  1979  issue  of  the  Journal.  The  minutes 
of  the  winter  meeting  held  November  18,  1979, 
were  approved  by  the  House  ujjon  the  motion  of 
George  "Warren. 

Speaker  Chudy  recognized  Joe  Verser,  Secretary 
of  the  .Arkansas  State  Medical  Board.  On  behalf 
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Kciiial  Kutait  of  lort  Smith.  President  of  the  Society  for  1980-81, 
conKratulaies  Purcell  Smitli.  jr.,  of  Little  Rock  on  his  election  to  the 
])osil:on  of  president-elect  of  the  Society. 


of  the  Slate  Board,  Dr.  Verser  presented  a me- 
morial pla(|ue  to  the  widow  of  Mr.  Eugene  R. 
Whirren  expre.ssing  appreciation  for  the  outstand- 
ing service  of  Mr.  Warren  as  attorney  for  the 
Medical  Board  and  the  Society. 

Vice  SiJeaker  W.  P.  Phillips  introduced  out-of- 
state  Auxiliary  guests  who  addressed  the  House. 

Mrs.  John  F.  Vaughan,  Vancouver,  Washington, 
President-elect  of  the  American  Medical  As.so- 
ciation  Auxiliary 

Mrs.  Raymond  M.  Yow,  Salisbury,  Maryland, 
President  of  the  Southern  Medical  Associa- 
tion Auxiliary 

Speaker  Chudy  introduced  State  Auxiliary 
guests  whf)  addressed  the  House: 

Mrs.  Frank  Morgan,  North  Little  Rock, 
President  of  the  Arkansas  Medical  Society 
Auxiliary 

Mrs.  Warren  Boop,  Little  Rock,  President-elect 
of  the  Arkansas  Medical  .Society  Auxiliary 

Vice  Speaker  Phillips  introduced  Robert  B. 
Hunter  of  Sedro  Woolley,  Washington,  President- 
elect of  the  American  Medical  Association.  Dr. 


Hunter  discussed  the  AMA  at  present  and  its 
future,  as  well  as  the  profession  of  medicine.  He 
reported  on  the  result  of  the  Voluntary  Effort  for 
Cost  Containment.  Dr.  Hunter  mentioned  that 
the  quality  of  care  has  improved,  access  to  care 
has  improved,  and,  of  necessity,  the  cost  of  that 
care  has  increased  accordingly.  Physicians  are 
concerned  alrout  the  escalating  cost  of  health  care. 
He  urged  physicians  to  consider  whether  labora- 
tory procedures,  therapeutic  procedures,  etc.,  were 
cost  effective  in  behalf  of  the  patient.  As  “pur- 
chasing agent”  for  the  patient,  he  stated  that 
physicians  must  be  cost  effective  in  their  practices. 
He  staietl  that  physicians  must  all  work  together 
as  good  citizens  on  the  voluntary  effort  for  cost 
containment  for  the  benefit  of  the  citizens  and 
the  country. 

.Speaker  Chudy  introduced  the  President  of  the 
Arkansas  Medical  .Society,  A.  E.  Andrews  of  Tex- 
arkana, and  expressed  appreciation  to  him  for 
his  strong  leadership  during  the  past  year.  The 
House  gave  Dr.  Andrews  a standing  ovation.  The 
address  of  the  president  appears  following  minutes 
of  the  meeting. 

President  Andrews  presented  a check  in  the 
amount  of  $9,899.42  to  Thomas  A.  Bruce,  Dean  of 
the  University  of  Arkansas  College  of  Medicine, 
on  behalf  of  the  American  Medical  As.sociation 
Education  and  Research  Foundation.  The  check 
represented  an  unrestricted  grant  to  the  college. 
In  accepting  the  check.  Dr.  Bruce  expressed 
thanks  for  the  College  to  the  .Society’s  Auxiliary 
for  their  work  in  making  the  funds  available. 

Speaker  Chudy  called  on  executive  vice  presi- 
dent C.  C.  Long  to  present  for  final  consideration 
the  proposed  amendment  to  the  Constitution  and 
Bylaws  approved  for  first  reading  at  the  1979 
meeting.  Dr.  Long  presented  the  proposal  as 
follows: 

It  is  proposed  that  Article  VI  of  the  Constitu- 
tion, Council,  Section  2,  Composition  of  the 
Council,  be  amended  to  read  as  follows: 

“The  Council  shall  consist  of  the  councilors, 
the  president,  first  vice  president,  president- 
elect, secretary,  treasurer,  and  immediate  past 
president.  The  speaker  and  vice  speaker  of  the 
Hou.se  of  Delegates  and  the  past  presidents  shall 
be  members  ex-officio  without  vote;  the  im- 
mediate past  president  shall  have  a vote.  There 
shall  be  two  councilors  from  each  councilor  dis- 
trict to  serve  staggered  terms  of  two  years.  All 
councilors  shall  have  equal  voting  privileges.  A 
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Officers  of  the  Arkansas  Medical  Society  for  1980-1981 


I he  principal  officers  of  the  Soc  iety  for  19SO-81  arc  (left  to  right)  John  fV  Rurge  of  Lake  Village.  Chairman  ot  the  Council;  President  Kemal 
Kutait  of  Fort  Smith;  President-elect  Purcell  Smith.  Jr.,  ot  Pittle  Rock;  F.hin  Shufficlcl  of  Little  Rock,  Setretar\.  and  Kenneth  R.  Ou/aii  ot 
El  Dorado,  rreasurer. 


Officers  of  the  SocietN  for  the  year  are  (left  to  right,  front  row)  Purcell  Smith.  Ir..  I ittle  Rock.  Presidc'ut-elect;  John  P.  Uurge,  I .ike  \'illage, 
Chairman  of  the  Council;  Kemal  Kutait.  Fort  Smilli.  president;  Kennc:li  R.  Du/an.  FI  Dorado.  Ireasurer;  and  Fl\in  Shuflield,  Little  Rcuk. 
Secretarv.  Second  row.  left  to  right.  Councilors  Morriss  llenrv  of  Fa\ette\  die.  Robert  McCaarv  ot  Hot  Spiings,  Asa  Crow  of  Paragouhl.  Jeirv 
Mann  of  Arkadelphia,  (ieorge  Warren  ot  Smackover.  and  past  president  A.  I- , Vndrews  of  Ic*\arkan.i.  (tliird  row.  left  to  light)  P.isi  President 
R.  Kllis  of  Mahern,  Councilors  John  Ikll  of  Searc^,  (iharles  Wilkins  of  R ussell\ die.  Cal  Sandeis  of  C^amden.  Speaker  Am.iil  Chudv  of  Noilli 
Little  Rock,  and  Second  \’ice  President  Frank  Morgan  of  North  Little  Rock,  (back  rows,  left  to  right)  Vice  Speaker  W . P.  Phillips  of  Fc>it 
Smith.  Ciouncilors  Ken  Lilly  of  Fort  Smith.  Rav  Jouc'tt  of  Little  Rock.  RaMiiond  Irwin  of  Pine  Ulufl.  L\nn  Harris  of  Hojie.  Rh\s  Williams  of 
Harrison.  L.  J.  Pat  Hell  of  Helena.  Jolin  Hesiir  of  DeWilt.  First  \'icc  President  Richard  Marlin  of  I'aragould.  Merrill  Osfiorne  of  IU\:he\ille, 
Third  Vice  l^resident  Harold  Purely  of  Little  Rock  and  ('ouncilor  \Vi!liam  Jones  (d  Little  Rock. 
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Aniail  Chiidy,  Speaker  of  the  House  of  Delegates,  presides  at  one  of 
the  business  sessions  ot  the  House  during  the  convention. 


majority  ot  the  voting  members  shall  constitute 
a (juorum.  " 

Vice  Speaker  Phillips  requested  a standing  vote 
on  the  amendment,  lire  amendment  was  unani- 
mously approved. 

l ire  Chairman  ot  the  Constitutional  Revisions 
Committee,  A.  S.  Koenig,  Jr.,  was  unable  to  be 
present.  In  his  abseirce.  Speaker  Chudy  called  on 
Dr.  Long  to  present  tire  committee's  rejrort.  Dr. 
Long  read  the  report  as  tollows: 

“In  compliance  with  the  action  ot  the  House 
ot  Delegates  on  November  18,  1979,  the  tollowing 
amendment  to  the  Constitution  ot  the  Arkansas 
Medical  Society  is  submitted  tor  consideration  at 
the  annual  session  ot  the  Society.  The  amendment 
is  submitted  without  recommendation  trom  the 
committee. 

It  is  propo,sed  that  the  wording  ot  Article  VI, 
Section  2,  be  amended  as  tollows: 

‘The  Council  shall  consist  ot  the  councilors, 
the  president,  tirst  vice  president,  president- 
elect, secretary,  treasurer,  and  immediate  past 
president.  Tire  speaker  and  vice  speaker  ot  the 
House  ot  Delegates  and  the  past  presidents 
shall  be  irrembers  ex-otticio  without  vote;  the 
immediate  past  president  shall  have  a vote. 


There  shall  be  two  councilors  trom  each  coun- 
cilor district  (delete  here:  to  serve  staggered 
terms  ot  two  years  each)  (and  add  new  copy: 
which  has  two  hundred  members  or  less.  In 
districts  where  there  are  more  than  two  hundred 
meirrbers,  there  shall  be  an  additional  councilor 
tor  each  additional  one  hundred  members.  The 
councilors  shall  serve  staggered  terms  ot  two 
years  each.)  All  councilors  shall  have  equal 
voting  privileges.  A majority  ot  the  voting 
members  shall  constitute  a cjuorum.’  (Besides 
its  duties  mentioned  in  the  Bylaws,  the  Council 
shall  constitute  the  Finance  Committee  of  the 
House  ot  Delegates.)” 

The  report  was  reterred  to  Reterence  Commit- 
tee Number  One. 

Members  ot  the  House  held  district  meetings 
on  the  tloor  to  select  appointments  to  the  Nomi- 
nating Committee: 

1.  Merrill  J.  Osborne,  Blytheville 

2.  Jim  Lytle,  Batesville 

3.  Gerald  Guyer,  Stuttgart 

4.  John  P.  Burge,  Lake  Village 

5.  Cal  Sanders,  Camden 

6.  Lowell  Harris,  Hope 

7.  Robert  McCrary,  Hot  Springs 

8.  Ray  Jouett,  Little  Rock 

9.  Morriss  Henry,  Fayetteville 

10.  W.  P.  Phillips,  Fort  Smith 

Vacancies  occurring  on  the  State  Board  of 
Health  and  State  Medical  Board  were  announced, 
and  Speaker  Chudy  requested  that  members  from 
those  districts  meet  immediately  following  ad- 
journment of  the  House  for  selection  of  nominees. 

Speaker  Chudy  announced  that  the  House 
woidd  consider  any  new  business  to  be  brought 
before  the  House,  reminding  members  that  any 
new  business  must  have  a two-thirds  majority  vote 
for  introduction.  G.  Wallace  Dickinson,  Sevier 
County  delegate,  read  a recommendation  from  the 
Sevier  County  Medical  Society  regarding  Physi- 
cians’ Assistants.  Vice  Speaker  Phillips  called  for 
a standing  vote  on  introduction  of  the  item  as  new 
business.  The  House  rejected  consideration  of  the 
proposal  from  Sevier  County. 

Speaker  Chudy  announced  meetings  of  the 
three  reference  committees  and  urged  members  to 
attend  the  open  hearings  of  the  committees  fol- 
lowing the  meeting  of  the  House  of  Delegates. 

The  first  meeting  of  the  House  adjourned  at 
3:30  P.M. 
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PRESIDENT'S  ADDRESS 
A.  E.  ANDREWS 

1 would  like  to  l)egin  this  report  by  expressing 
iny  personal  thanks  to  a large  number  ot  people 
who  have  helped  me  and  the  Arkansas  Medical 
Society  this  year. 

■ Ml  the  stall  at  Fort  Smith:  Dee  Thompson, 
Peggie  Branham,  Patricia  Whlliams,  Ann  Lans- 
dell,  and  Sue  W’atts.  Ken  La.Mastus,  Leah  Rich- 
mond, Cilill  Long,  without  them  I couldn't  have 
functioned.  I think  that  nnless  you  are  president, 
you  can't  appreciate  all  the  things  that  they  do. 

Richard  Martin  agreed  to  be  chairman  of  the 
Con\ention  (iommittee  and  he  and  his  committee 
have  (.lone  an  outstanding  job. 

[im  Weber  agreed  to  be  chairman  of  the  Legis- 
lation Committee,  and  his  work  has  been  great. 
Me  met  with  the  MSA’s  concerning  the  Rural 
Mealth  Clinics.  Me  and  1 met  with  the  State 
Board  of  Nursing  on  two  occasions  and  he  was  .so 
jiersuasive  the  first  time  that  on  the  second  oc- 
casion, 1 didn't  have  to  say  anything— I just  intro- 
duced him  and  agreed.  This  resulted  in  keeping 
nurse  practitioners  under  the  direction  of  physi- 
cians. 

I want  to  thank  all  those  doctors  who  sened  at 
the  Legislature  as  doctors-of-the-day.  This  has 
been  very  good  for  the  Society.  The  doctors  who 
.served  were:  Stanley  Applegate  of  Springdale, 
Bob  Banister  of  Conway,  Amail  Chudy  of  North 
Little  Rock,  Julian  Foster  of  Little  Rock,  W.  John 
Oilier  of  El  Dorado,  Francis  Menderson  of  Pine 
Bluff,  Ralph  Joseph  of  Walnut  Ridge,  John  Kirk- 
ley  of  Jonesboro,  Marvin  Leibovich  of  Little  Rock, 
James  Maupin  of  Dardanelle,  J.  Mayne  Parker 
of  Little  Rock,  F.  Mampton  Roy  of  Little  Rock, 
and  Ben  Saltzman  of  Little  Rock. 

Last  Wednesday  I was  at  the  State  Capitol  and 
we  dedicated  the  Senate  Infirmary  as  the  M.  Elvin 
Shnffield  Infirmary.  That  is  now  the  official 
name  of  the  infirmary  and  there  is  a plaque  on 
the  door  designating  such  dedication. 

I also  must  thank  our  legal  staff— Gene  Warren 
worked  for  us  right  up  to  his  death,  and  he  will 
Ite  missed  in  many  ways. 

There  are  many  others,  too  numerous  to  men- 
tion, who  have  served  me  and  your  Society  well. 
I’m  very  grateful  for  all  your  help. 

I would  like  to  speak  a few  words  of  praise  for 
the  American  Medical  Association.  If  they  had 
done  nothing  else  last  year  but  lead  the  fight 
against  President  Carter’s  Mospital  Cost  Contain- 


ment Law,  then  they  wouhl  deserve  our  praise, 
but  they  did  many  other  things.  The  AMA  estab- 
li.shed  llie  Voluntary  Efiort  for  Cost  Containment. 
The  AMA,  through  a court  order,  prevented  the 
MEW  from  publishing  a list  of  doctors  who 
received  more  than  S 100,000  from  ^fedicare.  Yon 
will  remember  that  most  of  the  names  on  the  first 
list  were  wrong  and  Secretary  Califano  apologized 
publicly  for  the  error  and  then  proceedetl  to  try 
to  release  another  list  the  next  year. 

The  .\MA  has  continued  to  fight  the  Eederal 
Trade  Commission  for  us. 

d'he  AMA  helped  to  tpiash  the  original  national 
guidelines  for  health  planning. 

And  I could  go  on  and  on.  The  AMA,  in  my 
opinion  is  the  on/y  national  organization  (with 
the  possible  exception  of  the  American  Academy 
of  Family  Physicians)  that  represents  the  prac- 
ticing doctors  of  this  country.  I want  to  urge  you 
to  continue  your  support  of  the  AMA  and  il  yon 
do  not  now  belong,  I would  like  to  ask  you  to  join 
this  year. 

We  must  also  give  greater  support  to  the  .\rkan- 
sas  Medical  Political  Action  Committee.  I'liis 
should  not  be  instead  of  your  efforts  to  help  local 
candidates,  but  should  be  in  addition  to  that. 

Our  elected  representatives  do  not  always  act 
or  vote  according  to  our  wishes  but,  partly  because 
of  our  support  in  the  last  elections,  we  now  liave 
good  rapport  with  them.  They  at  least  consider 
our  views  before  they  vote. 

This  was  very  important  in  our  fight  against 
the  Administration’s  Flospital  Cost  Containment 
Legislation.  Incidentally,  that  legislation  would 
have  exem])tcd  several  states  because  they  have 
State  Mospital  Cost  Containment  Laws.  Massa- 
chusetts has  the  highest  average  costs  per  |)atient 
per  hospital  stay  in  the  nation  (,$3000)  and 
Massachusetts  would  liave  been  exempted  from 
the  National  law:  wliereas,  Arkansas,  with  an 
average  of  $896.00  (less  than  a third  of  Massachu- 
setts) would  have  been  included. 

For  $25.00  you  can  join  .\rk-P,\C  and  for  .$99.00 
or  more  you  can  become  a sustaining  member  and 
wear  a pin  like  the  one  I am  wearing. 

You  should  also  consider  running  for  something 
yourself,  or,  encourage  a colleague  to  run  for 
something.  Morriss  Menry  has  been  carrying  a big 
load  for  us  in  the  .State  .Senate  for  years.  Dr.  John 
Giller,  an  orthopaedic  surgeon  from  El  Dorado,  is 
running  for  Lieutenant  Governor  now.  Me  needs 
your  help. 
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THE  INAUGURAL  BANQUET 


President  A.  E.  Andrews  of  Texarkana  was  master  of  ceremonies  for  the  Tuesday  evening 
banquet.  Sealed  at  the  liead  table  with  Dr.  and  Mrs.  Andrews  were  Dr.  and  Mrs.  Richard 
Martin  of  Paiagoiild.  Dr.  Marlin  served  as  chairman  of  the  Annual  Session  Committee. 


Dr.  and  Mrs.  Keinal  Kutait,  Dr.  and  Mrs.  Shuffield  and  Dr.  and  Mrs.  John  Burge  at  the 
head  table  for  the  Euesday  evening  baruiuet. 


I’artners  of  the  new  president  and  their  wives  at  the  banquet— Dr.  and  Mrs.  Ken  Lilly,  Dr. 
Lawrence  Pillstrom,  Dr.  and  Mrs.  Wendell  Ross  and  Dr.  and  Mrs.  Ralph  Ingram. 
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Members  of  Dr.  Kutait’s  family  present  at  the  inaugural  banquet  included  son  Kemal  and 
his  wife  Lisa  (left  foreground)  daughter  Kay  and  her  husband  Jim  Fowler  (tenter)  brothers 
lesse  and  Ed  and  Ed's  wife  Phoebe  (right  foreground). 


Dr.  Kuiait's  sister,  Mrs.  Nita  Fawcett  of  Little  Rotk  (upper  left)  and  his  daughter  Karin 
and  her  husband  Fommv  Hays  (upper  right)  were  in  attendance  to  see  Dr.  Kutait  installed 
as  president  of  the  Society. 


Dr.  and  Mrs.  Ralph  Ingram  (upper  left)  Dr.  and  Mrs.  Ken  Lilly,  Dr.  Lawrence  Pillstrom. 
and  Dr.  and  Mrs.  Wendell  Ross  (back  to  camera)  at  the  inaugural  banciuet  on  Fuesday 
when  the  physicians’  partner,  Dr.  Kutait.  was  installed  as  president. 
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Robert  U.  Hunter  of  Sedro  Woolley,  \\’ashington.  president-elect  of 
the  American  Medical  Association,  addressed  the  House  of  Delegates 
on  April  2iHh. 


E,  Andrews  of  Texarkana,  president  of  the  Arkansas  Medical 
■S'ocietv  for  1979-80,  makes  his  "President’s  Address”  to  the  House  of 
Delegates  on  April  20. 


Seventy-three  out  of  Arkansas’  seventy-iive 
counties  have  Ireeu  determined  by  H.E.^V.  stand- 
ards to  he  at  least  partially  medically  underserved. 
Tills  indutles  Ptilaski  County,  Garland  County, 
my  county  and  probalily  yotirs,  unless  you  practice 
in  Grant  County  or  Sebastian  County.  It's  ob- 
viousl)'  lidictilous  tliat  all  these  counties  are 
medicidly  under,served,  btit  this  determination  has 
already  been  made  and  Federal  money  is  available, 
parlially  on  this  basis. 

^\Vmldn■t  it  be  nice  if  most  of  the  Government 
money  in  all  these  health  jirograms  could  go  for 
needed  patient  care,  rather  than  for  planning, 
statistitians,  and  administration?  Hundreds  of 
thousiinds  ol  dollars  have  been  spent  in  Arkansas 
over  the  years  for  health  planning  with  very  little 
benefit  to  jratients,  in  my  opinion. 

Federal  money  and  planning  can’t  be  discussed 
without  a short  discussion  about  some  of  our 
problems  with  the  Arkansas  Dejrartment  of 
Health. 

I he  .State  Cancer  Registry  has  been  discon- 
tinued. The  Tuberculosis  Program  is  one  of  the 
most  successful  in  the  world  and  it  has  been  cut 


back  some  and  more  cutbacks  were  threatened, 
but  hopefully,  this  program  can  be  continued. 

A grant  application  was  considered  for  a State 
Data  Bank  to  gather  information  from  the  hos- 
pitals in  the  State  but,  after  we  anti  others  raised 
some  objections,  this  application  was  withdrawn. 

It  seems  strange  to  me  that  the  Cancer  Registry 
was  discontinued  because  of  a lack  of  monev  and 
yet,  a much  more  elaborate  and  expensive  data 
collection  bank  was  planned  at  the  same  time. 

A grant  application  to  plan  Rural  Health 
Clinics  was  filed  and  after  considerable  contro- 
versy, this  application  was  approved  by  the 
H.F.\V.  and  funded.  That  grant,  incidentally, 
tvas  approved  even  though  the  H.S..\.’s  voted 
against  approval.  Your  representatives  fought 
this  application  because  we  thought  it  had  many 
bad  features.  I thought  it  sounded  like  a plan  to 
estalrlish  HMO's  in  rural  Arkansas  with  primary 
health  care  to  be  delivered  by  nurses  rather  than 
doctors. 

I don't  have  any  personal  criticism  for  the  di- 
rector of  the  Arkansas  .State  Health  Department, 
Dr.  Young.  He  is  a very  capable  man.  I’m  sure. 
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Purcell  Siuith,  Jr.,  of  Liitlc  Rock,  adtircsses  the  House  of  Delegates  alter  being  elected  to  the  position  of  president-elect  of  the  Arkansas  Medical 
Society. 


and  he  now  meets  regularly  witli  our  Executive 
Committee  so  that  we  can  try  to  work  out  our 
dillerences  in  private  so  that  we,  liopehdly,  won't 
have  a repeat  ol  the  Rtiral  Health  Care  contro- 
versy. 1 think  that  many  ol  the  |iroI)lems  with  the 
Rtnal  Health  Clinic  Plan  were  caused  by  haste 
in  the  rush  to  get  Federal  money  and  could  have 
been  prevented  by  consultation  with  us  or  the 
State  Board  of  Health. 

d he  State  Board  ol  Health  now  lias  no  control 
over  the  director  of  the  Health  Dejiartment.  He 
is  solely  and  completely  answerable  to  the  Cover- 
nor.  Whth  this  Covernor  and  this  director,  that 
might  be  acceptable,  but  we  may  have  another 
Covernor  pretty  soon  and  he  may  want  his  own 
director  and  they  may  want  to  drop  some  pro- 
grams and  try  some  new  ones  and  tlien,  every  four 
years  we  may  have  to  go  through  more  changes. 
The  State  Health  Department  lias  a budget  of 
fifty  million  dollars  now  aiul  almost  1700  em- 
jiloyees.  That  could  be  a jiowerful  political  base. 

The  State  Mental  Hosjiital  used  to  be  a political 
football;  the  Highway  Department  used  to  be  a 
political  football;  the  State  Chime  and  Fish  Com- 
mission used  to  be  a political  football. 

I believe  the  .\rkansas  State  Health  Department 


is  going  to  become  more  and  more  active  in  the 
health  problems  in  Arkansas  (whether  we  like  it 
or  not)  and  I think  the  health  needs  of  .Vrkansas 
are  just  as  important  as  highways,  aiul  lish.  and 
labbits,  and  I urge  you  to  urge  yotn  elec  ted  rep- 
resentatises  to  consider  letting  the  State  Board  ol 
Health  ojjerate  the  Stale  Health  De})ariment. 

Medicine  h;is  been  critici/ed  a lot  lately  because 
allegedly  we  have  been  putting  too  much  emphasis 
on  /)Yv;/o;g  jxitients  rather  than  preventing  dis- 
ease. I wonder  if  anyone  would  like  for  us  iiol  to 
treat  sick  patients?  I don't  apologize  for  the 
progress  that  has  occurred  in  preventive  medicine, 
rite  1 ubcrculosis  Hospital  has  closed.  AVdiat 
ha])])enecl  to  malai  ia?  typhoid  les  er?  polio?  Theie 
weie  mote  new  cases  ol  |jolio  diagnosed  per  clay 
ill  ID.^f)  than  in  the  entire  decade  of  the  '70's. 
1 hil  ly  thousand  cases  were  diagnosed  in  195,5  and 
only  icvcnty-six  last  yeai , and  sixteen  of  these  were 
in  a religious  group  who  had  not  received  vaccine. 
Most  cancers  of  the  cervix  are  cured  now  because 
of  pap  smears.  Most  people  live  to  adulthood  now 
without  having  any  serious  illness.  You  can  gcr 
anyevhere  in  this  country  today  and  drink  water 
from  the  tap. 

But,  there's  (i)iother  kind  of  jtrevention  that  we. 
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as  doctors,  really  can't  intluence  much.  That’s  the 
kind  that  requires  individuals  to  do  something- 
quit  smoking— quit  drinking  so  much  alcohol— 
tjuit  eating  so  much— get  some  exercise— use  .seat 
belts.  This  kind  of  prevention  requires  that 
people  change  their  life  style.  This  type  of  pre- 
ventive medicine  has  had  a notable  lack  of  success 
in  America. 

The  leading  cause  of  death  in  youths  is  accidents 
and,  yet,  many  states  have  passed  laws  allowing 
kids  to  ride  motorcycles  without  helmets.  T.V. 
companies  know  the  danger  of  alcohol  and,  yet, 
the  major  sponsors  of  athletic  events  on  T.V.  are 
beer  companies. 

Newspapers  and  magazines  who  condemn  us 
for  not  showing  enough  attention  to  prevention 
are  filled  with  cigarette  commercials.  The  num- 
ber one  cancer  killer  in  America  is  lung  cancer 
and,  yet,  the  Government  subsidizes  the  produc- 
tion of  tobacco  and  then  bans  Saccharin.  More 
jieople  died  in  this  country  last  year  from  smoking 
than  were  killed  in  World  War  II  and  the  Viet- 
nam War. 

The  so-called  “malpractice  crisis”  has  abated 
somewhat,  but  some  of  the  basic  problems  are  still 
present. 

In  this  day  and  time  “all  is  possible.”  Patients 
watch  Marcus  Welby  and  Trapper  John,  and  read 
about  medical  miracles  and  are  primed  to  expect 
more  than  they  are  apt  to  receive. 

Many  people  think  that  with  more  money  it 
will  .soon  be  possible  to  conquer  cancer,  heart 
disease  and  aging  so  that  we  will  live  happily  ever 
after.  Some  think  that  if  you're  charged  with  a 
crime,  that  if  you  get  a good  enough  lawyer,  that 
you  can  get  off.  That  may  or  may  not  be  true  with 
lawyers,  but  it  sure  isn’t  in  medicine.  If  you  get 
certain  diseases,  it  doesn’t  matter  who  you  get  for 
a doctor,  you’re  going  to  die. 

1 he  politicians  are  still  thriving  by  avoiding 
unjrleasant  truths  and  promising  the  undeliver- 
able, not  only  in  medical  care  but  in  most  other 
fields  as  well. 

When  results  are  poor,  then  frustration,  dis- 
appointment and  anger  are  often  present.  Some 
attorneys  are  still  available  to  exploit  this.  We 
still  have  a contingency  fee  system.  But,  there 
have  been  some  imjnovements.  The  last  Legisla- 
ture made  several  welcome  changes  in  our  mal- 
practice laws. 

We  also  have  a choice  now  for  an  insurance 
carrier.  American  Physician’s  Insurance  Exchange 


is  selling  policies  now  in  Arkansas.  When  you  get 
your  malpractice  insurance  with  them,  then  you 
become  an  owner  of  the  Company.  All  the  owners 
are  physicians.  In  general,  I think  you  will  find 
that  API  approaches  and  handles  malpractice 
claims  like  you  would  want  them  to,  by  fighting 
all  unjustified  and  questionable  claims.  We  have 
two  Arkansas  doctors  on  this  Company’s  Board  of 
Directors  and  I would  like  for  you  to  consider 
API  when  your  present  coverage  comes  up  for 
renewal. 

Medical  and  hospital  costs  continue  to  be  a 
problem.  Physician’s  fees  rose  9.4%  in  1979.  Hos- 
pital room  charges  rose  11.1%.  The  total  medical 
care  index  rose  10.1%,  10.1%.  This  compared  to 
a C.P.I.  rise  of  13.3%;  a rise  in  the  energy  index 
of  37%:  a rise  in  the  housing  index  of  16%;  a rise 
in  the  transportation  index  of  18%.  The  medical 
care  index  was  under  the  C.P.I.  every  month  in 
1979.  We  have  done  a pretty  good  job  this  year 
in  holding  down  medical  costs,  but  it’s  going  to 
be  harder  in  the  future. 

The  Federal  Government  says  that  they  are 
going  to  lower  the  rate  of  inflation.  If  they  do, 
then  maybe  we  can  continue  to  hold  down  medical 
costs. 

It’s  very  difficult  not  to  raise  your  fees  when 
everything  you  buy  is  going  iqD,  but  we’ve  got  to 
try.  An  excess  profits  tax  has  been  voted  against 
the  oil  companies  and  now  that  the  precedent  has 
been  established  this  could  very  easily  be  extended 
to  include  doctors. 

I don't  have  enough  time  today  to  give  you  my 
thoughts  on  all  the  problems  that  we,  as  medical 
doctors,  face  but  1 would  like  to  briefly  talk  about 
a few. 

HSA  and  other  government  agencies  decide  now 
who  can  get  new  equipment.  These  decisions  are 
made,  many  times,  on  a basis  of  costs  rather  than 
quality.  This  type  of  control  can  very  easily  be 
extended  from  C.A.T.  scanners  to  the  number  of 
specialists  in  a community;  from  dialysis  units  to 
where  new  doctors  must  practice;  from  radiation 
therapy  centers  to  where  and  by  whom  patients 
get  their  surgery. 

There  is  already  talk  of  regionalization  of 
surgery— starting  with  coronary  by-pass  surgery 
but,  perhaps,  leading  to  other  vascular  surgery 
then  to  bone  or  abdominal  surgery. 

Mandatory  second  opinions  before  surgery  is 
being  promoted  now  and,  in  spite  of  facts  to  the 
contrary,  this  is  being  pushed  as  a way  to  cut  costs 


10 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Proceedings 


Ijy  preventing  large  numbers  of  allegedly  unneces- 
sary operations.  If  the  Government  really  wants 
to  cut  the  costs  of  surgery,  they  should  retpiire 
second  ojtinions  from  faith  healers. 

The  Gouncil  has  spent  a lot  of  time  this  year 
discussing  the  Society's  employee  retirement  pro- 
graiiE  Our  plan  has  become  expensive  because 
we  now  have  a cost  of  living  clause  in  it.  As  you 
well  know,  the  cost  of  living  has  been  going  up  a 
lot  lately.  committee  has  been  appointed  to 
study  our  pension  plan  and,  hopefully,  we  can 
come  up  with  a plan  that  we  can  afford  and  still 
be  fair  to  the  Society  employees. 

.\merican  medicine  is  the  best  in  the  world. 
Over  three  million  people  in  this  country  manage 
to  see  a doctor  e\ery  day.  ^Ve  have  been  treating 
more  patients,  curing  more  illnesses  and,  yes, 
preventing  more  illnesses  than  ever  before. 


A child  born  in  this  country  in  1900  could 
expect  to  live  forty-seven  years,  on  the  average. 
That  chikl  born  today  is  expected  to  live  seventy- 
three  years.  Life  expectancy  has  increased  2.3 
years  just  in  the  last  decade. 

In  the  last  ten  years,  the  rate  of  death  from  heart 
disease  has  decreased  17%.  We  have  the  lowest 
death  rate  in  history.  The  infant  mortality  rate 
in  this  country  was  twenty  in  1970.  It  is  now 
down  to  fourteen  in  the  Lh  S.  and  down  to  sixteen 
in  Arkansas. 

Fifty-eight  percent  of  the  people  who  develop 
cancer  this  year  can  expect  to  be  cured. 

The  American  jreople  have  voted  with  their 
feet,  their  heads,  their  bodies  and  yes,  their  pocket- 
books,  to  say  that  they  want  to  continue  to  receive 
the  very  best  quality  medical  care.  I think  that 
we  should  continue  to  strive  to  give  them  just  that. 


FINAL  SESSION 

HOUSE  OF  DELEGATES 


Wednesday,  April  23,  1980 

■Speaker  .\mail  Chudy  called  the  House  to  order 
at  10;U()  A.M.  on  Wednesday,  April  23,  1980. 
Invocation  was  by  Councilor  Ken  Lilly. 

Executive  Vhee  President  C.  C.  Long  called  the 
roll  of  delegates.  The  following  delegates,  offi- 
cers, and  members  seated  as  delegates  by  action  of 
the  House  were  present: 

ARKANSAS,  Gerald  L.  Guyer;  BAXTER, 
John  F.  Guenthner;  BENTON,  Richard  N.  Pear- 
son and  Eugene  Ball;  BOONE,  Charles  A.  Led- 
better; BRADLEY,  George  F.  Wynne;  CLARK, 
N.  R.  Ritter;  CRAIGHEAD-POINSETT,  John 
Baldridge  and  James  M.  Robinette;  CRITTEN- 
DEN, Milton  D.  Deneke;  FAULKNER,  Robert 
B.  Benafield;  GARLAND,  Ronald  J.  Bracken; 
GREENE-CLAY,  Richard  O.  Martin  and  Larry 
Lawson;  HEMPSTEAD,  Lowell  Harris;  HOT 
SPRING,  Russell  W.  Cobb;  HOWARD-PIKE, 
U.  Lee  Smith;  INDEPENDENCE,  Jim  Lytle; 
JEEEERSON,  Banks  Blackwell,  Lloyd  G.  Langs- 
ton and  George  Roberson;  ITE,  Dwight  W.  Gray; 
MILLER,  Frederick  E.  Joyce;  MISSISSIPPI, 
Eugene  A.  Shaneyfelt;  MONROE,  N.  C.  David, 
Jr.;  NEVADA,  H.  Blake  Crow;  OUACHITA,  Cal 


R.  Sanders;  POLK,  David  1).  Fried;  POPE,  Frank 
Lawrence  and  James  Kolb,  Jr.;  PUL.YSKI,  Charles 
Logan,  Robert  Shannon,  Mayne  Parker,  John 
McCollough  .Smith,  Gordon  Oates,  Fred  Kiitler, 
William  Mason,  Ruth  Steinkamp,  Harold  Purdy, 
Douglas  Smith,  George  Mitchell,  Warren  Douglas, 
Frank  Morgan,  Glen  Baker,  Edwin  Hankins, 
Purcell  Smith,  Robert  Valentine,  James  \VTber, 
Ben  Johnson  and  Eva  Dodge;  SALINE,  Jim 
Bethel;  SEB.VSTIAN,  Carl  Williams,  .\nnette 
Landrum,  Hugh  Lewing,  Ken  Wallace,  .A.  C. 
Bradford,  McDonald  Poe  and  Morton  C.  Wilson; 
SEVIER,  Wallace  Dickinson;  UNION,  Allan  S. 
Pirnique  and  Wayne  Elliott;  WASHINGTON, 
Stanley  .Applegate;  WOODRUEF,  James  E. 
Rowe;  YELL,  James  L.  Maupin;  COUNCILORS, 
Merrill  J.  Osborne,  Asa  A.  Crow,  John  E.  Bell, 
John  Hestir,  L.  J.  P.  Bell,  Raymond  Irwin,  John 
P.  Burge,  George  'W’^arren,  C.  Lynn  Harris,  R. 
Jerry  Mann,  Robert  E.  McCrary,  W.  Ray  Jouett, 
William  N.  Jones,  Morriss  M.  Henry,  Rhys  A, 
Williams,  Charles  F.  Wilkins  and  Ken  Lilly; 
PRESIDENT,  Kemal  Kutait;  FIRST  VICE 
PRESIDENT,  Paul  Cornell;  SPEAKER  OE  THE 
HOUSE,  Amail  Chudy;  VICE  SPEAKER,  W.  P. 
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Joe  Verser.  Sccrctan-  of  the  Artcansas  State  Medical  Board,  presents  a Memorial  Plaque  to  the  widow  of  the  long-time  attornev  for  the  Board, 
Eugene  R.  Warren. 


Phillips;  SECRE  I'ARY,  Elvin  Shutlield;  TREAS- 
URER, Keiinelli  R.  Duzan;  PAST  PRESIDENTS, 
Charles  Henry,  C.  R.  Ellis,  Robert  Watson,  Ben 
N.  Saltzman,  T.  E.  d Ownsend,  A.  S.  Koenig,  |r., 
W.  Payton  Kolb  and  A.  E.  Andrews. 

Ray  jouett,  Chairman  of  the  Nominating  Com- 
mittee, reported  to  the  House  that  Stanley  Apple- 
gate  had  substituted  for  Morriss  Henry  as  the 
ninth  district  representative  on  the  committee, 
(ihairman  Jouett  presented  the  following  slate  of 
nominees  for  consideration  of  the  House: 

For  President-elect:  Purcell  Smith,  Little  Rock, 
and  A.  S.  Koenig,  Jr.,  Fort  Smith 

For  First  Vice  President:  Richard  Martin,  Para- 
gon Id 

For  Second  Vice  President:  Frank  Morgan, 
North  Little  Rock 

For  Third  Vice  President:  Harold  Purdy,  Little 
Rock 

For  Secretary:  Elvin  Shuffield,  Little  Rock 
For  Treasurer:  Kenneth  R.  Duzan,  El  Dorado 
For  Speaker  of  the  House  of  Delegates:  Amail 
Chudy,  North  Little  Rock 

For  Vice  Speaker  of  the  House  of  Delegates: 
W.  P.  Phillips,  Fort  Smith 


For  Councilor  (two-year  terms): 

District  1 : Asa  Crow,  Paragould 
District  2:  John  E.  Bell,  Searcy 
District  3:  L.  J.  P.  Bell,  Helena 
District  4:  John  P.  Burge,  Lake  Village 
District  5:  Cal  Sanders,  Camden 
District  6:  C.  Lynn  Harris,  Hope 
District  7 : Robert  F.  McCrary,  Hot  Springs 
District  8;  William  N.  Jones,  Little  Rock 
District  9:  Rhys  A.  Williams,  Harrison 
District  10:  Ken  Lilly,  Fort  Smith 
For  Delegate  to  the  American  Medical  Associa- 
tion (term  from  January  1,  1981,  to  December  31, 
1982):  Joe  Verser,  Harrisburg 
For  Alternate  Delegate  to  the  American  Medi- 
cal Association  (term  from  January  1,  1981,  to 
December  31,  1982):  A.  E.  Andrews,  Texarkana 
Speaker  Chudy  asked  for  nominations  from  the 
floor.  Dr.  Koenig  requested  that  his  name  be 
removed  from  the  proposed  slate.  The  entire 
slate  of  nominations  presented  by  the  Nominating 
Committee  was  elected  unanimously. 

Speaker  Chudy  requested  that  Gordon  Oates 
and  Paul  Cornell  escort  the  new  president-elect 
to  the  podium.  Dr.  Smith  made  the  following  re- 
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Past  Presidents  of  the  Arkansas  Medical  Society— (seated,  left  to  right)  H.  King  Wade.  Jr.,  of  Hot  Springs.  A.  E.  Andrews  of  Texarkana,  Ben 
N.  Saltzman  of  Little  Rock,  and  (George  E.  Wynne  of  Warren,  (hack  row.  left  to  right)  C.  R.  Ellis  ot  Mahern.  A.  S.  Koenig  of  Fort  Smith.  Ross 
Fowler  of  Harrison,  .Stanley  .Applegate  of  Springdale,  T.  E.  Townsend  of  Pine  Bluff.  Robert  Watson  c>f  Little  Rock  and  >V.  Payton  Kolb  of  Little 
Rock. 


marks  in  accepting  the  nomination  lor  president- 
elect: 

“I  have  no  prepared  remarks.  I am  sine  that 
comes  as  a great  shock  at  this  stage  of  the 
meeting.  I wonld  be  remiss  if  I did  not  thank 
each  of  yon  and  the  members  of  the  Arkansas 
Medical  Society.  I come  from  Pnlaski  Clounty 
—everybody  has  to  come  from  somewhere.  My 
pledge  to  you  is  that  I will  serve  the  entire 
membership  of  the  Arkansas  Medical  Society 
to  the  best  of  my  ability.” 

Speaker  Chndy  called  for  the  report  of  Refer- 
ence Committee  Number  One  and  requested  that 
members  of  the  committee  be  .seated  at  the  front 
of  the  room  during  the  report  of  the  committee 
chairman. 

Members  of  Reference  Committee  Number 
One  were:  Paul  C.  Cornell  as  chairman,  Charles 
I.edbetter,  Lloyd  G.  Langston,  Carl  Williams  and 
F.  E.  Joyce.  Chairman  Cornell  presented  the  fol- 
lowing report: 

REFERENCE  COMMITTEE  NUMBER  ONE 

Mr.  Speaker  and  members  of  the  House  of 
Delegates:  Reference  Committee  Number  One 
wishes  to  make  the  following  report. 


1.  Report  of  the  Council,  John  P.  Burge, 
Chairman 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  the  report  as  publishetl.  I here 
being  no  objection,  it  was  adopted. 

2.  Committee  on  Constitutional  Revisions, 
A.  S.  Koenig,  |r..  Chairman 

A rather  lengthy  discussioti  occurred  regartling 
the  amendment  to  the  Constitution  of  the  Aikan- 
sas  Meilicaf  Society,  Article  VI,  Sectioti  2.  .V 
majority  of  the  committee  members  agree  to  the 
ametidment  as  |>ubli.shed  in  Attachment  #2.  How- 
ever, a mitiority  report  dealing  with  an  iqjiter 
limit  of  the  number  of  councilors  from  any  one 
district  is  to  be  pre.senteil. 

Mr.  Speaker,  the  majority  of  the  committee 
recommends  acceptance  of  the  amendment  to 
Article  \'I,  Section  2,  as  published  and  I so  move. 

Speaker  Chndy  recognized  W.  P.  Phillips  who 
sjDoke  in  favor  of  the  majority  report.  He  ex- 
pressed the  opinion  that  the  proposal  was  in  the 
best  interest  of  the  entire  Society.  He  pointed  out 
that  accepting  the  recommendation  of  the  Refer- 
ence Committee  today  ilid  not  automatically  pa.ss 
the  bylaws  amendment.  Final  passage  tvill  reipnre 
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a two-thirds  vote  o£  approval  at  the  annual  session 
in  1981.  He  lelt  that  members  should  have  ample 
opportunity  to  discuss  it  with  colleagues  at  home 
and  be  able  to  come  hack  next  spring  and  cast 
a vote  on  final  action.  He  stated  that  to  refuse 
to  accept  the  report  for  pidtlication  and  stibse- 
(pient  debate  would  only  sene  to  accentuate  that 
tchich  divides  the  membership  and  would  destroy 
■what  he  felt  to  be  an  air  of  conciliation  present 
at  the  1980  meeting.  He  expressed  the  personal 
opinion  that  the  cap  proposal  by  the  minority 
report  was  tnmecessary  and  that  the  important 
step  was  that  of  more  councilor  representation. 

Speaker  Chiuly  then  called  for  the  minority  re- 
port. d he  report  was  presented  by  Carl  Williams 
ol  Sebastian  Cotinty.  His  report  was  as  follows: 

It  is  thotight  by  some  that  inecpiities  exist  in 
this  representation.  Sjtecialty  groups  have 
voiced  lack  of  or  inadequate  representation  on 
the  Council.  Involvement  of  specialty  groups 
in  the  Arkansas  Medical  Society  is  needed  for 
contituied  growth  of  the  organization.  Entry 
to  the  Council  by  specialty  grotips  is  needed  to 
provide  inptit,  allow  cohesive  ftinction  and  for 
the  assurance  of  total  support  by  the  Council 
for  problems  unitpie  to  each  specialty. 

Others  have  thought  inetjnities  exist  on  the 
basis  of  ]:)opulation.  Ptdaski  County’s  bid  for 
greater  representation  on  the  Council  certainly 
has  merit.  Cirave  reservations  exist,  however, 
throughout  the  remainder  of  the  State  that  this 
represents  a grab  for  more  power.  We  must 
provide  adequate  guidelines  for  any  type  of 
expansion  of  the  Cotmcil.  Fnttire  guidelines 
for  expansion  mtist  of  necessity  include 
getigraphical  factors,  poptilation  factors,  and 
specialty  groiqi  factors.  All  should  be  con- 
siderations in  the  expansion  of  the  Council. 
Adetpiate  re])resentation  geographically  within 
the  limits  and  confines  of  Pulaski  County  must 
l>e  asstired  so  that  North  Little  Rock  and  rural 
Pulaski  County  receives  appropriate  representa- 
tion as  well  as  Little  Rock. 

Potential  problems  may  be  created  by 
thoughtless  expansion  without  creating  limits 
and  anticipating  future  needs  for  representa- 
tion. Monitoring  of  effects  of  expansion  must 
be  assessed  as  it  proceeds. 

With  the.se  factors  in  mind,  the  report  of  the 
Constitutional  Revision  Committee  should  be 
amended  to  limit  the  number  of  councilors 
representing  a councilor  district  to  a maximum 


uf  five  tmtil  the  long-term  effects  of  this  change 
can  be  assessed.  Equitable  distribution  of  these 
councilors  within  the  geographical  confines  of 
Pulaski  County  must  be  assured. 

The  officers  of  the  Arkansas  Medical  .Society 
should  be  charged  with  the  responsibility  of 
seeking  new  avenues  of  total  physician  involve- 
ment in  the  activities  of  the  Arkansas  Medical 
Society.  The  officers  should  further  monitor 
effects  created  by  expansion  of  the  Council  on 
its  function  and  should  report  either  positive 
or  adverse  effects  to  the  House  of  Delegates. 

Dr.  Mhlliams  then  moved  that  the  proposed 
change  in  Article  'VI,  Section  2,  be  amended  to 
add  the  words  “with  a maximum  of  five  councilors 
from  any  one  district”  so  that  the  provision  would 
read: 

“I'here  shall  be  two  councilors  from  each 
councilor  district  which  has  two  hundred  mem- 
bers or  less.  In  districts  where  there  are  more 
than  two  hundred  members,  there  shall  be  an 
additional  councilor  for  each  additional  one 
hundred  members,  with  a maximum  of  five 
councilors  from  any  one  district.  The  coun- 
cilors shall  serve  staggered  terms  of  two  years 
each.” 

Second  to  the  motion  for  approval  of  the  minority 
report  was  by  A.  S.  Koenig  of  .Sebastian  County. 

Ray  Jouett,  Eighth  District  Councilor,  spoke 
against  the  amendment. 

Vote  on  the  report  was  by  secret  ballot.  The 
minority  report  was  rejected  by  a vote  of  56  to  41. 

The  House  then  voted  on  the  recommendation 
of  the  majority  of  the  reference  committee  as 
presented  by  Dr.  Cornell.  The  report  was  ap- 
proved by  a vote  of  62  to  32. 

Dr.  Cornell  then  continued  with  the  report  of 
Reference  Committee  Number  One: 

3.  Report  of  the  Budget  Committee,  Ken  Lilly, 
Chairman 

Idle  Reference  Committee  members  were  in 
agreement  with  the  budget  as  published.  The 
committee  also  wishes  to  bring  to  the  attention 
of  the  House  the  Accountants’  Report,  page  6, 
note  2:  Pension  Plan,  last  sentence:  “At  October 
1,  1979,  the  date  of  the  latest  actuarial  study,  the 
excess  of  the  present  value  of  benefits  over  plan 
assets  was  approximately  $351,000.” 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends the  adoption  of  the  Budget  Report  with 
the  addition  of  the  above  sentence  as  the  last 
sentence. 
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Fifty  Year  Clul)— Members  of  the  Fiftv  Year  Club  of  the  Arkansas  Medical  Society  were  honored  at  a luncheon  meeting  on  April  21.  Present 
were  (seated,  left  to  riglit)  G.  Allen  Robinson  of  Harrison,  Clyde  D.  Rodgers  of  Little  Rock,  Lva  Dodge  o(  Little  Rock.  Davis  (ioldsiein  of  Fort 
Smith,  Gaston  Hebert  of  Hot  Springs  (back  row.  left  to  right)  Wallace  Dickinsem  of  DeQueen.  )ohn  Ciuenthner  of  Mountain  Home,  W.  S. 
Riley  of  El  Dorado.  C.  W.  Jones  of  Renton,  and  Pierre  Redman  ot  Mena. 


Ken  Lilly,  chairman  of  the  Budget  Committee, 
presented  a substitute  motion  to  delete  the  sen- 
tence pertaitiitig  to  the  pension  plan.  Lhe  substi- 
tute motion  was  ap[U'oved. 

Item  3 of  the  Referetrce  Cotmnittee  report  was 
accepted  by  the  House  as  amended.  Dr.  Cornell 
then  continued  with  the  report  of  Reference  Cotn- 
mittee  Number  One; 

Mr.  Speaker,  yottr  Reference  Committee  wishes 
to  adopt  the  lollowitig  reports  as  ptiblished: 

4.  Committee  on  Medical  Legislation,  James 
4V^eber,  Chairtnati 

5.  Suh-Committee  on  National  l.egislation, 
\V.  P.  Phillips,  Chairman 

6.  Committee  on  Public  Relatiotis,  Ray  Jottett, 
Chairman 

7.  Ninth  District  Councilors,  Morriss  M. 
Henry  and  Rhys  Williams 

8.  Report  from  the  Arkansas  Medical  Political 
Action  Comtnittee,  W.  P.  Phillips,  Chairman 

4'here  being  no  objection,  the  reports  were 
adopted. 


.Mr.  Speaker,  this  concludes  the  rejxtrt  of  yottr 
Reference  Committee  Number  Otie  and  I move 
the  report  be  accejrted  as  ametided.  Lite  House 
so  voted. 

rite  ie])ort  of  Reference  Committee  Number 
I'wo  was  read  by  Chairman  Richard  Martin. 

REFERENCE  COMMITTEE  NUMBER  TWO 

The  members  of  Reference  Committee  Number 
Luo  were  N.  R.  Ritter,  James  Kolb,  Jr.,  Kelsy 
Ca|)litiger,  HI,  L.  J.  Pat  Bell  and  myself. 

Lite  committee  met  on  Sunday,  ,Vpi  il  2hth,  ;md 
considered  the  following  rejtorts: 

Committee  on  Cancer  Control,  Herbert  ^Vren, 
Chairtnati 

Sul)-Committee  on  Liai.son  witli  Vocational  Re- 
habilitation, John  P.  Whjod,  Chairman 

Committee  oti  Continuing  Medical  Education, 
John  M.  Hestir,  Chairman 
.\il  Hoc  Camunittee  on  Liaison  with  Healtli 
Systems  .Agencies,  Kemal  Kutait,  Chairman 

Tetith  Cotmcilor  District  Professional  Rela- 
tiotis  Committee,  Samuel  E.  Landrum,  Chairman 
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Eighth  District  Cotuicilors.  ^V.  Ray  Jouett  and 
William  X.  Jones 

Report  of  the  Exectitive  Vice  President,  C.  C. 
Long. 

Report  of  the  Arkansas  Foundation  for  Medical 
Care,  Mr.  Paul  C.  Schaefer,  Execntive  Director 

Mr.  Speaker,  yotir  Reference  Committee  recom- 
menils  the  acceptance  of  the  above  reports  as 
pnblished  in  the  Journal  of  the  Arkansas  Medical 
Society  and  I so  move,  d’here  being  no  objection, 
the  Mouse  approved. 

Thirtl  Cotmcilor  District  Professional  Relations 
Committee,  John  M.  Hestir,  Chairman.  The 
Reference  Committee  approves  this  report  with 
the  deletion  of  the  thiril  sentence  on  Page  443  of 
the  March  1980  issue  of  the  Jotirnal. 

Mr.  Speaker,  we  so  move.  The  House  so  voted. 

Resohition  on  Mid-Winter  Meeting  from 
■Sebastian  Cotinty.  The  Reference  Committee 
recommends  that  the  House  of  Delegates  reject 
this  resolntion  and  I so  move.  House  voted  81  to 
19  to  reject  the  resohition. 

The  Reference  Committee  would  like  to  create 
more  interest  in  the  winter  meeting  and  makes  the 
following  recommendations. 

1.  The  Mid-Winter  ^^eeting  be  held  for  two 
days  with  the  Hotise  of  Delegates  meeting 
each  day. 

2.  That  the  reference  committees  meet  after  the 
first  session  or  first  day. 

3.  That  a scientific  session  be  held  on  the  after- 
noon of  the  first  day. 

4.  That  the  budget  for  the  coming  year  be  pre- 
sented at  the  winter  meeting. 

5.  That  the  location  of  the  winter  meeting  be 
changed  from  year  to  year. 

Speaker  Chudy  tailed  that  the  Hotise  vote  on 
the  recommendations  from  the  committee  would 
be  for  referral  to  the  Constitutional  Revisions 
Committee  for  study  and  recommendation  to  the 
House,  by  voice  vote,  the  House  voted  to  refer 
the  recommendations  to  the  Constitutional  Re- 
visions Committee.  There  was  one  negative  vote. 

Chairman  Martin  then  moved  adoption  of  the 
report  of  Reference  Committee  Xaimber  Two  as 
amended  and  it  was  so  voted. 

The  report  of  Reference  Committee  N timber 
Three  was  read  by  Chairman  Annette  V. 
Landrum. 


REFERENCE  COMMITTEE  NUMBER  THREE 

Reference  Committee  Number  Three  consisted 
of  Allan  Pirnique,  Wdlliam  L.  Mason,  Lee  Parker, 
H.  ^V.  4'homas  and  myself. 

The  committee  considered  the  following  re- 
ports: 

Coiijinitice  on  Public  Health,  Ben  N.  Saltzman, 
Chairman.  This  report  was  discussed  in  length  in 
some  detail.  The  Reference  Committee  feels 
that  the  report  fails  to  address  a number  of  very 
serious  problems  in  the  State  Health  Department 
although  it  deals  creditably  with  rural  health. 
The  problems  this  Reference  Committee  wotild 
like  to  see  addressed  are: 

1.  Clarification  of  the  organizational  structure 
of  the  State  Health  Department. 

2.  Asstirance  that  medical  decisions  are  being 
made  by  physicians. 

3.  Administrative  stipervision  of  the  State 
Health  Department  should  be  restored  to  the 
State  Board  of  Health. 

The  Reference  Committee  has  reservations 
about  the  proposed  rural  health  program  using 
nurse  practitioners  and  physicians’  assistants. 

Lhis  committee  recommends: 

1.  A special  sttidy  committee  be  appointed  by 
the  Cotincil  for  ongoing  follow-up  of  these 
jtroblems. 

2.  Lhe  above  matters  be  studied  in  detail  by  the 
Legislative  Committee  of  this  Society  for 
immediate  action. 

Mr.  Speaker,  1 so  move. 

Charles  AVilkins  presented  a sulistitute  motion 
that  necessary  grammatical  changes  be  made  in 
ntunber  one  so  that  it  does  not  necessitate  Cotincil 
appointment  of  another  committee  and  that  the 
Council  would  be  charged  with  the  on-going, 
follow-up  of  problems.  The  sultstittite  motion 
was  approved  by  the  House. 

Sub-Conunittee  on  Tuberculosis,  Donald  L. 
Miller,  Chairman.  The  committee  accepts  this 
report  and  would  like  the  Society  to  continue  to 
support  the  operation  of  the  chest  disease  jrrogram 
to  its  full  potential. 

Inmuniization  Sub-Committee,  Betty  A.  Lowe, 
Chairman.  This  report  was  accepted  as  written 
for  information. 

Sub-Committee  on  Liaison  with  Auxiliary, 
Frank  E.  Morgan,  Chairman.  This  report  was 
accepted  as  written  for  information. 

Seventh  Councilor  District  Professional  Rela- 
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Leaders  of  the  State  Auxiliary  for  1980-81— Mrs.  Warren  Roop  of 
Little  Rock  is  president  of  the  Arkansas  Medical  Society  Auxiliary 
for  1980-81;  Mrs.  Raymond  Peeples  of  Hot  Springs  is  president-elect 
of  the  Stale  Auxiliar>. 

tions  Cominiltee,  C.  F.  Peters,  Chairmaii.  I'his 
report  was  accepted  as  written  lor  inlormation. 

Xintli  Councilor  District  Professional  Relations 
Committee,  Cliarles  A.  Lcilljetter,  Chairman. 
'Phis  report  was  accepted  as  waitten  for  inlorma- 
tion. 

Report  of  the  Arkansas  State  Medical  P>oard, 
Joe  Verser,  Secretary.  This  report  was  accepted 
as  written  for  information. 

Fhe  Honse  then  approveil  these  recommenda- 
tions of  the  Reference  Committee. 

Committee  0)i  Aging,  Chalmers  S.  Pool,  Chair- 
man. lire  committee  accepts  the  report  ami 
recommends  adoption  of  resolutions  one,  two  and 
three  as  written,  and  resolntion  four  as  amended 
thus:  The  Committee  on  Aging  wishes  to  endorse 
those  enrrent  practices  wdiicli  endeavor  to  control 
communicable  di.sease  among  elderly  patients  (for 
example:  the  control  of  tubercnlosis,  fin  and 
jmeumonia)  and  hereby  recommends  continuing 
efforts  in  this  direction.  The  committee  wishes  to 
add  a fifth  resolution:  Resohition  5.  The  com- 
mittee recommends  reimbursement  by  third  party 


payers  for  inmumi/ations  (influenza,  pneumococ- 
cal vaccines)  and  otlier  preventive  measures,  d'he 
Flou.se  voted  to  approve  this  recommendation  as 
presented  by  Dr.  Landrum. 

Payton  Kolb  pointed  out  that  there  may  be 
problems  with  the  wording  on  the  Resolution  5 
and  made  the  motion  that  the  House  reconsider 
the  recommendation.  The  House  so  voted.  After 
considei  able  discussion,  tlie  Hotise  voted  to  revise 
the  wording  of  Resolution  5 to  read  as  follows: 
“ Fhe  committee  recommends  reimbur.sement  by 
third  party  payers  to  medical  doctors  for  immuni- 
zations (inlluenza,  pneumococcal  vaccines)  and 
other  preventive  measures. 

Medical  Education  Foundation  for  Arkansas, 
Robert  ^Vatson,  President.  This  report  was  ac- 
cepted as  written,  and  our  committee  woidd  like 
to  commend  the  Foundation  for  its  efforts  and 
commend  the  Society  members  for  their  sujtport 
of  this  program  and  I so  move.  It  was  so  voted. 

Chairman  Landrum  then  moved  that  the  report 
of  Reference  Committee  Number  Three  be 
atlopted  as  amended.  The  House  approved. 

Speaker  Chudy  called  on  the  Chairman  of  the 
Council,  John  P.  Burge,  who  presented  the 
following  report  covering  meetings  of  the  Council 
held  during  the  Annual  Session: 

REPORT  OF  THE  COUNCiL 

Fhe  Council  met  on  Sunday,  April  20,  1980,  and 
transacted  business  as  follows: 

1.  Adopted  the  lollowing  memorial  resolution: 
WHFRFAS,  the  members  of  tbe  Council 
were  saddened  by  the  death  of  our  attorney 
and  ft  lend,  Fiigene  R.  ^Van  en,  and 

WHEREAS,  Mr.  Warren  had  served  the 
profe.ssion  with  distinction  over  a long  period 
of  time  as  counsel  for  both  the  .\rkansas 
.Medical  Society  ami  the  Arkansas  State  Medi- 
cal Board,  and 

W^HEREAS,  many  of  the  laws  of  .Arkansas 
pertaining  to  the  practice  of  medicine  were 
drafted  by  Mr.  Warreti,  and 

WHERE. \S,  Mr.  \\'arren  cxem])lificd  the 
finest  trailitions  of  law  and  medicine  in  his 
.service  to  the  people  of  this  State. 

NOW,  1 HEREEORE,  BE  IT  RE- 
SOLVED, that  the  Arkansas  Medical  Society 
record  its  sincere  appreciation  for  Mr. 
'Warren's  outstanding  service,  and 

BE  IT  FliRTHER  RESOLVED  that  the 
Society  convey  its  respect  and  sympathy  to 
his  family. 
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Mrs.  Raymond  Vow,  President  of  Southern  .\uxiliary,  shares  the 
spotlight  with  leaders  of  Arkansas  Auxiliary— president-elect  for 
1980-81  Mrs.  Raymond  Peeples  of  Hot  Springs.  President  for  1979-80 
Mrs.  Frank  Morgan  of  Fittle  Rock  and  president  for  1980-81  Mrs. 
AVarren  Boop  of  Fittle  Rock. 

2.  Approveil  requests  for  1980  dues-exempt 
incniberships  as  submitted  by  the  county 
mctlical  societies. 

3.  Approved  the  report  of  audit  of  the  Society’s 
records  for  1979  as  done  by  the  accounting 
firm  of  Baird,  Kurtz  and  Dobson. 

4.  ApjHoved  actions  of  the  Executive  Commit- 
tee in  a meeting  held  on  March  26,  1980. 

,5.  Voted  to  employ  Mr.  Mike  Mitchell  as  legal 
counsel  for  the  Society. 

G.  \’otetl  to  underwrite  the  cost  of  two  campers 
at  .\ldersgate  Medic;il  Camps  for  the  1980 
program. 

7.  Dr.  Jones  moved  that  the  Council: 

(a)  instruct  the  current  president  of  the 
Society  to  remove  Dr.  Kutait  from  the 
membership  of  the  Reorganizational 
Study  Committee; 

(b)  appoint  a netv  chairman  of  the  Reorgani- 
zational Study  Committee  from  the  cur- 
rent membership  of  the  committee; 


(c)  direct  that  a final  report  of  the  committee 
be  made  to  the  Council  and  House  of 
Delegates  at  the  1980  winter  meeting  of 
the  Society. 

The  Cotmcil  voted  to  table  the  motion. 


The  Council  then  voted  to  request  that  the 
Reorganizational  Study  Committee  report  to 
the  Council  at  the  1980  winter  meeting. 

O 


Appointed  the  following  to  the  Board  of 
Directors  of  the  Arkansas  Medical  Political 
Action  Committee  for  one  year  terms: 


George  'Warren 
Bobby  McKee 
Larry  Lawson 
^^rs.  Kemal  Kutait 
Mrs.  Paul  Cornell 
i\frs.  Charles  Wilkins 
Mrs.  John  P.  Burge 

the  Medical 


W.  P.  Phillips 
Ken  Lilly 
Raymond  Biondo 
Jerry  Mann 
Donald  Duncan 
W.  Payton  Kollt 
P'.  E.  Joyce 

9.  Appointed  the  following  to 
Services  Review  Committee: 

FOR: 

Surgery Samuel  Landrum,  Fort  Smith 

Allergy Thomas  Johnston,  Little  Rock 

Dermatology Raymond  Biondo, 

North  Little  Rock 

Ophthalmology James  L.  Smith, 

Little  Rock 

Otolaryngology Lloyd  Langston, 

Pine  Bluff 

Radiology  ..  . Louis  R.  Mtinos,  Hot  Springs 

10.  Reappointed  Martin  Eisele  of  Hot  Springs 
to  the  Board  of  Directors  of  the  Medical 
Education  Foundation  for  Arkansas. 


11.  \'oted  to  add  'W^illiam  Jones  to  the  member- 
ship of  the  Ad  Hoc  Committee  to  Study  the 
Pension  Plan  and  designate  Paid  Cornell 
Chairman.  Other  members  of  the  Committee 
are:  Raymond  Irwin  of  Pine  Bluff,  Jerry 
Mann  of  Arkadelphia,  Richard  Pearson  of 
Rogers,  Mahlon  Maris  of  Harrison,  and  A.  E. 
Andrews  of  Texarkana. 

The  Council  further  voted  to  instruct  legal 
counsel  to  attend  meetings  of  the  Ad  Hoc 
Committee  and  that  others  with  expertise  as 
tletermined  necessary  by  the  memljers  of  the 
Committee  and  the  Council  be  utilized  by  the 
committee  in  its  study. 

The  Council  voted  to  authorize  up  to  $3,000 
in  payment  of  considtant  setwices  to  the  Ad 
Hoc  Committee  by  Mr.  Owens  of  Owens  and 
Associates. 
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Auxiliary  Officers  for  I980-R1  — (left  to  right)  President  Mrs.  Warren  Boop  of  l ittle  Rock,  Nortlieast  Vice  President  Mrs.  Herbert  Taylor  of  West 
Memphis:  President-elect  Mrs.  Raymond  Peeples  of  Hot  Springs;  Northwest  Vice  President  Mrs.  McDonald  Poe  of  Port  Smitli;  Recording 
Secretary  Mrs.  W,  j.  James  of  Pine  Bluff;  Soutlieast  Vice  President  Mrs.  William  S.  Orr,  Jr.,  of  l ittle  Rock,  and  Treasurer  Mrs.  W'.  Ray  Jouett 
of  Little  RcM  k. 


The  Council  met  on  Monday,  April  21,  19H0, 
and  conducted  business  as  follows: 

1.  Voted  to  support  testing  lor  PKU  and  hypo- 
thyroidi.sin  on  all  newborn  infants  by  the 
time  of  discharge  from  the  hospital. 

2.  Heard  Mr.  Jim  House  of  Blue  Cross-Blue 
Shield  report  on  the  results  of  a survey  of 
partieijiants  in  the  Society  group  plan  on 
proposed  changes  in  benefits.  He  also  re- 
ported on  a feasibility  study  made  on  in- 
cluding physicians’  employees  and  their 
families  in  the  plan.  The  Council  requested 
that  the  membership  of  the  .Society  be  polled 
to  determine  interest  in  including  their  em- 
ployees and  that  a report  Ite  made  at  its  next 
meeting. 

3.  George  Warren  reported  on  the  American 
Medical  Association  Leadership  Conference. 

4.  Voted  to  submit  the  following  names  to  the 
Board  of  Trustees  of  Arkansas  Blue  Cross- 
Blue  Shield  for  selection  of  one  to  fill  a 
vacancy  on  the  board  created  by  the  expira- 
tion of  the  term  of  J.  P.  Price: 

George  Warren,  Smackover 


ken  Lilly,  Fort  Smith 
Rhys  Williams,  Harri.son 

.5.  Gave  approval  for  tlie  executive  vice  jiresi- 
dent  to  respond  to  a retpiest  from  the  Federal 
’Frade  Commission  for  commeiii  on  provider 
representation  on  boards  of  Blue  Cross-Blue 
Shield  plans. 

().  Heard  A.  S.  Koenig  discuss  regulations  pub- 
lished in  the  March  11,  1980.  "Federal  Regis- 
ter” pertaining  to  .Medicare  Reimbursement 
for  Hospital-Based  Physicians.  1 he  Council 
retjuested  that  a re.solution  be  tlraited  and 
brought  back  for  approval. 

7.  Recommended  that  James  WAber,  Chairman 
of  the  Legislative  Committee,  a|)pear  before 
the  Stale  Medical  Boaril  to  encourage  the 
Boiiril  to  address  the  issue  ol  physiciiin  super- 
vision of  nurse  practitioners. 

8.  Voted  to  change  the  time  lor  the  Tuesday 
morning  meeting  of  the  Council  so  that 
members  might  attend  the  Prayer  Breakfast 
sponsored  by  the  Committee  on  .Medicine 
and  Religion. 

File  Council  met  on  Fue.sday,  ,-\pril  22,  1980, 
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and  transacted  the  following  business: 

1.  Approvetl  appointment  of  James  Manpin  to 
the  Arkansas  State  Arbitration  Commission. 

2.  A])proved  the  following  resolution  submitted 
by  Charles  "Wilkins  of  Russellville  and  di- 
rected that  it  be  sid^mitted  to  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion: 

WHEREAS,  the  Joint  Commission  on 
Accreditation  of  Hospitals  was  formed  to 
foster  better  patient  care, 

\Vd  IEREAS,  JCAH  accreditation  has  come 
to  be  accepted  as  the  indicator  of  Hospital 
excellence, 

WHEREAS,  perhaps  due  to  otitside  pres- 
sure, the  |CAH  surveys  have  become  detail 
oriented  to  the  extreme,  dwelling  on  minntia 
having  little  or  nothing  to  do  with  level  of 
])atient  care, 

WHEREAS,  there  appear  to  be  problems 
in  areas  of  cost  of  surveys,  effect  of  surveys  on 
hospital  costs,  cpialifications  of  surveyors, 
development  of  standards,  inflexibility  of 
standards,  negative  format  of  survey  reports, 
lack  of  JCAH  responsivene.ss  and  insensitivity 
of  the  JCAH  to  the  appeals  process, 

WHEREAS,  the  JCAH  survey  has  become 
more  ol  an  ordeal  than  a learning  process, 

THEREEORE,  BE  IT  RESOLVED  that 
the  American  Medical  Association  investigate 
the  operations  of  the  JCAEI  to  see  if  it  is 
indeed  fidtilling  the  mission  for  which  it  was 
formed,  or  if  it  has  simply  become  a bu- 
reaucracy within, 

EHR'EHER,  be  it  resolved  that  the  Ameri- 
can Medical  Association  after  such  investiga- 
tion consider  whether  it  should  continue  to 
support  the  JCAH  or  consider  the  develop- 
ment of  alternative  routes  of  Hospital 
accreditation. 

PRESEN  TED  BY:  Charles  E.  Wilkins 

Russellville,  Arkansas 

3.  W.  P.  Phillips,  Chairman  of  the  Committee 
on  National  Legislation,  reported  to  the 
Council  on  plans  for  a trip  to  Washington  to 
visit  with  the  Arkansas  Congre,ssional  dele- 
gation and  requested  suggestions  from  the 
Council. 

The  Council  met  on  Wednesday,  April  23, 
1980,  and  transacted  the  following  ljusiness: 

1.  Adopted  the  following  resolution  retpiesting 
a delay  in  implementation  of  regtilations 


published  in  the  March  11,  1980,  Federal 
Register  pertaining  to  Medicare  reimburse- 
ment of  Pathologists  and  other  hospital- 
based  physicians: 

"Ehe  Cotmcil  of  the  Arkansas  Medical 
Society,  in  annual  session  April  20-23,  1980, 
at  Hot  Springs,  Arkansas,  expresses  concern 
over  the  regulations  published  in  the  Federal 
Register,  March  11,  1980  (42CER  Part  405). 

"While  apparently  directed  specifically 
toward  the  reimbursement  of  pathologists 
ami  other  hospital-based  jrhysicians  under 
the  Medicare  law,  its  broad  impact  on  the 
jjractice  of  medicine  in  other  specialties  and 
in  the  academic  environment  is  not  defined. 

The  regtdation  appears  to  be  discrimina- 
tory and  represents  a new  definition  of 
physicians’  services  which  have  been  in  effect 
for  fotirteen  years  in  compliance  with  the 
intent  of  Congress.  The  ustial  time  interval 
for  solicitation  of  comments  has  not  been 
followed  and  the  action  of  the  Health  Care 
Einancing  Administration  is  precipitous. 

The  Council  of  the  Arkansas  Medical 
Society  therefore  stipports  a delay  in  the 
implementation  of  these  regtilations  until 
adetjuate  opporttmity  has  been  given  for 
comments  to  be  made  and  the  impact  of  the 
regulations  on  other  fields  of  medical  practice 
can  be  thoroughly  studied. 

This  retpiest  is  to  be  forwarded  to  all 
members  of  the  Arkansas  congressional  dele- 
gation, and  the  Secretary  of  the  Department 
of  Health,  Education  and  Welfare. 

2.  Authorized  expendititres  tip  to  S500  for  a 
physician-clergy  seminar  planned  by  the 
Committee  on  Medicine  and  Religion  for  the 
fall  of  1980. 

3.  Authorized  the  Executive  Committee  to  ap- 
point a physician  to  the  sixth  councilor 
district  position  on  the  Arkansas  State  Arbi- 
tration Commission. 

Upon  motion  of  Dr.  Burge,  the  Hotise  approved 
the  report  of  the  Council  as  presented. 

Vice  Speaker  Phillips  recognized  Elvin  Shuf- 
field.  Dr.  Shuffield  introdticed  Mr.  Mike 
Mitchell,  legal  counsel  for  the  Medical  Society, 
and  Mr.  Bob  Cearley,  attorney  of  the  Arkansas 
State  Medical  Board.  Mr.  Mitchell  addressed  the 
House  briefly.  He  stated  that  he  had  received  the 
benefit  of  Mr.  Warren’s  guidance  for  fotir  years 
and  that  he  felt  equipped  to  properly  represent 
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ken  Lillv  of  Fort  Smitli,  (.eorgc  Warren  of  Smackovcr  and  Cdiarles  Logan  of  I.ittle  Rock 
\;sit  during  one  of  the  convention  parties. 


A.  S.  Koenig  and  W.  P.  Phillips  of  Port  Smith  visit  with  j.  P.  Price  of  Monticcllo. 


Dr.  and  Nfrs.  Robert  Atkinson  and  Dr.  and  Mrs.  11,  King  Wade.  |r..  all  of  Hot  Springs,  arc 
on  hand  tor  the  Louiuil  reception  on  Sundav  evening. 
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the  Society.  He  mentioned  that  the  members 
should  know  that  he  does  have  back-ujj  from 
otlier  members  of  the  firm  in  handling  of  the 
Society’s  legal  affairs.  Mr.  Mitchell  expressed 
pleasure  and  honor  in  representing  the  Society 
and  expressed  the  hope  that  there  would  be  many 
years  of  good  association. 

\'ice  Speaker  Phillips  announced  that  the 
House  would  consider  new  business. 

Ken  Lilly,  Chairman  of  the  Budget  Committee, 
recjuestecl  permission  to  present  a recommenda- 
tion regarding  an  action  taken  by  the  House  at 
the  1979  .\nnual  Session  pertaining  to  the  Budget 
Committee.  The  House  voted  to  consider  the 
item  of  new  business. 

At  the  1979  meeting,  the  House  approved  a 
reference  committee  recommendation  that  an 
accountant  be  allowed  to  sit  on  the  Budget  Com- 
mittee and  provide  injDut.  Dr.  Lilly  moved  that 


the  House  rule  that  the  Budget  Committee  not 
be  required  to  have  an  accountant  present  at  each 
meeting  but  that  the  committee  may,  at  its  dis- 
ci etion,  have  an  accountant  present  at  meetings 
of  the  Budget  Committee.  By  standing  vote,  the 
motion  was  adopted  by  the  House. 

Idle  House  approved  the  following  nomina- 
tions for  vacancies  on  the  Arkansas  State  Board  of 
Health  and  State  Medical  Board: 

kor  Board  of  Health: 

First  District-H.  ’W.  Keisker,  Jonesboro;  Asa 
Crow,  Paragould:  and  Eugene  Shaneyfelt,  Manila. 

Fifth  District— Bob  Banister,  Conway;  James 
Maupin,  Danlanelle;  and  James  Kolb,  Jr.,  Rus- 
sellville. 

F'or  State  Medical  Board: 

First  District— Bascom  P.  Raney,  Jonesboro. 

T he  final  meeting  of  the  House  of  the  1980 
convention  adjourned  at  11:.54  .\.M. 


SCIENTIFIC  SESSIONS 


“Recent  Advances  in  Oncology”  was  the  theme 
for  the  scientific  program  presented  Monday  and 
Tuesday,  April  21  and  22.  Richard  Martin  of 
Paragould  was  program  chairman. 

First  Vice  President  Paul  Cornell  of  Little 
Rock  presided  at  the  opening  session.  Max 
Cooper,  Professor  of  Pediatrics  and  Microbiology 
at  the  FIniversity  of  Alabama  School  of  Medicine, 
Birmingham,  spoke  on  “Siiectrum  of  Malignan- 
cies of  .\ntibody  Producing  Cells.”  “The  Child 
with  Cancer:  Assessment  of  Current  Therapy” 
was  presented  by  Alexander  Green,  Director  of 
Solid  Tumor  Services,  St.  Jude  Children’s  Re- 
searcli  Hospital,  Memphis.  Sidney  Wallace,  Pro- 
fessor of  Radiology  at  the  University  of  Texas 
Aledical  School  in  Houston,  discussed  “Interven- 
tional Radiology,”  “Percutaneous  Biopsies,”  and 
Transcatheter  Infusion  and  Occlusion  Therapy.” 

The  Monday  afternoon  session  included  “The 
Surgical  Alanagement  of  Renal  Cell  Carcinoma 
in  the  Solitary  Kidney”  by  John  Palmer,  Chair- 
man of  the  Division  of  LTology,  Llniversity  of 
Te.xas  Medical  Schoc^l,  Houston.  “Controversial 
.Aspects  of  Breast  Cancer”  was  presented  by  Ed- 


ward Copeland,  Professor  of  Surgery,  University 
of  Texas  Medical  School  at  Houston,  with  as- 
sistance by  Kent  Westbrook,  Jack  Sternberg,  and 
AV.  Ducote  Haynes,  all  of  Little  Rock.  The  final 
speaker  presented  by  Second  Vice  President 
Richard  Martin  was  David  Bard,  Associate  Pro- 
fessor of  Obstetrics  and  Gynecology  at  the  ITi- 
versity  of  Arkansas  College  of  Medicine,  who 
spoke  on  “Advances  in  Gynecologic  Oncology.” 

Annette  V.  Landrum  of  Fort  Smith,  third  vice 
president,  was  presiding  for  the  final  general  ses- 
sion on  Tuesday  morning.  AVilliam  S.  Howland, 
Professor  of  Anesthesiology  at  Cornell  University 
Medical  College,  spoke  on  “The  Effects  of  Cancer 
and  Chemotherapy  in  the  Perioperative  Period.” 
Paul  Williams,  Assistant  Professor  of  the  De- 
partment of  Family  Medicine  at  Indiana  Uni- 
versity School  of  Medicine,  Indianapolis,  dis- 
cussed “Productive  History  of  Physical  Examina- 
tion in  Prevention  and  Early  Detection  of 
Cancer.”  The  final  presentation  was  “Who  Bene- 
fits from  Chemotherapy”  by  Bill  L.  Tranum,  As- 
sistant Professor  of  the  Department  of  Medicine, 
University  of  Arkansas  College  of  Medicine. 
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Mrs.  Gordon  Oates  o£  Little  Rock  and  Society  President  A.  E.  Andrews. 


Dr.  and  Mrs.  Elvin  Shuffield  and  Dr.  Gordon  Oates,  all  of  Little  Rock. 


Past  Presidents  (..  K.  Lllis  of  Malvern  and  Staidcv  Applegate  of  Springdale. 
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RELATED  MEETINGS 


The  Arkansas  Chapter  of  the  American  Acad- 
emy of  Pediatrics  lielc!  a luncheon  meeting  on 
Momla\,  April  21,  in  the  Arlington.  Alexander 
(.reen  ol  Memphis  tvas  guest  speaker. 

The  Alan  Cazort  Allergy  Society  of  Arkansas 
met  on  Monday  ecening,  April  21,  at  Coy’s  .Steak 
Mouse  in  Little  Roik.  .Max  Cooper  of  Birming- 
ham was  guest  speaker.  Purcell  Smith  of  Little 
Rock  tvas  elected  president  of  the  Society. 

rite  Arkansas  Academy  of  Ophthalmology  met 
at  9:00  a.m.  on  Tuesday,  .\pril  22,  in  the  .\rling- 
ton.  Dean  Burgess  of  ANAshington  LTniversity 
School  of  .Medicine  was  guest  speaker. 

rite  Otolaryngology  Section  of  the  .\rkansas 
•Metlical  Soc  iety  met  at  9:00  a.m.  on  d'tiesday  with 
|ohn  I.ore  ol  Buffalo,  New  York,  ;is  guest  lecturer, 
rom  Smith  of  Idttle  Rock  was  elected  president 
ol  the  section,  Paul  Wills  of  Fort  Smith  was 
named  president-elect  and  Robert  Borg  of  Hot 
Sjjrings  is  secretary. 

rite  Arkansas  Acadetny  of  Family  Physicia>is 
held  a lunclieon  meeting  on  Tuesday,  April  22, 
ill  the  Arlington.  The  guest  speaker  was  Paul 
A\’illiams  of  Indianapolis. 

Fhe  Arlunisas  Society  of  Pathologists  held  a 
luncheon  meeting  on  d'uesday,  April  22,  with  a 
Irusiness  session. 

The  Arkansas  Urologic  Society  held  a luncheon 
meeting  on  Tuesday  with  John  Palmer  of  Davis, 
Calilornia,  as  guest  speaker.  Gerald  Wahman  of 
Fort  Smith  was  elected  president  of  the  Urologic 
Society  and  Steve  ^V’ilson  of  Fort  Smith  was  re- 
elected secretary-treasurer. 


The  Arkansas  Society  of  Ititernal  Medicine  held 
a luncheon  meeting  on  Tuesday,  .\pril  22,  in  the 
.Vrlington  Flotel.  During  luncheon,  Jack  Black- 
sh.ear,  secretary  of  the  Arkansas  Society  of  In- 
ternal Medicine,  spoke  on  being  an  informed  in- 
ternist. Following  a business  session,  a scientific 
program  teas  presented  by  Afark  Bowles,  Michael 
Hightower,  Dale  McGinty,  Leon  Blue,  Larry  D. 
Stonesifer,  Kevin  McCirsker,  and  Robert  .Searcy, 
all  of  the  Fhiiversity  of  Arkansas  College  of  Medi- 
cine. John  Crenshaw  of  Pine  Blulf  is  president  of 
the  .Arkansas  Society. 

'Fhe  Arkansas  Chapter  of  the  American  College 
of  Obstetrics  and  Gynecology  held  a luncheon 
meeting  on  Fuesday  in  the  Arlington.  Speakers 
included  Ewa  Radwanska,  \\'.  Patd  Dmowski,  and 
Clay  \.  Wells,  all  of  the  Fhiiversity  of  Arkansas 
College  of  Medicine. 

Fhe  Arkansas  Chapter  of  the  American  College 
of  Surgeons  held  a luncheon  meeting  in  the  Arl- 
ington on  Fuesday,  April  22.  A program  was 
jiresented  by  Charles  D.  Mabry  of  the  Fhiiversity 
of  .Arkansas  College  of  Medicine. 

'Fhe  Arkansas  Orthopaedic  Society  held  a 
luncheon  business  session  on  Tuesday,  April  22, 
in  the  .Arlington.  Carl  Xelson  of  Little  Rock  was 
elected  president  of  the  Society  and  James  M. 
Kolb,  Jr.,  of  Russellville  was  elected  secretary- 
treasurer. 

The  Arkansas  Society  of  Anesthesiologists  held 
a program  session  at  4:30  p.ni.  on  Fuesday,  April 
22,  ill  the  .Arlington.  AVhlliam  S.  Howland  of 
New  A'ork  was  guest  speaker. 


SCIENTIFIC  EXHIBITS 


Physicians  and  allied  health  organizations  par- 
ticipated in  the  exhibits  at  the  1980  meeting.  'I'he 
Society  expresses  thanks  to  individuals  who  par- 
ticipated in  the  exhibits  and  added  to  the  edu- 
cational benefit  of  the  meeting.  Exhibitors  were: 
F.  Hampton  Roy  and  Ken  .Augspurger,  “Cataract 
Surgery  with  Intraocular  Lens  Implantation.” 
Robert  Seibert  and  Hassan  Bashiri,  “Bilateral 
Cleft  Lip-Palate  Management.” 

Alichael  Stannard,  “New  Cinciangiography  of 


Congenital  Heart  Disease  at  Arkansas  Chil- 
dren’s Hospital.” 

S]iencer  .Albright,  “Office  Treatment  of  Skin  Can- 
cer Using  Multiple  Modalities  Excision  and 
Closure,  Including  Elaps  and  Grafts,  Cycrosur- 
gery,  and  Electrosurgery.” 

Mr.  'Fom  South,  “Disability  Evaluation  Fhider 
Social  Security.” 

Mr.  Jack  Diner  and  Alary  Fran  Griffin,  “Im- 
pression Method  of  Fitting  Artificial  Eyes.” 
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Jacob  Anur,  “Clancer  of  the  Colon.” 

Florence  Char,  ‘'Rapid  Chromosoine  Diagnosis.” 

S.  J.  \Vetmore,  R.  W.  Seibert,  and  James  Suen, 
“Laser  Laryngeal  Surgery.” 

Wilma  Diner,  “Galactography.” 

Phillip  Smith  and  Fayyaz  Mirza,  “Percntaneons 
(hdlstone  Removal.” 

K.  W.  Cosgrove,  Arkansas  Affiliate,  National  So- 
ciety to  Prevent  Blindness,  “Diabetic 
Retinopathy.” 

Mr.  Herliert  Trnxton,  American  Cancer  Society. 

Deafness  Research  Foundation. 

Robert  McGrew,  “Clinical  Ajiplications  of  the 
COo  Laser  in  Airo-Digestive  Tract  Surgery.” 


R.  Sloan  Wilson,  “Fireworks  Blindness  — Arkan- 
sas Study.” 

Glen  Baker  and  Rosemary  Eizuna,  “Clinical  In- 
dications for  Chromosomal  Analysis.” 

William  A.  Grunow,  “Flistochem'stry.” 

James  F.  Kyser,  “Rhinoplasty.” 

Hassan  Bashiri,  “Maxillofacial  Prothodontics.” 

Department  of  Otolaryngology,  University  ol  Ar- 
kansas College  of  Medicine,  “I.ocation  of 
Speech/ Language  Pathologists  and  Audiolo- 
gists in  Arkansas.” 

Ellery  C.  Gay,  Jr.,  “Cosmetic  Surgery  in  an  Out- 
Patient  Surgery  Center.” 

Arkansas  Eoundation  for  Medical  Care,  “PSRO.” 


OTHER  ACTIVITIES 


PRAYER  BREAKFAST 

A Prayer  Breakfast  for  all  members  of  the  So- 
ciety and  Auxiliary  was  held  on  Tuesday  morn- 
ing, April  22.  The  breakfast  was  sponsored  by 
the  Committee  on  Medicine  and  Religion,  with 
arrangements  by  C.  R.  Ellis  of  Malvern. 

Dr.  Ellis  served  as  master  of  ceremonies  for  the 
breakfast  program.  The  invocation  was  by  A1 
”I’homas  of  Hot  Springs.  Fred  Henker  of  Little 
Rock  read  from  the  Scripture.  Mrs.  Ronald  J. 
Bracken  of  Hot  Springs  was  soloist.  Principal 
speaker  for  the  breakfast  was  Ray  Jouett  of  Little 
Rock;  his  address  is  printed  below.  D.  B.  Allen 
of  Little  Rock  gave  the  invocation.  Dr.  Ellis  led 
the  attendees  in  singing  “I’his  Is  My  Eather’s 
Workl,”  accompanied  by  Mrs.  Ken  Lilly  of  Fort 
Smith. 

THINGS  THAT  ARE  EXCELLENT 
Ray  Jouett 

“That  ye  may  approve  things  that  are  excellent.” 

Phii.ippians  1 ; 10 

In  trying  to  think  of  something  to  bring  before 
this  group  whom  I consider  a group  of  excellent 
men  and  women,  this  was  something  that  came  to 
my  mind,  having  done  some  work  and  research 
on  the  Apostle  Paul  for  a Bible  character  study. 
And  the  whole  letter  to  the  Philippians,  I think, 
takes  on  a very  important  atmosphere  when  one 
remembers  the  circumstances  under  which  it  was 
written.  Paul  is  a prisoner  in  Rome.  Tiie  emper- 


or of  Rome  is  none  other  than  Nero  himselt. 
And  he  would  have  expected  to  offer  little  sym- 
pathy for  such  a man  as  Paul.  And  Paul  was  soon 
to  go  on  trial  for  his  life  before  the  Emjteror  Nero, 
.so  whatever  he  wrote  to  the  Philippians  woidd 
have  the  dew  of  death  upon  it,  because  shortly 
he  is  going  to  be  put  to  death.  Yet  he  writes  to 
these  people  and  talks  to  them  about  things  that 
are  excellent  atid  asks  them  to  apjjrove,  that  is, 
embody  many  of  the  things  that  are 
excel  lent.-'**^’^" 

Paul’s  joy  is  reflected  here  with  real  coticern. 
His  hopefulness  is  weighted  down  with  a sense 
of  difficulty  ahead.  In  the  very  first  paragraph 
of  this  little  epistle,  he  gives  away  the  seciet 
yearnings  of  his  heart  that  these  people  might 
approve  the  things  that  are  excellent.  I think  we 
might  consider  for  a moment  what  that  meant  in 
the  society  of  that  day.  And  anyone  who  has  read 
a little  of  mythology  knows  that  the  most  obvious 
facts  of  life  sitggested  all  matmers  of  low  and  de- 
grading thoughts  in  regard  to  paganism  that  was 
so  prominetit  at  that  time.  Paid's  cultural  back- 
ground ami  environment  were  so  different  from 
the  etivironment  that  was  furnished  here  with 
gods  atid  goddesses,  anti  symbolized  everything 
that  was  mean  anti  base.'*  The  things  tluit  are  ex- 
cellent as  Paid  appraised  excellence  were  not 
easily  distinguished  and  certainly  w'oultl  not  have 
been  approved  in  the  Gity  of  Rome,  and  much  of 
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the  Roman  Empire  at  that  time,  as  well  as  the 
City  of  Philippi. 

The  long  swing  of  historic  process  has  again 
made  this  letter  a very  contemporary  document, 
rite  excellent  "way  of  life  is  certainly  a blur,  pos- 
sessed with  the  great  advantages  that  we  have,  the 
ereat  wealth  that  we  hare,  the  great  amount  of 
entertainment,  and  we  find  ourselves  living  in  a 
rich,  glorious,  glamorous,  avaricious  America.  It 
is  alarmingly  easy  to  become  reconciled  to  almost 
anything  that  is  placed  Itefore  us.  We  see  per- 
sonal integrity  sent  into  retirement  in  our  group 
life.  The  vidgar  is  taken  to  be  necessary  while 
what  is  customary  is  consideretl  right  and  proper. 
Our  critical  powers  and  our  moral  discernment 
are  hekl  in  abeyance  while  the  Victorian  dikes  are 
breaking  all  around  us.  And  even  ailing  youth 
has  become  infected  from  its  environment  that  is 
so  evident  in  a sickened  age.  A passion  to  be  aver- 
age has  stifled  the  re.solve  to  Ite  excellent.  To  do 
good  has  displaced  the  will  to  Ite  good.  And  it  is 
also  evident  that  so  few  men  and  women  of  first 
class  intellectual  ability  feel  the  compulsion  to  do 
sometliing  that  is  great.  Ami  I think  that  this  is 
so  evident  in  tlie  field  of  metlicine  that  it  is  so 
easy  to  plod  along  in  our  mediocre  way  ami  not 
be  concerned  about  so  many  things  that  do  fall 
within  the  category  of  excellence  and  greatness. 
And  it  has  Itecome  too  easy  to  allow  ourselves  to 
get  caught  up  in  our  society  and  to  forget  that 
there  are  other  things  Itesides  attending  our  office, 
committee  meetings,  soc  iety  meetings,  and  yet  not 
be  concerned  about  the  things  of  which  are  so 
prominent  in  our  everyday  life,  and  we  tend  to 
leave  those  to  the  care  of  someone  else. 

I'he  question  then  is  what  are  these  things  that 
are  excellent  that  we  shoidd  approve?  And  they 
are  the  same  things  that  Paul  was  urging  the 
people  of  Philippi  to  commit  their  lives  to.  And 
for  our  answers  to  this  question,  we  need  to  turn 
to  the  extended  moral  experience  that  Paul  him- 
self laid  out  for  us  in  his  writings.^ 

1.  Humility  — Thh  is  one  of  the  things  that 
are  excellent.  And  we  are  all  hesitant  to  speak 
of  humility  in  the  modern  world  where  the  ad- 
vertising value  of  men  and  things  exceed  their 
real  value.  And  yet  I think  this  word  is  perhaps 
more  needed  than  any  other  of  those  that  we  are 
going  to  look  at  in  regard  to  things  that  are  ex- 
cellent. Also,  we  think  in  terms  that  this  is  a 
word  that  we  find  difficult  to  place  on  a phy- 
sician because  we  see  many  physicians  that  we 


know  personally  do  not  exhibit  humility.  And 
also,  it  is  not  evident  by  their  patients  who 
see  them. 

This  is  not  true  of  all  physicians  and  we  are 
all  familiar  with  physicians  that  we  have  known 
and  loved  who  exhibited  a great  amount  of  hu- 
mility. 1 think  this  was  especially  true  of  the  old 
physician,  the  one  of  whom  we  hear  referred  to 
as  such  a fine  man  and  everyone  in  the  com- 
munity loved  him.  I grew  up  in  a family  of 
physicians.  And  my  grandfather  and  my  uncle 
were  men  who  displayed  great  humility.  And  re- 
flecting about  this  through  the  years,  I think  I 
have  come  up  with  a reason  why  they  displayed 
so  much  humility  contrasted  to  the  present  so- 
ciety of  physicians.  And  the  reason  being  that 
the  physician  fifty  years  ago  had  so  little  to  offer 
the  jtatiem  other  than  his  visit,  and  so  many  of 
them  did  not  do  well.  As  a result,  he  w'as  kept 
humble.  Tlie  physician  today  has  in  his  arma- 
mentarium so  many  things  that  do  make  the  pa- 
tient better  and  do  cause  the  patient  to  get  well 
that  he  loses  the  perspective  of  the  healing  that 
goes  on  and  feels  that  he  himself  has  been  re- 
sponsible for  this  well  patient  and  this  healing 
process. 

How  would  one  describe  humility?  And  per- 
haps one  definition  would  be  that  humility  is 
the  deliberate  recognition  of  God  as  the  source  of 
our  strength,  our  skill  and  our  power.  Humility 
is  also  a frank  and  a full  acknowledgment  of  un- 
necessary imperfections  in  our  work  even  after  a 
period  of  unremitting  toil.^-  And  all  physicians 
have  gone  through  that  period  of  unremitting  toil 
to  arrive  at  this  particular  point.  The  very  ef- 
fectiveness of  human  effort  to  relieve  suffering 
and  forward  the  secular  aspiration  of  man  has 
created  a suspicion  that  human  effort  is  all  that 
is  needed  to  buy  an  aid  as  a necessary  force  for 
human  improvement  and  that  the  nerve  of  re- 
ligion today  is  not  found  entirely  necessary,  cer- 
tainly not  one  of  man’s  most  conscious  needs. 
The  triumphant  skill  of  the  surgeon,  the  ready 
wit  of  the  philanthropist,  and  the  practical  good 
sense  of  the  minister,  all  combined  with  the  world- 
contjuering  career  of  the  industrialist,  have  united 
to  silence,  I think,  the  cry  to  God  for  help. 

The  very  difference  between  Paul  and  Nero,  I 
think,  is  great  evidence  of  humility  before  God. 
We  are  told  that  the  pagan  Pythagros  offered  a 
sacrifice  to  the  gods  in  joy  at  a mathematical  dis- 
covery. If  that  be  so,  then  how  much  more  ought 
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Robert  Benafield,  of  Blue  Cross-Blue  Shield,  visits  with  Dr.  and  Mrs.  A.  E.  Andrews  of  I exarkana. 


Southern  Auxiliary  Bresicient  Mrs.  Ravmo-nd  ^ ow  with  Mrs.  C»ordon 
Oates  and  Dr.  Deno  Pappas. 


Dr.  and  Mrs.  Jolin  (.ucntliner  of  Mountain  Home  with  l)i.  Ben  N. 
Salt/man  of  Little  Roik. 
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the  modern  man  of  skill,  especially  the  physician 
with  his  training  of  excellence,  turn  to  God  in 
humble  thanks. 

An  example  of  a man  growing  without  evi- 
dence of  humility  was  pointed  out  by  George 
\Vhitfield,  the  great  preacher  of  the  Awakening 
Period  of  American  religion.  And  he  wrote  Ben- 
jamin Franklin  a letter  in  1752,  at  which  time  he 
was  observing  the  struggle  of  Benjamin  Franklin 
for  the  good  life.  .\nd  in  this  he  pleaded  and  he 
tvrote:  “As  I find  you  growing  more  and  more 
famous  in  the  learned  world,  I would  recommend 
to  you  diligent  and  unprejudiced  study  of  the 
new  birth.  It  is  a most  important  study,  and  when 
mastered  will  fully  answer  all  of  your  pains.  I 
bid  you,  my  friend,  remember  that  one  at  whose 
bar  we  shall  all  presently  appear  has  solemnly 
ileclaretl  that  without  it,  we  shall  in  no  wise  see 
his  kingdom.”® 

\Vhitfield,  undottbtedly,  played  a great  part  in 
the  changing  of  F'ranklin’s  life  from  the  shallow, 
from  the  unspiritual  to  the  profound,  and  helped 
him  to  understand  the  freedoms  that  are  to  be 
found  when  brought  in  contact  with  God.  And 
as  a result,  Franklin  composed  his  own  epitaph 
which  reads:  " I'he  body  of  Benjamin  F'ranklin, 
printei  , like  the  cover  of  an  old  book,  its  contents 
torn  otit  and  stri|jped  of  its  letterings  and  gild- 
ings, lies  here,  food  for  worms,  but  the  work  shall 
not  be  lost,  for  it  will  appear  once  more  in  a new 
and  a more  elegant  edition,  revised  and  corrected 
by  the  author.”®  From  this  one  would  believe  that 
Benjamin  Franklin  likewise  learned  of  luimility. 

2.  Courage  is  another  of  the  things  that  are 
excellent.  History  abotinds  with  great  men  who 
were  great  because  they  possessed  this  particular 
virtue,  d hey  had  the  courage  to  stand  up  when 
it  Avas  unpopular.  They  had  the  courage  to  step 
forward  even  though  they  realized  that  this  meant 
their  death.  This  is  a virtue  that  is  extremely 
hard  to  come  by  in  cjur  present  generation.  .\nd 
the  reason  being  is  that  we  have  never  had  to 
display  the  lact  that  we  had  great  courage. 

There  are  three  kinds  of  courage:  First,  we 
have  the  Crreek  virtue  of  courage  and  it  is  con- 
fined almost  entirely  to  valor  in  battle.  And  there 
are  some  of  us  who  have  known  what  it  was  to 
be  involved  in  a war  and  had  to  display  at  least 
some  element  of  courage.  But  at  the  present  time, 
this  has  little  correspondence  with  anything  that 
is  supremely  important  in  modern  life.  And 
again,  we  have  the  courage  of  endurance,  com- 


monly called  fortitude.  And  I think  this  is  a 
virtue  that  all  physicians  possess  or  they  would 
not  have  arrived  to  this  point  in  time.  It  bears 
pain  rather  than  goes  to  risk  it,  it  bows  to  the 
inevitable  rather  than  carve  out  a destiny  for 
itself.  It  is  a passive  endurance.  It  is  helplessly 
bra\e  before  evil  and  seems  overwhelming.  The 
third  phase  of  courage  is  needed  in  our  modern 
situation  more,  and  that  definition  is  that  cour- 
age is  a gallant  spirit,  throwing  itself  into  a 
worthy  cause.  It  is  an  aggressive  attempt  bv  men 
and  Avomen  of  capacity  to  improve,  to  reform,  to 
redeem,  to  change  that  which  is  not  right. This 
type  of  courage  in  our  day  means  to  stand  up  and 
to  sjjeak  out  for  the  things  that  are  not  popular, 
to  be  of  the  minority  in  a particular  point.  Cour- 
age in  a social  order  such  as  Ave  are  familiar  with 
where  wealth  is  great  and  is  easily  accumulated 
means  the  rash  renunciation  of  same,  such  an 
individual  Avas  Frances  of  .\ssisi.®  It  means  the 
Imrning  elocjuence  and  the  ongoing  toil  of  a 
WTsley.^ 

Mankind  today  is  not  blessed  Avith  an  excess  of 
this  virtue.  Christianity,  for  instance,  has  fallen 
into  the  hands  of  interpreters  Avho  have  toned 
doAvn  many  of  its  hard  demands.  In  the  mean- 
inglul  composition  of  the  Sermon  on  the  Mount, 
Ave  are  shoAvn  the  discouraging  baseness  of  human 
(onduct,  but  presently  Ave  are  supposed  to  assume 
that  Jesus  could  not  have  meant  it  for  a Avorld 
such  as  ours."  So  Ave  are  offered  a traditional 
theology,  all  of  Avhich  seiA’es  to  dull  the  edge  of 
courage  and  to  set  back  the  day  of  resolution.  If 
our  profession  is  going  to  regain  its  place  in  the 
sun  that  society  has  once  visualized,  Ave  are  going 
to  have  to  have  a lot  of  men  who  are  presently 
living  and  men  Avho  are  yet  to  come  avIio  Avill 
possess  this  jAoint  of  excellence,  that  of  tourage. 

Putting  it  more  specifically,  all  of  us  think 
about  this  or  that  and  thinking  is  a distinctive 
activity  that  can  be  done  in  a variety  of  forms,  but 
thinking  is  not  just  a matter  of  dreaming  and 
entertaining  images  and  possibilities.  AVe  can 
also  make  thinking  transitive.  Just  as  our  early 
teachers  told  us  about  verbs  Avhich  become  tran- 
sitive Avhen  they  take  a direct  object,  so  Ave  can 
think  about  ourselves  and  propose  for  ourselves 
and  for  our  society  Avants  and  hopes  and  wishes 
and  plans  and  goals,  and  even  a mode  of  think- 
ing, feeling  and  behaving.  This  denotes  action. 
To  do  this  kind  of  thing  is  not  to  indulge  in  a 
fancy,  but  it  is  to  live  a life  of  the  spirit  in  con- 
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Nfeinbers  of  the  Executive  Committee  and  their  wives  formed  a receiving  line  for  the  Council 
Reception,  (left  to  right)  Dr.  and  Mrs,  Elvin  Shuffield.  Dr.  and  Mrs.  John  P.  lUirge.  Dr. 
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Mrs.  Kemal  Kutait  and  Dr.  and  Mrs.  M.  J.  Osborne. 


Mrs.  John  P.  Burge  and  her  mother.  Mrs.  Vera  Nunnery',  with  two  members  of  the  staff  at 
the  Council  reception  on  Sunday  evening. 
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function  with  what  we  desire  to  do  that  is  very 
distinctively  human. 

Specifically  again,  our  medical  society  is  in 
great  turmoil.  It  keeps  bubbling  and  boiling.  We 
continue  to  try  to  hold  the  lid  on.  'We  must  bring 
to  a close  this  internal  friction  and  concentrate 
on  forces  threatening  medic  ine  from  without. 

I would  like  to  challenge  our  new  president  to 
work  toward  this  end  over  the  next  year  and 
woidd  also  like  to  suggest  that  he  appoint  an  ad 
hoc  committee  from  the  House  of  Delegates  to 
sttidy  the  problem,  men  who  are  reasonable,  not 
emotional,  not  easily  distracted,  who  will  sit 
down  and  air  these  differences  and  work  out  a 
compromise. 

^Ve  also  need  to  return  the  Society  to  the  House 
of  Delegates,  because  too  much  power  has  been 
concentrated  in  the  Executive  Committee  and  the 
Council.  Until  this  is  done,  we  are  not  going  to 
interest  a delegate  to  come  and  represent  his 
component  society  at  the  interim  and  the  yearly 
meetings. 

3.  Loyalty  — This  is  perhaps  the  most  obvious 
of  the  things  that  are  excellent.  The  moving  mo- 
tive that  jtlayed  upon  the  life  of  the  Apostle  Paul 
was  his  unfailing  loyalty.  He  constantly  reiter- 
ated throughout  his  life  that  I live,  yet  not  I, 
Christ  liveth  in  me.  And  this  was  a bold  state- 
ment, but  certainly  it  was  a statement  that  was 
borne  otu  by  the  way  he  lived.  The  physician 
needs  to  exhibit  loyalty  of  this  type  which  can 
be  evidenced  by  all  about  him,  because  the  phy- 
sician is  noticed,  he  is  quoted,  he  is  watched,  and 
as  a result,  this  partictdar  attribute  has  great 
impact  upon  his  surroundings. 

Loyalty  is  one  of  the  things  of  excellence  not 
chielly  for  what  it  makes  us  able  to  do,  but  what 
it  does  for  us.  It  makes  us  persist,  it  makes  us 
persevere.  Loyalty  to  one’s  belief  is  important, 
but  Icjyahy  to  God,  of  course,  is  more  important 
than  all.  We  praise  Lincoln  and  we  praise  and 
we  wonder,  and  we  wonder  upon  what  meat  did 
this  man  eat  that  made  him  grow  so  great,  and  it 
remained  for  Tolstoi  to  give  us  the  clue  who 
when  the  great  emancipator  died  wrote  “Lincoln 
was  a Christ  in  miniature. This  man  exhibited 
loyalty  to  a degree  of  which  perhaps  we  have 
never  known  another  President.  Another  ex- 
ample of  an  individual  who  possessed  great  loy- 
alty was  that  of  James  Boswell.  We  know  that 
James  Boswell  came  down  to  London  from  Scot- 
land. He  was  an  idler,  he  was  a lecher,  he  was  a 


drunkard,  he  was  a snob,  and  at  age  23,  he  met 
the  great  Dr.  Samuel  Johnson,  and  he  became  a 
loyal,  tlevoted  friend  to  this  man.  And  the  result 
of  this  loyalty  was  the  greatest  biographer  in 
English,  and  he  left  an  undying  fame  for  his 
idler,  this  drunkard  and  this  snob.®  We,  as  phy- 
sicians. find  it  so  easy  to  be  too  busy  to  exhibit 
loyalty  to  any  sort  of  an  idea,  either  spiritual  or 
humanist. 

4.  And  the  last  that  we  can  finally  add  is 
eJitluisiasm  for  the  best  to  the  catalog  of  things 
that  are  excellent.  Returning  to  the  beginning 
in  which  we  referred  to  Paul  writing  to  the 
Philippians,  he  asked  them  to  become  blameless 
children  of  God  without  blemish  in  the  midst  of 
a crooked  and  a perverse  generation  among 
whom  ye  are  seen  as  lights  in  the  world.  W’ith  an 
eye  singled  for  excellence  to  his  friends,  Paul  is 
keenly  mindful  of  the  deadly  lure  of  the  tangible 
pleasures,  the  seductive  pull  of  the  popular  man- 
ner of  life.  And  he  craved  for  his  own  the  con- 
suming enthusiasm  for  the  very  best. 

We  are  all  moved  by  a certain  enthusiasm  for 
the  best.  We  are  at  least  willing  to  see  the  best 
prevail  and  to  have  the  right  win.  We  are  not 
always  willing  to  help  the  right  win  or  to  make 
the  best  prevail.  We  are  all  eager  to  see  our 
world  change,  to  have  ideals  rule.  We  are  not 
always  ready  to  give  of  ourselves  in  a man-sized 
will  to  change  our  world  and  to  put  ideals  into 
power.  We  fail  in  this  because  we  are  tolerant. 
We  are  tolerant  of  right  and  wrong  alike  and  we 
fail  because  we  lack  enthusiasm.  The  organiza- 
tional structure  of  the  practice  of  medicine  as  we 
know  it  is  rapidly  changing  in  front  of  us.  We  do 
not  like  it,  but  the  only  way  we  are  going  to 
change  it  is  through  the  exhibition  of  enthusiasm. 

Enthusiasm  that  we  can  convey  to  other  people 
who  are  in  positions  to  help  us  change.  Saint 
Augustine  said  that  a Christian  was  someone  who 
could  .set  the  heart  of  another  individual  afire. ^ 
And  that  is  what  we  need  to  do  if  we  are  going  to 
change  the  order  of  the  social  structure  that  is 
threatening  the  practice  of  medicine.  We  must 
all  embody  the  enthusiasm  that  was  evident  by 
the  answer  to  the  question  that  was  given  to  the 
old  Scotchman.  And  that  was  “What  think  ye 
of  death?”  And  his  answer  was  that  “I  am  not 
concerned  about  death.  If  I die,  I will  go  home 
to  be  with  the  Lord,  and  if  I die  not  he  will  con- 
tinue to  be  with  me  here.”  This  is  an  assurance 
and  evidence  of  great  enthusiasm. 
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(I. eft  to  right)  Mrs.  A.  E.  Andrews,  Mrs.  Larry  Lawson,  Mrs.  .Asa  Crow  and  Mrs.  John 
llestir. 


Dr.  and  Mrs.  Jim  Lytic  of  Batesville  with  Executive  Vice  President  C.  C.  l ong. 


Dr.  Larry  Lawson  of  Paragould  and  Dr.  John  Burge  of  Lake  Village  visit  with  a nicniher 
of  the  .Auxiliary  during  the  Council  reception. 
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1 lie  struggle  lor  excellence  will  continue  and 
our  choice  is  continually  beiore  ns.  With  shrewd- 
ness we  can  make  our  way  ihrough  life  minding 
the  things  of  the  earth,  or  with  exhibited  cour- 
age and  enthusiasm,  we  can  determine  upon  the 
things  that  are  excellent  for  ourselves  and  for  otir 
times.  W^e  have  exhausted  the  catalog  of  things 
that  are  excellent  no  more  than  the  entrance  ex- 
amination exhausts  the  meaning  and  the  value 
of  a college  test.  But  I think  the.se  things  stand 
for  us  as  an  entrance  test,  humility,  courage, 
loyalty  and  enthusiasm.  These  are  the  things  that 
are  excellent. 
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MEMORIAL  SERVICE 

.\  joini  Society-Aitxiliary  Memorial  Service  was 
held  at  1:0(1  p.m.  on  Sunday,  April  20,  with  So- 
ciety President  A.  E.  Andrews  jiiesiding. 

President  Andrews  read  the  following  names  of 
members  of  the  Society  who  had  died  since  the 
1979  meeting: 

\olan  F.  Beverly,  Idttle  Rock 
Millard  W.  Black,  Little  Rock 
[ulian  1..  Fosler,  Idttle  Rock 
H.  Ray  Fulmer,  Little  Rock 
William  L.  Fulton,  North  Little  Rock 
\V.  Mage  Honeycutt,  Little  Rock 


Walter  G.  Klugh,  Hot  Sj^rings 
Rustam  A.  Malik,  Pine  Bluff 
Don  L.  Mask,  Hamburg 
Ernest  A.  Mendehsohn,  Fort  .Smith 
y.  H.  McCurry,  Cash 
R.  O.  Norris,  Tuckerman 
Oliver  .Smith,  Hot  Sjjrings 
Paul  T.  Stroud,  Jonesboro 
George  B.  d'albot.  Pine  Bluff 
John  P.  Thompson,  Benton 
RossV^an  Pelt,  Holiday  Island 
H.  B.  AVhite,  Morrilton 
Eugene  H.  Wicker,  Texarkana 
President  Andrews  also  included  in  the  list  of 
deceased  the  name  of  Mr.  Eugene  Warren,  who 
had  served  for  many  years  as  legal  counsel  for 
the  .Society. 

Mrs.  Frank  Morgan,  jjresident  of  the  Auxiliary, 
read  the  following  list  of  names  of  Auxiliary 
members: 

Mrs.  Whlliam  Abbott,  Little  Rock 
Mrs.  [.  A.  Baker,  Paragoidd 
Mrs.  E.  O.  Day,  Hot  Sjjrings 
Mrs.  L.  G.  Fincher,  El  Dorado 
Ml  s.  James  Hawley,  Camden 
Mrs.  A.  C.  Kolb,  Little  Rock 
Mrs.  David  Newbern,  Little  Rock 
Mrs.  J.  H.  Scroggins,  Little  Rock 
Mrs.  Martha  Hathcock  WTddington, 
Fayetteville 

Mrs.  John  Wilson,  Magnolia 
Mrs.  Dorothy  Gray,  sojirano,  sang  “Abide  With 
Me"  by  Ives,  accomjianied  by  Katrina  Williams. 

The  Reverend  Carlos  Martin  of  the  First 
Ihiited  Methodist  Church  in  Hot  Sjrrings  made 
the  Memorial  Address. 

PAST  PRESIDENTS'  BREAKFAST 

The  former  jrresidents  of  the  Arkansas  Medical 
Society  w'ere  guests  at  a breakfast  on  Wednesday 
morning  of  the  convention.  Present  were:  A.  E. 
Andrews,  George  F.  Wynne,  W.  Payton  Kolb,  A. 
S.  Koenig,  Jr.,  T.  E.  Townsend,  Ben  N.  Saltzman, 
Robert  Wat.son,  Stanley  Ajjjjlegate,  Ross  Fowler, 
C.  R.  Ellis,  and  H.  King  Wade,  Jr. 

FIFTY  YEAR  CLUB 

Members  of  the  Fifty  Year  Club  of  the  Arkan- 
sas Medical  Society  were  honored  at  a luncheon 
meeting  on  Monday.  For  the  jiast  year.  Dr.  Eva 
Dodge  has  served  as  president  of  the  Club  and 
Dr.  C.  Allen  Robinson  of  Harrison  was  secretary. 
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Dr.  F.  F.  Joyce  of  lexarkana  and  Dr.  A.  S.  Koenig  of  Fort  Sniilh. 


] 

of  Seans. 


Dr.  Jim  l.vtle  of  Hatessille  and  Dr.  Jolin  Hell 


Mrs.  Warren  Hoop,  .\uxiliary  president,  with  Dr.  and  Mrs.  Lynn  Dr.  John  He'stir  of  DeWitt  and  Dr.  Ken  I. ills  of  Fort  Smith. 

Harris  of  Hope. 
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W’elromeil  to  Chib  membership  were  Clyde  D. 
Rodgers  ot  Little  Rock  and  \\^  S.  Riley  of  El 
Dorado. 

Others  present  included  Ceorge  \V.  Dickinson, 
John  Cuentbner,  Pierre  Redman,  Davis  Gold- 
stein, Gaston  Hel)ert,  and  Curtis  Jones,  Sr. 

Dr.  Rolrinson  was  elected  president  of  the  Club 
anti  Dr.  Rodgers  was  electetl  secretary. 

A progiam  entitled  “James  Ewing  — Oncolo- 
gist” was  presented  by  Dr.  Robinson.  Members 
of  the  Club  shared  interesting  oncology  cases  they 
had  during  their  years  of  practice. 

JAMES  EWING  - ONCOLOGIST 
by  G.  Allen  Robinson 

James  Ewing,  M.D.,  1866-1943,  Oncologist,  Avas 
born  in  Pittsl)urgh,  Pennsylvania,  the  son  of 
Thomas  anti  Julia  Ewing.  He  attended  Amherst 
College,  anti  received  his  M.D.  degree  from  the 
College  of  Physicians  and  .Surgeons,  Columbia 
University,  in  1892. 

Dr.  Ewing  was  attracted  to  Patholog)'  under 
the  direction  of  Dr.  T.  M.  Prutlden,  and  had 
further  training  under  Dr.  Erancis  Delafield.  At 
the  age  of  33,  Dr.  Ewing  was  called  to  head  the 
Department  of  Pathology  at  Cornell  Medical  Col- 
lege, and  occupied  the  Chair  until  1932. 

In  1913  the  Memorial  Hospital  affiliated  with 
Cornell  Lhriversity  Medical  College,  and  Dr. 
Ewing  Itecame  President  of  the  Medical  Board. 
The  Memorial  Htispital  had  its  beginnings  on 
Eebruary  7,  1884,  and  was  called  the  New  York 
Cancer  Hospital,  located  at  106th  Street  and  Cen- 
tral Park  West.  The  hospital  was  opened  with 
formal  ceremonies  on  December  6,  1887.  The 
name  was  changed  on  March  6,  1899,  to  General 
Memorial  Hospital  for  the  Treatment  of  Cancer 
and  Allied  Diseases. 

In  1912  Dr.  Henry  H.  Janeway  took  charge  of 
the  department  of  cancer  surgery  and  radiation 
therapy  at  the  Memorial  Hospital.  He  was  a pio- 
neer in  the  clinical  applications  of  radium  and 
Dr.  Ewing  furnished  the  histo-pathological  studies 
through  which  radium  therapy  thrived  and 
survived. 

In  1919  Dr.  Ewing’s  First  Edition  of  Neoplastic 
Diseases  tvas  published.  It  has  been  printed  in 
several  languages  and  has  become  the  bible  of 
Oncologists. 

On  May  20,  1938,  the  cornerstone  of  the  new 
hospital  was  laid  on  a site  given  by  John  D. 
Rockefeller,  Jr.,  at  York  and  First  Avenues  and 


East  67th  and  68th  Streets,  Manhattan.  The  hos- 
pital entered  a new  era  of  expanding  usefulness 
in  the  diagnosis  and  treatment  of  cancer  and 
allied  diseases,  in  professional  and  lay  education 
and  in  research  into  the  causes  of  one  of  the 
oldest  and  most  serious  of  the  enemies  of 
mankind. 

Two  scientific  contributions  made  by  Dr. 
EAving  are  the  reticulum-celled  sarcoma  and  the 
non-osteogenic  tumor  of  the  bone. 

Dr.  James  EAving  was  one  of  the  founders  of  the 
American  Society  for  the  Control  of  Cancer,  and 
for  many  years  was  on  the  editorial  boards  of  the 
Journal  of  Cancer  Research  and  the  Archives  of 
Pathology.  Thirteen  volumes  of  Dr.  Ewing’s 
papers  and  associated  articles  have  been  collected 
i)y  me  and  presented  to  the  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute. 

COUNCIL  RECEPTION 

A reception  for  all  members  of  the  Society  was 
held  on  Sunday  evening,  with  members  of  the 
Council  serving  as  hosts.  Members  of  the  Execu- 
tive Committee  and  their  wives  formed  a receiv- 
ing line  at  the  entrance  to  the  ballroom  of  the 
hotel. 

The  reception  is  hosted  by  the  Society  to  pro- 
vide an  opportunity  for  members  to  visit  with 
the  Society  leadership  regarding  Society  activi- 
ties. Attendance  was  good  at  the  reception  and 
officers  of  the  Society  enjoyed  the  fellowship  of 
members  around  the  State. 

BLUE  CROSS-BLUE  SHIELD  PARTY 

On  Monday  evening  of  the  convention,  a party 
for  the  members  was  hosted  by  Arkansas  Blue 
Cross-Blue  Shield.  George  Mitchell,  president, 
and  members  of  his  staff  were  present,  extending 
hospitality  to  members  of  the  Society.  The  So- 
ciety expresses  appreciation  to  Dr.  Mitchell  and 
Blue  Gross-Blue  Shield  for  the  pai  ty. 

INAUGURAL  BANQUET 

President  A.  E.  Andrews  of  Texarkana  seiwed 
as  master  of  ceremonies  for  the  Inaugural  Ban- 
quet on  Tuesday  evening  of  the  convention.  In- 
vocation was  by  Ken  Lilly. 

Seated  at  the  head  table  for  the  banquet  were 
President  and  Mrs.  Andrews,  President-elect 
Kemal  Kutait  and  Mrs.  Kutait,  Secretary  Elvin 
Shuffield  and  Mrs.  Shuffield,  Chairman  of  the 
Council  John  P.  Burge  and  Mrs.  Burge,  Chair- 
man of  the  Annual  Session  Committee  Richard 
Martin  and  Mrs.  Martin. 
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Dr.  Andrews  asks  Dr.  Kutait  to  take  oath  of  office. 


The  gavel,  symbol  of  office  of  president  of  the  So(ietv,  passes  from 
A.  E.  Andrews  to  Kemal  Kutait. 


Kemal  Kutait  of  Fort  .Smith  takes  llie  oalfi  of  office  of  president  of 
the  .\rkansas  Medical  Society. 


The  new  president  addresses  the  membership  following  his  inaugu- 
ration. 
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President  Andrews  introduced  tlie  followino^ 

O 

special  guests: 

Mr.  Frank  Schweit/er,  President  of  the  Arkan- 
sas Hospital  Association,  and  Mrs.  Schweitzer. 

Mrs.  F’rank  Morgan,  North  Little  Rock,  Im- 
mediate Past  President  of  the  Arkansas  Medical 
Society  .Vuxiliary. 

Mrs.  Wk'irren  Boop.  Little  Rock.  President,  .\r- 
kansas  Medical  Society  .\uxiliary. 

Mrs.  Raymond  Peeples,  Hot  Springs,  President- 
elect, .Arkansas  Medical  Society  .Attxiliarv. 

Cieorge  Mitchell,  President  of  .Arkansas  Blue 
(iros-s-  Bltie  Shield,  and  Mrs.  Mitchell. 

Past  presidents  of  the  Society  who  were  present 
were  recognized  Ity  Dr.  .Andrews.  They  were 
(ieorge  F.  WAiine  of  \\hirren,  "W.  Payton  Kolb  of 
l.ittle  Rock,  A.  S.  Koenig,  Jr.,  of  Fort  Smith,  T. 
E.  Townsend  of  Pine  Bluff,  Ben  N.  Saltzman  of 
Little  Rock,  Robert  "Watson  of  Little  Rock,  Stan- 
ley .Ajjplegate  of  Spritigdale,  Jack  Kennedv  of 
Arkadelphia,  Ross  F'owler  of  Harrison,  and  C.  R. 
Ellis  of  Malvern. 

Dr.  .Andrews  administered  the  oath  of  office 
to  Kemal  Ktitait  of  Eort  Smith  and  tiiesented  a 
gavel  as  a symbol  of  the  office  of  President  of 
the  Arkansas  Medical  Society. 

Dr.  Kittait  presented  to  Dr.  .Andrews  a placjue 
of  ajrpreciation  from  the  Society  for  Ids  service  as 
president. 

Dr.  Kutait  addressed  tlie  group  as  follows: 

I would  like  to  recognize  some  people  who  are 
very  important  to  me.  Fo  allow  me  the  liltertv  of 
being  absent  from  the  office  recpiires  real  sacrifice 
on  the  part  of  my  partners,  d'hey  have  accepted 
this  imposition  wthotit  protest  — so  far!  It  is  in- 
deed a jtrivilege  to  work  with  men  as  fine  as  the 
Family  Doctors  and  it  gives  me  great  pleasure  to 
present  them  — my  partners  and  their  wives: 

Wendell  Ross  and  his  wife  Joy 

Ralph  Ingram  and  his  wife  .Aline 

Lawrence  Pillstrom 

and  the  man  with  whom  I’ve  worked  the  longest 
and  probaltly  is  well-known  to  most  of  you  — Ken 
Lilly  and  his  wife  Iris. 

The  next  group  of  j^eople  to  introduce  to  you 
are  also  very  dear  to  me.  Together  we  learned 
the  art  of  survival.  I’hey  are  my  two  brothers 
and  one  sister.  Beginning  with  the  youngest,  my 
brother  Jesse  of  Fort  Smith;  my  brother  Ed,  and 
his  wife  Phoebe,  of  Little  Rock;  my  only  sister, 
Nita  Fawcell  of  Fort  Smith.  My  other  brother, 
the  Reverend  Ralph  Ktitait,  was  not  able  to  be 


here. 

I am  very  pleased  that  my  children  could  be 
with  me  this  evening.  They  are  Kay  and  her 
husband,  Jim  F'owler,  of  Little  Rock.  Karin  and 
her  husband,  I'ommy  Hays,  of  Russellville,  and 
my  son  Kemal  and  his  wife,  Lisa,  of  Durant, 
Oklahoma. 

INAUGURAL  ADDRESS 
Kemal  Kutait,  M.D. 

Thank  you  for  the  hctnor  of  serving  as  your 
president.  I am  extremely  proud  to  .serve  in  this 
position.  I hope  that  I can  make  a worthy  con- 
tribution to  my  chosen  profession.  I pledge  my 
time  and  effort  to  the  welfare  of  the  Society.  It 
is  my  hope  that  we  can  all  work  together  as  a 
cohesive  group  to  make  this  a year  of  achievement. 
I will  do  everything  possible  to  assure  tpiality 
medical  care  for  the  citizens  of  Arkansas  and  to 
resist  any  further  encroachment  on  the  traditional 
jjhysician-patient  relationshijj. 

I promise  to  be  brief  in  my  message  to  you.  I 
want  to  discuss  with  you  the  “health"  of  the 
organization  yon  and  I represent  and  the  “pre- 
scrijjtion”  I have  for  us. 

Certainly,  the  Society  has  had  a long  and 
healthy  life  with  a good  record  of  achievement. 
From  the  first  major  accomplishment  in  1878  of 
creating  a State  Board  of  Health,  the  .Society  has 
continually  been  involved  in  projects  dedicated 
to  improving  medical  care  for  otir  citizens.  The 
State  Board  of  Health  was  created  to  control  a 
yellow  fever  epidemic.  Many  of  you  will  remem- 
ber a similar  public  health  project  when  the 
profession  united  in  a mass  polio  immunization 
campaign.  But,  we  have  been  active  in  areas  other 
than  public  health.  For  example,  the  Society 
recognized  the  necessity  for  physician  involvement 
in  politics  and  organized  the  Arkansas  Medical 
Political  Action  Committee.  To  enable  local 
physician  control  of  Government-mandated  quali- 
ty care  review,  the  Society  organized  the  Arkansas 
Foundation  for  Medical  Care  to  handle  PSRO. 
While  there  has  not  been  total  support  of  either 
the  concept  or  the  implementation  of  the  PSRO 
program,  it  has  surely  been  made  more  acceptable 
by  physician  involvement.  Another  organization 
created  by  the  Society  is  the  Medical  Education 
F'oundation  for  .Arkansas.  Part  of  your  dues  dollar 
goes  to  support  that  Foundation.  You  can  be 
proud  of  what  it  is  doing.  Currently,  MEFFA  is 
sponsoring  a series  of  lectures  for  students  at  the 
University  of  .Arkansas  College  of  Medicine.  This 


36 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


PrOCEI' DINGS 


program  brings  in  well-known  speakers  in  vai  ions 
tickls  to  address  the  students  on  snbjects  of  in- 
terest to  them.  It  has  lieen  very  well  received  and 
is  impros'ing  the  image  of  the  Society  with  the 
medical  students.  You  will  akso  recall  that  the 
Society  worked  diligently  for  several  years  to  get 
the  Government  to  change  from  five  areas  to  one 
area  in  .Medicare  reimbursement  determinations. 
These  efforts,  as  yon  know,  were  successful.  I he 
Society  does  work  for  you.  It  is  a necessary  or- 
gani/ation  and  is  worthy  of  everyone’s  support. 
Over  100  years  of  age,  the  Society  has  stood  the 
test  of  time.  There  has  always  been  differences 
of  opinion  among  the  members,  hut  when  the 
Ciouncil  or  House  of  Delegates  studied  a suitject 
and  established  a position,  the  opponents  usually 
accepted  the  decision  and  joined  the  rest  of  the 
Society  in  going  forward  with  its  programs.  We 
were  united. 

'I'he  last  couple  of  years  have  been  unusual 
ones  in  the  history  of  the  Arkansas  Medical 
Society.  They  have  been  difficult  years.  The 
membership  has  been  divided  on  a number  of 
issues.  Decisions  have  been  reached  on  numerous 
occasions  only  to  he  challenged  at  the  next 
meeting.  Such  challenges  have  consumed  our 
thoughts,  time,  and  energy  at  the  expense  of 
constructive  planning  and  forward  progress.  We 
should  honor  the  decisions  we  reach  and  ask  the 
minority  who  disagree  to  accept  tho.se  decisions 
so  that  we  can  go  on  to  other  things.  We  must 
he  united  to  prevent  outside  threats  from  destroy- 
ing the  most  cherished  concepts  of  our  private 
practice  of  medicine.  '\\T  cannot  survive  without 
unity. 

At  the  time  ol  the  1979  winter  meeting  of  the 
•Society,  the  profession  was  faced  with  several 
issues  which  I felt  were  really  crticial  to  organi/ed 
medicine.  We  were  fticed  with  new  regulations 
for  nnr.se  jiractitioners.  The  State  Health  Depart- 
ment was  embarking  on  a program  for  rurttl 
health  care  delivery.  T he  United  States  Congress 
had  just  rejected  a hos]iital  cost  containment 
meastne  which  would  have  affected  how  we  prac- 
tice. All  of  these  items  could  have  a very  real 
impact  on  the  profe.ssion.  Yet,  the  Society  spent 
very  little  time  and  gave  very  little  consideration 
to  the  ramifications  of  these  various  issues. 

T he  issue  to  which  we  devoted  most  of  the 
meeting  time,  and  seemingly  all  of  our  emotional 
involvement,  was  the  one  of  district  representa- 
tion on  the  Council.  It  bothers  me  that  this 


Or.  Kemal  Kutait  of  Fort  .Smith  makes  his  inaugural  address  at  tlic 
iiaiuiuct  on  I uesdav,  April  22.  1980. 


“internal"  issue  is  more  important  than  all  of  the 
“external"  influences  and  problems. 

I am  remindetl  of  the  adage,  “il  a house  he 
rlivided  against  itself,  that  house  cannot  stand". 
We  cannot  achieve  any  ol  our  goals  if  we  are  not 
united  in  our  eflorts.  We  must  all  he  team  |day- 
ers.  We  can  he  constructively  critical.  Inn  let’s 
not  he  destructively  critical. 

AVe  shoidd,  and  at  least  occasionally  must, 
sidiordinate  our  personal  preferences  for  the  good 
of  the  pro'ession  and  the  survival  ol  the  .\rkansas 
Medical  .Society. 

Our  jnesent  circumstances  Ining  to  mind  a 
passage  from  Charles  Dickens’  “.\  Tale  of  d'wo 
Ciities:” 

“It  was  the  best  of  times, 
it  was  the  worst  of  times, 
it  was  the  age  of  wi.silom, 
it  was  the  age  of  foolishness, 
it  was  the  epoch  of  belief, 
it  was  the  epoch  of  incredulity, 
it  was  the  season  of  light, 
it  was  the  season  of  darkne.ss. 
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it  was  the  s])ring  of  hope, 
it  was  the  winter  of  despair, 
we  had  everything  before  ns  — 
we  had  nothing  before  ns.” 

Dill  Dickens  have  Arkansas  medicine  of  the  IDHO's 
in  mind  when  he  wrote  that  particular  passage? 
Surely  not,  but  that  jiassagc  lias  made  me  stop, 
think,  and  reevahiate  onr  pnrpo.se  in  life  as 
members  of  the  .Arkansas  Medical  Society. 

Let  tis  review  the  purposes  of  the  Society.  Stated 
generally,  we  are  tmited  to  advance  medical 
science,  to  secure  enactment  of  good  laws,  to  en- 
lighten public  opinion,  to  maintain  high  ethical 
standards,  and  to  jtrotect  the  members  against 
imposition.  We  must  recommit  ourselves  to  these 
purposes.  We  mtist  work  together,  unselfishly,  to 
accomplish  good  for  the  people  of  the  State,  both 
for  otir  physician  members  and  the  public  at  large. 
Bacon  once  wrote:  “I  hold  every  man  a debtor  to 
his  jjrofession;  that  as  he  doth  expect  to  receive 
cotnuenance  and  j)rofit  therefrom,  so  ought  he 
endeavor  to  be  a help  and  ornament  thereto”. 

I he  medical  profession  is  expected  to  provide 
leailership  in  health  and  medical  matters.  We 
must  jji'ovide  that  leadership  in  every  jjossible 
way.  We  must  jiiit  forth  a united  front  on  issues. 
We  must  take  a positive  ap|)roach.  In  onr  dealings 
with  allied  groups,  representatives  of  Government, 
and  others,  we  shotild  emphasize  onr  concern  for 
the  pidilic— our  patients.  Wdiile  there  will  surely 
be  proposals  which  we  must  ojtjxrse,  a good  work- 
ing relationship  in  a positive  vein  will  certainly 
make  the  task  easier.  .Along  this  line,  I feel  that 
the  .Society  should  guard  against  being  “crisis” 
oriented.  We  cannot  be  just  “reactors”,  jjtitting 
out  fires  after  they  have  started.  AA^e  need  to  plan 
strategy  and  be  jirepared  ahead  of  time.  We  must 
not  rcpeatedlv  be  forced  into  a defensive  jjosture. 
We  must  not  repeatedly  be  forced  into  opposing, 
of  being  against  sohitions  or  plans  of  others.  AV'^e 
not  only  must  be  positive,  we  not  only  must  be  in 
favor  of  high  cpiality,  readily  available  and  afford- 
able health  care,  we  must  al.so  convince  the  public 
and  the  politicians  that  this  is  where  we  stand. 

To  convince  the  public  and  the  politicians  that 
we  recognize  the  problems  of  health  care  and  its 
delivery,  and  th;it  we  are  addressing  the.se  prob- 
lems and  making  progress  toward  their  solutions, 
will  require  a concerted  effort  on  our  behalf. 
After  having  sought  the  counsel  of  Cliff  Long, 
Leah  Richmond,  Ken  LaMastus,  and  many  of  you, 
I have  written  a prescription.  It  has  three  parts. 


and  if  used  according  to  directions,  should  im- 
prin  e our  state  of  well  being.  First,  1 propose  to 
establish  an  official  .Society  position  in  several 
areas  of  interest  to  us  and  to  the  public.  These 
topics  and  our  positions  on  them  will  include  such 
areas  of  interest  as  physician  extenders,  health 
maiqxiwer,  environmental  health,  rural  medical 
care.  National  Health  Insurance,  alcohol  and  drug 
abuse,  school  health  education,  HMO's,  physician 
advertising,  health  care  costs,  the  impaired  physi- 
cian, and  other  topics.  I intend  to  appoint  a 
committee  to  address  these  and  other  issues.  This 
committee  will  have  broad  representation  of 
jrhysicians,  by  field  of  practice,  geographic  loca- 
tion, as  well  as  by  representation  on  other  boards 
and  commissions.  I will  ask  them  to  present  to 
the  Council  for  its  approval  their  sjjecific  com- 
ments on  what  will  hopefully  become  the  .Society's 
official  jjosition  on  these  issues.  I will  request  that 
these  statements  reflecting  our  position  be  widely 
disseminated  to  physicians,  health  educators, 
allied  professionals,  college  and  high  school  li- 
braries, legislators,  and  other  interested  parties. 

1 he  second  part  of  my  prescription  deals  with 
being  prepared  ahead  of  time  and  preventing 
serious  complications.  It  emphasizes  the  need  for 
each  of  us  to  join  and  become  active  in  our  Arkan- 
sas Medical  Political  Action  Committee.  Only  a 
very  small  percentage  of  the  members  of  the 
.Society  are  currently  supporting  Ark-PAC.  This 
is  an  election  year.  Ark-PAC  and  AMPAC  support 
ctmdidates  who  siqjport  the  free  enterprise  system 
in  constitutional  government  and  who  resist  the 
encroachment  and  interference  of  government 
into  the  lives  of  its  citizens.  Good  men  and  women 
in  government  at  the  National  and  State  levels 
are  imjmrtant.  Having  good  legislators  is  basic  in 
getting  reasonable  legislation.  Legislation  can 
and  does  affect  how  we  practice  medicine.  I urge 
you  to  contribute  to  Ark-PAC  so  that  w'e  may 
work  together  in  supporting  candidates  who  are 
for  the  free  enterprise  system. 

The  third  and  final  part  of  my  jjrescription 
allows  us  to  evaluate  ourselves  and  see  what  other 
treatment  is  necessary  to  attain  a good  state  of 
health  and,  once  attained,  to  maintain  it.  I believe 
that  the  leaders  of  the  .Society  shoidd  get  together 
for  what  is  commonly  referred  to  as  a “think  tank” 
session.  A review  and  analysis  session.  We  need 
to  take  a look  at  our  organization’s  accomplish- 
ments. How  are  we  doing  with  regard  to  our 
stated  purposes?  What  do  we  want  to  accomplish? 
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Immediate  Past  President  A.  E.  Andrews  receives  a plaque  of  appre- 
ciation for  his  service  to  the  Arkansas  Medical  Society. 


Master  of  Ceremonies  for  the  inaugural  banquet.  A.  E.  Andrews, 
gives  instructions  to  incoming  president  Remal  Kutait. 

"What  is  needed  from  the  membership?  \Vhat  is 
required  of  the  officers?  What  does  the  member- 
sliip  want  of  the  Council?  Of  the  House  of  Dele- 
gates? We  need  to  evaluate  where  we  stand  and 
rededicate  otirselves  to  the  purposes  for  which  we 
were  organized.  I jjromise  you  that,  for  my  part, 
I will  extend  the  olive  branch  of  peace  to  those 
who  disagree  with  me.  I will  make  a determined 
effort  to  achieve  uinty  on  the  Council  and 
throughout  the  Society.  I ask  no  more  of  you. 

The  Society  is  worthy  of  the  support  of  every 
one  of  us.  The  rule  of  every  worthwhile  man  is 
that  no  serious  job  shall  receive  less  than  his  best 
thought  and  effort.  I assure  you  that  I shall  give 
the  Society  my  best  thought  and  effort  during  the 
next  year.  I hope  that  each  and  every  one  of  you 
will  do  the  same. 


Immediate  past  president  A.  E.  Andrews  acknowledges  tribute  of  the 
audience  for  his  seirice  as  president. 


.K.  E.  .\mliews  joins  other  members  in  ovation  given  the  new  presi- 
dent. Kenial  Kutait.  following  liis  inaugural  address. 

Members  attending  the  baiupiet  gave  Piesiilent 
Kutait  a staiulitig  ovation  following  his  addiess. 

Following  the  hamjuet,  the  Conrail  Wilson 
Orchestra  played  for  dancing  iti  the  hotel  ball- 
room. 

REGISTRATION  FIGURES 
104th  Annual  Session 


Physicians  ad5 

.Medical  Sttidents  - .a 

Scientific  Exhibitors  . 21 

Commercial  Exhibits  lid 

Auxiliary Id 

Others  --  1 1 

.5<)  I 

.\uxiliary  Registration  f)l> 
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GARLAND  — Pres.— M.  R.  Springer,  Jr..  OOMVest  Grand,  Hot  Springs  71901 

Secy.— Robert  F.  McCrary,  505  ^Vest  Grand,  Hot  Springs  71901 
Asst.  Secy.— Mary  Payne,  901  AVest  Grand,  Hot  Springs  71901 

GRANT  Pres.— Clyde  D.  Paulk,  1000  \Vest  ^’ine,  Sheridan  72150 

Secy.— Clyde  D.  Paulk,  1000  IVest  ^’ine,  Sheridan  72150 

GRFENE-CLAY  - - Pres.- Bennie  E.  Mitchell,  W1  ^Vest  Kingshightvay.  Paragoidd  72150 

St*ty.— George  A.  Hobby,  ^1  Medical  Drive.  Paragoidd  72450 

HEMPSTEAD  Pres.=-David  G.  Stevens,  Route  4,  Box  238-S.  Hope  71801 

Secy.— George  C.  Gairett,  Jr..  405  West  Kith.  Hope  71801 

HOT  SPRING  Pres.— Lan  v B.  Brashears.  1234  South  Main.  Malvern  72104 

Secy.— Russell  W.  Colib,  1420  Potts,  Malvern  72104 

HOWARD-PIRE  Pres.-Joe  D.  King.  P.  O.  Box  549,  Nashville  7 1852 

Secy.— Samuel  W.  Peebles,  120  4Vest  Sypert,  Nashville  71852 

INDEPENDENCE  Pres.— John  M.  Hill,  Jr,,  17th  S:  Harrison,  Batesville  72501 

Secy.— John  G.  Scott,  P.  O.  Box  21  l(i,  Batesville  72501 

JACKSON  _ Pres.- 

Secy.— 

JEFFERSON  Pres.-C.  M.  Rittelmeycr.  1716  West  42nd,  Pine  Bluff  71603 

Secy.— Horace  L.  Green.  1420  \\’est  43rd,  Pine  Bluff  71603 
Asst.  Secy.— Sherrv  Freyer,  1515  West  42nd.  Pine  Bluff  71603 

JOHNSON  - Pres.- Richard  E.  McKelvey,  P.  O.  Box  440,  Clarksville  72830 

Sccy.-Bovce  W.  IVest,  P.  O.  Box  220,  C larksville  72830 

LAFW'ETTE  Pres.— Willie  J.  Lee,  P.  O.  Box  276.  Stamps  71860 

Secy.— C.raig  E.  Ditsch.  P.  O,  Box  276,  Stamps  71860 

LA4VRENCE Pres.— Ted  S.  Lancaster,  P.  O.  Box  150,  Walnut  Ridge  72476 

Secy.— J.  B.  Elders,  321  Southwest  3rd.  CX'alnut  Ridge  72476 

LEE  - — Pres.— E.  C.  Fields,  77  West  .Main,  Marianna  72360 

Secy.— E.  C.  Fields,  77  4Vest  Main,  Marianna  72360 

LITTLE  R1\TR  . Pres.-Joe  G.  Shelton,  Jr.,  P.  (4.  Box  397.  Ashdown  71822 

Secy.— James  D.  .Armstrong,  P.  O.  Box  397,  .Ashdow  n 71822 

I.OG.VN  Prcs.-Guy  Llrich,  1012  East  Walnut,  Paris  72855 

Secy.— James  T.  Smith,  P.  O.  Box  286,  Paris  72855 

I.ONOKE  - Pres.— AVillie  R.  Harris,  P.  O.  Box  40,  England  72046 

Secy.— Byron  E..  Holmes.  305  AVcst  Front.  I.onoke  72086 

MILI.ER  Pres.— Frederick  E.  Joyce,  P.  O.  Box  2763,  4 exarkana  75501 

Secy.— Larry  M.  Peebles.  P.  O.  Box  689,  Texarkana  75501 
Exec.  Secy.— Arlene  Rushan,  P.  O.  Box  1843,  Texarkana  75501 

MISSISSIPPI  Pres.— George  D.  Pollock,  608  AVest  Lee,  Osteo'.a  72370 

Secy.— Eldon  Fairley,  P.  O.  Box  68,  Osceola  72370 

MONRtAE  Pres.— AValtcr  L.  AValker,  1 14  South  Netv  Orleans,  Brinkley  72021 

Secy.— Robert  T.  Miya,  106  New  A ork  Street,  Brinkley  72021 

NEA'.AD.V  Pres.— Richard  P.  Portis,  P.  O.  Box  442,  Prescott  71857 

Secy.- Michael  C.  A'oung,  P.  O.  Box  442,  Prescott  71857 

OL.ACHIT.A  Pres.— Richard  F.  Plant.  530  Jefferson  Drive.  Camden  71701 

Secy.— L.  A'.  Ozment,  P.  O.  Box  757,  Camden  71701 

PHILLIPS  , Pres.— H.  N.  Faulkner.  513  Porter,  Helena  72342 

Secy.— L.  J.  Patrick  Bell.  626  Poplar,  Helena  72342 

POLK  Pres.-David  P.  Hefner,  518  Janssen.  Mena  71953 

Secy.— Henry  N.  Rogers,  600  7th  Street,  Mena  71953 

POPE  Pres.— Joe  B.  Crumpler,  3105  AVcst  Main  Place,  Russellville  72801 

■Secy.- AV.  E.  King,  Jr.,  3105  AVest  Main  Place,  Russellville  72801 

PLLASKI Pres.- W.  Ray  Jouett,  750  Medical  Towers  Bldg.,  Little  Rtxk  72205 

Secy.— Kelsy  J.  Caplinger,  III,  P.  O.  Box  5675,  Little  Rock  72215 
Exec.  Secy.— Paul  Harris,  500  S.  I’nivcrsity,  #311,  Little  Rock  72205 
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RAN'OOLPH  - Prc's.— Thomas  R.  DcC.lerk,  204  Tliomasvillc,  Pocahontas  72455 

Secy.— Danny  B.  Holt,  1 10  West  Broadway,  Pocahontas  72455 

S.VLIXE  - - Pres.— David  L.  Stewart,  205  4Vest  C.aipenter,  Benton  72015 

Secy.— R.  A.  Council,  Jr.,  910  North  East,  Benton  72015 

SCO  I T Pres.— Harold  B.  4Vright,  P.  O.  Box  249,  4V’aldron  72958 

Secy.-Harold  B.  Wright,  P.  O.  Box  249,  Waldron  72958 

SEB.VS  1 1.VN  _ Pres.— Charles  '\V.  Bailey,  P.  O.  Box  120,  Greenwood  72936 

Set  y.— R.  Gene  Girkin,  922  Lexington,  Fort  Smith  72901 
.\sst.  Secy,— Betty  Stipsky,  P,  O.  Box  3528,  Fort  Smith  72913 

SEWER  Pres,-N.  L,  Dodd,  P,  O,  Box  312,  DeQueen  71832 

Secy.— Kevin  R.  Carlson,  4th  and  Heynecker,  Det  hieen  71832 
Exec.  Secy.— Jim  E.  Pearce,  Flighway  70  4Vest,  DeQueen  71832 

ST.  FRANCIS  --  Pres.— J.  Neal  Latiey,  1740  Litidaner  Road.  Forrest  Citv  72335 

Secy.— Brian  Hawley,  P.  O.  Box  4000,  Forrest  City  72335 

UNION  - - Prc'S.— Robert  L.  Parkman,  Jr.,  460  West  Oak,  El  Dorado  71730 

Sect’.- Jean  F.  4Vise,  304  Thompson,  El  Dorado  71730 

V.\N  Bl  'REN  - --  Pres.— Charles  G.  Pearce,  P.  O.  Box  51 , Clinton  72031 

Secy.-John  A.  Hall,  P.  O.  Box  310,  Clinton  72031 

4\'.\SHIXGT ON  Pres.- James  Haynes.  207  East  Dickson,  I-'ayetteville  72701 

Secy.— Mitrray  Harris.  P.  O.  Box  1286,  Fayetteville  72701 

WHITE  - Pres.— Kenneth  R.  Meacham,  1300  South  Main,  Searcy  72143 

Secy.— Hugh  R.  Edwards,  1300  Sotith  Main,  Searcy  72143 

MOODRF  FF  _Pres.-Fred  E.  Wilson,  P.  O.  Box  357,  McCrory  72101 

Secy.— James  E.  Rowe,  P.  O.  Box  357,  McCrory  72101 

YELL  Pres.— Walter  P.  Flarris,  P.  O.  Box  487,  Danville  72833 

Secy.— Jerry  F.  Hodges,  Highway  22  West,  Dardanelle  72834 


COMMITTEES-ARKANSAS  MEDICAL  SOCIETY-1980-1981 


Term 
Ex[)ii  es 


COMMFFI  EL  ON  CANCER  CON  FROL 
4Vayne  H.  Schult/,  P.  O.  Box  1998, 

El  Dorado  71730  1981 

Herbert  B.  Wreti,  P.  O.  Box  1409, 

Texarkana  75501  1982 

Jean  C.  Gladden,  P.  O.  Box  1118, 

Harrison  72601  1982 

Arthur  E.  Stpiire,  Jr.,  10001  Lile  Drive, 

Little  Rock  72205  1983 

John  R.  Broadwater,  1500  Dodson, 

Fort  Smith  72901  - CHAIRMAN  1983 

COMMI  F FEE  ON  MEDICAL  LECdSI.A'l  ION 
James  R.  4V'eber,  P.  O.  Box  188, 

Jacksonville  72076  - CHAIRMAN  1981 

Joe  \’erser,  P.  O.  Box  106, 

Harrisburg  72432  1981 

Boyce  W.  W'est,  P.  O.  Box  220, 

Clarksville  72830  1981 

John  E.  Bell,  1300  South  Main, 

Searcy  72143  1982 

Frederick  E.  Joyce,  P.  O.  Box  2763, 

Texarkana  75503  1982 

Robert  McCrary,  505  West  Grand, 

Hot  Springs  71901  1982 

MoiTi,ss  M.  Henrv,  P.  O.  Box  1727, 

Fayetteville  72701  1983 


Term 

Expires 

James  L.  Maiipin,  P.  O.  Box  337, 

Dai'danelle  72834  1983 

Donald  L.  Toon,  315  North  .Mabama, 

Crosseit  71635  1983 

SUB  CIOMMI  F LEE  ON  NA4  ION.\L  LEGISLA  FION 
Ricbard  N.  Pearson,  1223  4\’est  3\'alnut, 

Rogers  72756  1981 

James  M.  Kolb,  Jr.,  305  Skyline  Drive, 

Rus.sellville  72801  1981 

W . P.  Phillips.  P.  O.  Box  3507, 

Fort  Smith  729\3  - CHAIR  MAN  1982 

4V.  Payton  Kolb.  230  Medical  l owers  Building, 

Little  Rock  72205  1983 

George  4V.  \\  arren.  P.  O.  Box  W, 

Smackover  71762  1983 

COMMIITEE  ON  PUBLIC  HE,\L  1 H 
William  C.  \\  haley,  Jr.,  205  East  Church, 

4\  arrcn  71671  1981 

yvilbur  GTT.awson,  267  East  Dickson, 

Fayetteville  72701  1981 

Ben  N.  Salt/man,  4301  West  Markham,  Slot  592, 

Little  Rcrck  72201  - CHAIRMAN  1982 

Rnih  C.  Steinkamp,  409  Fairfax  .Avenue, 
little  Rock  72205  1982 

T.  E.  Townsend.  1420  iVest  43rcl, 

Pine  Bluff  71603  1983 
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Expires 


A.  E.  .Viulrews.  I’.  ().  liox  689. 

Texarkana  75501  198,S 

\.  Samuel  Koenig.  III.  922  Lexington, 

Eort  Smith  72‘,H)1  198.‘1 

SUB COMMI  ri  EE  ON  .M.\  EERNAE  AM) 

CHILI)  WEI  l ARE 

\ irgil  L.  Htivden.  17(l(i  W’est  12n(l. 

Pine  Blult  71603  1981 

E.  .\.  Shaneyfelt.  P.  O.  Box  (>30. 

.Manila  72112  - CHAIRMAX  1982 

R.  Kingsley  Bosi,  3105  West  Main  Place. 

Russelhille  72801  1983 

Robert  W.  .Arrington.  1721  .Maryland. 

Little  Rock  72202  1983 

SrB-C;<).MMin  EE  on  I l berct  losis 
|im  C.  Catty,  29(K)  Hatvkins  Drive, 

Searcy  72 11 3 1981 

Eawrence  C.  Price,  P.  O.  Box  3006. 

Eon  Smith  72913  1981 

Wade  .\.  Hart,  Route  1.  Box  327, 

Blytlievilic  72315  1982 

|crry  R.  Stewart.  P.  O.  Box  3528. 

Eort  Smith  72913  1982 

lohn  C.  Schultz.  10001  Pile  Drive, 

Little  Rock  72205  1983 

Donald  L.  Miller,  1515  ^\'cst  42nd, 

Pine  Blutf  71603  - CHAIRMAX  1983 

COM.MITEEE  ON  .\C.ING 

Wootlhridgc  Morris,  5326  C\'est  Markham,  # 13. 

Little  Rock  72205  1981 

C halmers  S.  Pool,  3925  North  Lookout, 

Little  Rock  72205  - CHAIRMAX  1982 

Chai  les  W.  Bailey.  P.  O.  Box  126, 

C.reenwood  72936  1982 

|ohn  E.  Cuenthner,  126  West  Sixth. 

Mountain  Home  726.53  1983 

Henry  A'.  Kirby.  651  North  Spring, 

Harrison  72601  1983 

SUB-COMMEETEE  ON  PHYSICAL  El  1 NESS 

AND  SCHOOL  HE.M.EH 

W.  |t)hn  C.iller.  ]r.,  516  West  Eaulkner, 

El  Dorado  71730  1981 

Cdarence  E.  Ballard,  ]r.,  250  Doctors  Park  Building, 

Little  Roik  72205  1982 

Rex  N.  Moore.  P.  O.  Box  459, 

Jatksonville  72076  1982 

I om  P.  Coker,  P.  O.  Drawer  1608. 

Payctte\ille  72701  - CHAIRMAX  1983 

john  H.  Delamore,  P.  O.  Box  351. 

Eordyce 71742  1983 

SI  B CO.MMl  I 1 EE  ON  INDUSTRIAL  HEALTH 
1.  Leighton  Millard,  P.  O.  Box  5270, 

Little  Rock  72215  1981 

Howard  Sclnvander,  320  Doctors  Park  Building, 

Little  Rock  72205  1981 

lEenryAV.  Keisker,  fr.,  505  East  Matthews, 

Jonesboro  72401  1982 

Michael  C.  Reese.  11 10  West  Elm, 

Rogers  72756  1982 


Term 

Expires 

James  R.  C\’eber,  P.  O.  Box  188, 

Jacksonville  72076  1983 

Howard  M.  .Armstrong,  340  Doctors  Park  Building, 

Little  Rock  72205  - C;h.4//CM.4N  1983 

(.OMMIEEEE  ON  MENTAL  HEALEH 
Rohert  C.  Carnahan.  4313  C\'est  Markham, 

Little  Rock  72205  1981 

\\\  Payton  Kolb.  230  Medical  I owers  Building, 

Little  Rock  72205  - CHAIRMAX  1981 

W illiam  Joe  James,  P.  O.  Box  1019. 

Pine  Blitff  71613  1981 

Da\id  1).  E'ried.  Northside  Shopping  Clenter, 

Mena  71953  1982 

RaiKlol]di  .Murpliy,  4313  West  Markham, 

Little  Rock  72205  1982 

Henry  H.  C.ood,  # 1 St.  A'incent  Carcle,  Suite  #310. 

E ittle  Rock  72205  1982 

.A.  Pat  Chambers,  1500  Dotlson. 

Eort  Smith  72901  1983 

John  B.  Simpson.  1705  Central  .Avenue. 

Hot  Springs  7 1901  1983 

IMMI  Nl/ATION  Sl’B  C.OMMI  I EEE 
Horace  L.  (rieen,  1420  West  43rd, 

Pine  Bluff  71603  1981 

Henr\  B.  Rogers,  209  1 horn psoti, 

El  Dorado  7 1 730  1981 

Daniel  C.  McKinney,  1 120  West  13rd, 

Pine  Bluff  71603  - CHAIRMAX  198l 

Betty  Lowe.  801  Wolfe  Street, 

Eittle  Rock  72201  1982 

Jon  1).  Hall,  300  East  Sixtii, 

I exarkana  75501  1982 

James  M.  Post,  61  7 South  I6th, 

Eort  Smith  72901  1983 

SUB  COMMITTEE  ON  ERAEEIC  SAl  E 1 A 
James  (..  Stuckey,  Jr.,  500  Soitth  L’niversity,, 

Little  Rock  72205  1981 

H.  .Austin  Grimes,  P.  O.  Box  5270, 

Little  Rock  72215  1981 

I homas  .A.  Pullig.  805  North  Jackson, 

.Magnolia  71753  1981 

George  A'.  Roberson,  Jr.,  1801  AA’est  40th, 

Pine  Bhtff  71603  1981 

Carl  L.  Williams,  522  Soitth  16th, 

Eort  .Smith  72901  - CHAIRMAX  1982 

.Albert  1).  MacDade.  1500  Dodson. 

Eort  Smith  72901  1983 

SUB  (O.AIMI  ETEE  ON  l.LAISON  AVITH 

A’  OC . A E I ( ) N A L R E H . A B 1 L I 1 .ATI  O N 

W'.  Ray  Jouett,  7,50  Medical  Towers  Building, 

Little  Rock  72205  1981 

Thomas  M.  Durham,  Jr.,  505  AA’est  Grand, 

Hot  Springs  71901  1981 

John  P.  AA'ood,  907  Mena  Street, 

Mena  71953  -CH.1/7^ALLV  1982 

Karlton  H.  Kemp,  408  Hazel, 

Texarkana  75502  1982 

Charles  E.  Eommey,  412  North  AA’ashington, 

El  Dorado  71730  1983 
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rerm 

P'xpircs 


Rolici t 1).  Miller,  Jr.,  (ill)  Klin  Sircci, 

Helena  72.“?  12  198,S 

Jim  E.  Lytle,  1’.  ().  Box  21  Hr. 

Batesr  ille  72,70 1 1983 

commu  I KE  ON  c:()\  1 K\ri\(, 

MEDICAL  EDLC A I ION 
(.leiiii  I’.  Schoeltle,  308  South  Rhotles, 

West  Memphis  72301  1981 

(.ilbert  Dean,  1310  Cantrell  Road. 

Little  Rock  72202  1981 

John  11.  Hestir.  1’.  O.  Drawer  512, 

DeAVitt  72042  - CH.URM.iN  1982 

Jerry  C.  Holton,  500  South  I'niversity, 

Little  Rotk  72205  1982 

Lee  B.  Parker.  Jr..  241  West  Spiing, 

Eayetteyille  72701  1983 

1 hoinas  .A.  Bruee,  4301  West  Markham. 

Little  Rock  72201  1983 

Taylor  A.  Prewitt,  P.  ().  Box  3528. 

Fort  Smith  72913  1983 

COMMU  TEE  ()\  HOSPI  I AES 

Paul  N.  Means.  1 150  Medical  Eowers  Building, 

Little  Rock  72205  1981 

John  1).  Wright,  321  Short  Street, 

Benton  72015  1981 

Robert  B.  Benafield,  P.  O.  Box  2181, 

Little  Rock  72203  1982 

G.  Max  1 horn,  St.  A’incent  Infirmary, 

Little  Rock  72201  - CIIAIRMAX  1982 

Evans /,.  Hornherger,  Jr..  1311  South  "!", 

Eort  Smith  72901  1983 

Paul  L.  Rogers,  318  Xorth  Greenwood, 

Fort  Smith  72fK)l  1983 

COMMU  TEE  ON  PI  BLIC  RELA  LIONS 
.\.  C.  Bradford.  P.  O.  Box  3528, 

Fort  Smith  72913  1981 

W.  Ray  Jouett,  750  Medical  l owers  Building. 

Little  Rock  72205  1981 

G.  Thomas  Jansen,  500  South  Tniyersity, 

Little  Rock  72205  1982 

T.  E.  Townsend.  1420  West  13rd, 

Pine  Bluff  7 1()03  1982 

Raymond  V.  Biondo,  P.  O.  Berx  921, 

North  Little  Rock  72215  1982 

Ronald  J.  Bracken,  505  West  Grand, 

Hot  Springs  71901  1983 

Milton  1).  Deneke,  P.  O.  Box  687, 

AVest  Memphis  72301  - CHAIRMAN  1983 

SCB-COMMLl  FEE  ON  LIAISON 
WEI  H THE  ALXILIARY 
Warren  C.  Boop,  Jr.,  4301  West  Markham, 

Little  Rock  72201  - CHAIRMAN  1981 

Raymond  E.  Pec|)les,  310  Park, 

Hot  Springs  71901  1981 

AV.  Ray  Jouett,  750  Medical  1 owers  Building, 

Little  Rock  72205  1981 

Samuel  E.  Landrum,  522  South  16th, 

Fort  Smith  72901  1981 

SI  B-COMMITIEE  ON  STATE  HEiALTH  AND 
MEDICAL  RESOTRCES  FOR  CIA  IE  DEFENSE 
Alvin  Strauss,  Jr.,  1026  Donaghey  Building. 

Little  Rock  72201  1981 


1 I I in 
Ex  pii  es 

(.lenn  A'.  Dalrymple.  1100  Medical  lowers  Building. 

Little  Rock  72205  1982 

Neil  E.  Crow,  P.  O.  Box  1612, 

Eort  Smith  72902  1983 

.ADA  ISORA  CiOAIAIII  TEE  lO  I HE 
MEDIC. AL  ASSISTANTS  SOCIEEA 
Jack  J.  Sternherg,  500  South  Cnicersity,  Suite  725. 


Fit  tie  RcK  k 72205  1982 

Janies  D.  Mashhiirn,  207  East  Dickson, 

Eayettecille  72701  1983 

C.  AA'.  Jackson,  P.  O.  Box  C, 

Judsonia  72081  1983 

Jerry  C.  Holton.  500  South  I'niversity, 

Eittle  Rotk  72205  - CHAIRMAN  1983 

C.OM  AII  1 I EE  ON  INSTRANCE 

Harry  EEayes.  Jr.,  ??  I St.  A’incent  Circle,  Suite  310. 

Little  Rock  72205  1981 

Banks  Blackwell.  1400  AA’est  43rd. 

Pine  Bluff  71603  1981 

Elands  AA'ilson.  505  Eiast  Matthews, 

Jonesboro  72401  1982 

(.uv  E'arris,  6213  Lee  Avenue, 

Little  Rotk  72205  1982 

Cdiarles  E,  AA'ilkins.  Jr.,  3105  AA  est  Main  Place. 

Rnssellville  72801  - CHAIRMAN  1‘I83 

Dadd  1).  Eriecl,  Noi  thside  Shopping  Center. 

Mena  71953  1983 

COAIMll  EKE  ON  AIEDICINE  AND  RELIGION 
Law.son  V..  (dover,  10001  File  Drive, 

Little  Rcnk  72205  1981 

Randol)rh  Murphy,  1313AVest  Alarkham. 

Little  Rock  72205  198I 

Kenneth  Lilly,  1120  Lexington, 

Eort  Smith  72901  1981 

Milton  1).  Deneke,  P.  O.  Box  687, 

AA'est  Memphis  72301  198I 

Chailes  C.,  Swingle.  P.  O.  Box  267, 

Marked  Eree  72365  1982 

Norman  K.  Smith.  107  A'an  Bibber, 

Pocahontas  72455  1982 

Fred  O.  Henker.  III.  1,301  AA'est  Markham. 

Little  Rock  72201  - CHAIRMAN  1983 

W alter  H.  O'Neal.  9600  AA'est  I2th, 

Little  Rock  72201  198,3 


COALAIIT  IEE  ON  ARR  ANGEAIEN  I S 
E'OR  ANNC.AL  SESSION 

I'liomas  .A.  Bruce,  1.301  AA'est  Markham, 


Little  Rock  72201  1981 

Neil  11.  Sims.  1301  AA'est  Markham. 

Little  Rock  72201  1981 

John  11.  Delamore,  P.  O.  Box  351, 

E'ortlyce  7 1 742  1981 

Richard  O.  Martin,  P.  O.  Box  .339. 

Paragould  72450  1982 

Kenneth  Lilly,  1120  Lexington. 

Eort  Smith  72901  1982 

J.  Larry  Lawson,  #1  Medical  Drive, 

Paragould  72450  1982 
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Tenii 

Expires 


R.  W . Ross.  I 120  Lexington, 

Fort  Smith  72901  1983 

Frank  F.  .Morgan.  110  Pershing  Bonle\ard, 

North  Little  Rock  72114  - CHAIRMAN  1983 

fohn  M.  Hestir.  P.  O.  Drawer  512. 

DeXVitt  72012  1983 

C.  Lmiii  Harris.  P.  O.  Box  687, 

Hope  71801  1983 

Paul  W'allick.  P.  O.  Bo.x  660, 

.Monticcllo  71655  1983 


COUNCIL  COMMITTEES 

PH5S1C1AN-NUR.SF  JOINT  PRACTICE  COMMITTEE 
|errv  Holton,  500  South  Lniversity. 

Little  Rock  72205  - CHAIRMAN 
.\.  1 . Gillespie,  500  South  University, 

Little  Rock  72205 

Charles  E..  Toinniey,  412  North  ^\'ashington, 

El  Dorado  71730 

Charles  W.  Logan,  500  South  University, 

Little  Rock  72205 
Kemal  Rutait.  1120  Lexington, 

Fort  Smith  72901 

COM.Ml  l FEE  ON  CONSTl  1 UTIONAL  REA’ISION 

S.  Roeing,  Jr.,  922  Lexington, 

Fort  Sndth  72901  - CHAIRMAN 
|.  Warren  Murry.  1749  North  College,  Box  .\. 

Eavetteville  72701 
Nathan  L.  Poll,  401  West  Searcy, 

Heber  Springs  72543 

Term 

Expires 

Nov. 

Bl  D(,ET  COM  Mi  l TEE 

Renneth  Lilly,  1 120  Lexington. 


l ort  Smith  72901  - CHAIRMAN  1980 

R.  R.  Duzan,  443  West  Oak, 

El  Dorado  71730  Term  automatic  as  treasurer 

4\’illiam  N.  Jones,  500  South  E’niversitv, 

Little  Rock  72205  1981 

Rhys  A.  Williams,  P.  O.  Box  1118, 

Harrison  72601  1982 

.\sa  Crotv,  #1  Medical  Drive, 

Paragotdd  72450  1983 


LL\lSON  COMMLITEE  WITH 
STATE  ELEARE  DEPARTMEN'l 
(Composed  of  Executive  Committee) 

MEDIC.\L  SCHOOL  COMMIT  I EE 
James  L.  Gardner,  125  Greenwood, 
Hot  Springs  71901  - CHAIRMAN 
Remal  Rutait,  1120  Lexington, 

Fort  Smith  72901 
Boyce  West,  P.  O.  Box  220, 

Clarksville  72830 
Max  G.  Cheney,  P.  O.  Box  725, 
Mountain  Home  72653 
R.  Jerry  Mann,  416  Main, 
.\rkadelphia  71923 


AD  HOC  COMMITTEE  ON  LIAISON  FV’ITH 
HEALTH  SYSTEMS  AGENCIES 
Remal  Rutait,  1120  Lexington, 

Fort  Smith  72901  - CHAIRMAN 
John  Crenshaw,  4201  Mulbeny, 

Pine  Bluff  71603 

■William  Joe  James,  P.  O.  Box  1019, 

Pine  Bluff  71613 

Malcolm  Moore,  500  Sotith  University, 

Little  Rock  72205 
James  Guthrie,  P.  O.  Box  757, 

Camden  71701 

Renneth  R.  Duzan,  443  FVest  Oak, 

El  Dorado  71730 
Bob  G.  Banister,  923  Parkway, 

Conway  72032 

Roger  B.  Bost,  4301  West  Markham,  Slot  599, 

Little  Rock  72201 

Warren  M.  Douglas,  260  Medical  Towers  Building, 
Little  Rock  72205 
F\  illie  R,  Harris,  P.  O.  Box  40, 

England  72046 

W.  Payton  Rolb,  230  Medical  I owers  Building, 
Little  Rock  72205 
Gordon  P.  Oates,  1700  \Vest  13th, 

Little  Rock  72202 
James  M.  Stalker.  P.  O.  Box  2575, 

Batesville  72501 

Robert  E.  Elliott,  1300  South  Main, 

Searcy  72143 

Jean  C.  Gladden.  P.  O.  Box  1118, 

Harrison  72601 

A.  S.  Roenig,  Jr.,  922  Lexington, 

Fort  Smith  72901 

James  L.  Gardner.  125  Greenwood, 

Hot  Springs  71901 

Don  B.  \’ollman,  41 1 East  Matthews, 

Jonesboro  72101 
Mary  W.  Hughes,  1001  Main, 

Texarkana  75501 

REPRESENTA  I IVES  TO  THE  COST 
CONTALNMEN  I COM. Mi  l TEE 
W.  Martin  Eisele,  101  Whittington, 

Hot  Springs  71901 
James  Weber.  P.  O.  Box  188, 

Jacksonville  72076 

Glenn  Dalrymple,  1100  Medical  Towers  Building, 
Little  Rock  72205 

STUDY  COMMLITEE 

(BOONE  COUNTY  RESOLUTION) 

Kemal  Rutait,  1120  Lexington, 

Fort  Smith  72901  - CHAIRMAN 

T.  E.  Townsend,  1420  WTst  43rd, 

Pine  Bluff  71603 

W'illiam  N.  Jones,  500  South  University,  Suite  708, 
Little  Rock  72205 
Rhys  A.  Wblliams,  P.  O.  Box  1118, 

Harrison  72601 
Paul  Wallick,  P.  O.  Box  660, 

Mon ticello  71655 
Forney  G.  Holt,  300  East  Sixth, 

Texarkana  75501 


46 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Procf.kdings 


MEDICAL  SERVICES  REVIEW  COMMITTEE 


Term 
Expires 
-Vpril  30 

Committee  Mem  hers 
(Name  and  .\ddress) 

Sjx’t  ialty 
Represetited 

Term 
Expires 
April  30 

Committee  Members 
(Name  atid  .Address) 

S|)ccialty 

Represented 

1981 

James  R.  Weber.  P.  O.  Box  188, 
Jacksoin  ille  72076 

Farn.  Pr. 

1981 

Dotiglas  E.  Voting,  9600  West  12th, 
Little  Rock  72205 

Patliology 

1982 

George  W.  W'arren,  P.  O.  Box  W, 
Smackover  71762 

Earn.  Pr. 

1981 

James  11.  Btiie,  1500  Dotlson, 

Eort  Smith  72901 

Orthopedics 

1982 

Paul  .\.  Wallick,  P.  O.  Box  660, 
Motiticello  71655 

Earn,  Pr. 

1982 

Frederick  P.  Feder.  Jr.,  520  Lexington, 
Fort  Smith  72901 

Lrologv 

1981 

Jack  T.  Fetiilley,  2500  McCain  Place, 
North  Little  Rock  721 16 

Int.  Med. 

— 

Charles  F.  W ilkins,  Jr.,  3105  W.  Main  Place, 
Ritssellville  72801  (Chairman ) 

1982 

1981 

1983 

1982 

1983 

1982 

1983 

1 983 

1983 

1981 

1982 

1 982 

1981 

1983 


Jack  L.  Blackshear,  650  Medical  rowers  Bldg. 


little  Rock  72205 

Int.  Med. 

Rhys  \.  Williams,  Box  1 1 18, 

Harrison  72601 

Surgery 

Samttel  E.  Landrutn,  522  Sottth  16th, 

Fort  Smith  72901 

Surgery 

Donald  L.  Ditncan,  300  East  6th, 
Texarkana,  TX  75502 

Sttrgery 

Thomas  G.  Johnston,  P.  O.  Drawer 

Little  Rock  72205 

.Mlergy 

Edwin  L.  Coffman.  1500  Dodson, 

Fort  Smith  72901 

.A  ties. 

Raymond  X . Bionclo,  P.  O.  Box  921 . 
North  Little  Rock  721 15 

Derm. 

Jatnes  L.  Smith,  623  WotKllane, 

Little  Rock  72201 

Oph. 

Lloyd  G.  Langston,  1408  ^Vest  43rd, 

Pine  Blttff  71603 

Oto. 

Robert  F.  McCrary  , 505  West  Grand. 

Hot  Spritigs  71901 

Ob-Gyn 

W.  Ray  jouett,  750  Medical  Towers  Bldg., 

Little  Rock  72205  Nctirostirgery 

■Aubrey  C.  Smith,  121 15  Hinson  Road, 
Little  Rock  72212 

Psychiatry 

Harry  M,  Harmon,  1111  Poplar  Place, 
Rogers  72756 

Pediatrics 

Radiology' 

Kemal  Kntait,  1 120  Lexington, 

Fort  Smith  72901  ( President ) 

Purcell  Smith,  Jr.,  P.  O.  Box  5675, 

Little  Rotk  72215  (President-elect) 

H.  Elvin  Shnffield,  1 10  Doctors  Park  Bldg., 

Little  Rock  72205  (Secretary) 

John  P.  Burge,  Lake  \'illage  Clinic, 

Lake  X'illage  71653  (Council  Chairman  ) 


Sub-Committee  Representatives 

( Rci>resentatives  oit  call  to  meet  with  Committee 
as  needed  when  claims  iti  specialty  field 
are  cotisidered) 

Stth-Committee  of  Sith-Specialties 

Carl  L.  Williams,  522  South  16th, 

Fort  Smith  72901 

Lhomas  J.  Smith,  409  North  Lniversity, 

Little  Rock  72205 

Thomas  II.  ,\llen.  413  North  I'tiivcrsitv , 

Little  Rock  72205 

John  C.  Schult/,,  10001  l.ile  Drive, 

Little  Rock  72205 

Kelsy  J.  Cajtlinger,  111.  P.  O.  Box  5675, 
little  Rock  72215 

C.  Doytie  Williatns,  4301  West  Markham. 

Little  Rock  72201  Cardiovascitlar  Surgerc 

W.  R.  Johnson,  Jr.,  D.D.S,,  404  .Med.  ,\rts  Bldg., 

Hot  Springs  71901  Oral  Suiger\ 


Stth-Spetiahy 

Represented 

Lhoracic  Surgery 

G a s t r(K‘  n t e 1 ol  og  \ 

Plastic  Stirgery 

Ptiltnonary  Dis. 

Pediatric  .Mlergy 
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PROFESSIONAL  RELATIONS  COMMITTEE 
ARKANSAS  MEDICAL  SOCIETY 


IMsii  ict 

Name  <4  Coniiiiittee  Member 

Atldress 

1 

F.  E.  I'tlev,  M.n. 

B.  P.  Raney.  M.l). 

I . Miinav  Fergirson,  M.l). 

.41. a Xortli  Sixth,  Blythe\  ille  723 La 

403  East  Matthetvs.  Jonesboro  72401 

200  Sotith  Rhtxles,  4Vest  Memphis  72301 

O 

('.  W.  lackson.  M l). 

|im  L\  tie.  M.l). 

C:bailes  F.  4\'ells.  M.l). 

P.  O.  Box  C.  Judsonia  72081 

P.  O.  Box  2116.  Batesville  72,a01 

601  South  Moose,  Morrilton  72110 

John  .M.  Hestir.  M.l). 

Earl  E.  Xorthcnti.  .M.l). 

Dtvight  \V.  Gray.  M.l). 

P.  O.  Drawer  512,  DeWitt  72042 

Route  1 . Box  21-1),  Sttittgart  72160 

1 10  West  Chestnut.  Marianna  72360 

4 

Howard  Harris.  M.l). 

F.  R.  Turney,  M.l). 
tieorge  Roberson.  M.l). 

207  Sotith  Elm,  Dumas  71639 

101  South  1 hird.  McGehee  71654 

1801  West  40th,  Suite  4-C.  Pine  Bluff  71603 

5 

C:.  E.  Tominey,  M.l). 

L.  O/ment,  M.l). 

Joe  E.  Riishton,  M.l). 

412  Xorth  Washington.  El  Dorado  71730 

353  Cash  Road.  Camden  71701 

219  Xorth  4\'ashington,  Magnolia  71753 

(i 

DonakI  Diincan,  M.l). 

James  G.  Martindale,  M.l). 
James  .\rmstrong.  M.l). 

300  East  6th,  Texarkana  75502 

1 16  South  Main,  Hope  71801 

P.  O.  Box  397,  .\shdown  71822 

/ 

C.  F.  Peters.  M.l). 

Robert  F.  McCrary.  M.l). 
Fhomas  .M.  Durham,  Jr.,  M.l), 

1 120  Potts,  Malvern  72104 

505  FVest  Grand,  Hot  Springs  71901 

505  4Vest  Grand,  Hot  S{)rings  71901 

8 

*Richard  M.  Logne,  M.l). 

John  .MtCollough  Smith,  M.l). 
James  Rasch.  M.l). 

601  Xorth  L'niversity,  Little  Rock  72205 

4000  4\'oodlawn,  Little  Rock  72205 

10001  Idle  Drive,  Little  Rock  72205 

9 

Charles  A.  Ledbetter,  M.l). 

James  ) . Massey,  M.l). 

James  L.  Pickens,  M.l). 

221  Erie,  Harrison  72601 

P.  O.  Dratver  H,  Mountain  Home  72653 

2212  West  4\'alnut,  Rogers  72756 

10 

Samtiel  Landrum.  M.l). 

David  M.  4Villiams,  M.l). 

Boyce  West,  M.l). 

522  South  16th,  Fort  Smith  72901 

809  West  Main  Place.  Russellville  72801 

P.  O.  Box  220,  Clarksville  72830 

*Ciiaiinian 
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MRS.  WARREN  BOOP 
Little  Rock 
President  1980-1981 
Arkansas  Medical  Society  Auxiliary 


ARKANSAS  MEDICAL  SOCIETY  AUXILIARY 
CONVENTION  REPORT 

HIGHLIGHTS 

I he  Fifty-Sixth  Annual  Session  of  the  Arkansas 
Medical  Society  Auxiliary  met  at  the  Arlington 
Hotel,  Hot  Springs,  Arkansas,  April  20-22,  1980. 
Registration  was  held  on  the  Mezzanine  of  the 
Hotel  during  the  entire  convention  time.  Mrs. 
Ron  Kaler,  Hot  Springs,  was  registration  chair- 
man. A total  number  of  ninety-six  members  were 
registered.  Those  registering  received  a chenille 
red  heart  encircling  a caduceus  attached  to  their 
registration  name  tag.  At  the  time  of  registration 
each  registrant  received  a plastic  heart  box  con- 
taining paper  clips,  pins,  and  rubber  bands,  com- 
pliments of  Dr.  and  Mrs.  Frank  E.  Morgan.  The 
theme  of  the  convention  was  “Surrounding  and 
Solidly  Supporting  Medicine  and  the  Doctor.’’ 


A joint  .Memorial  .Service  with  the  .Vrkansas 
Medical  Society  was  held  on  Sunday,  April  20,  at 
1:00  P.M. 

A Pre-Convention  State  Board  Meeting  was 
held  in  the  President’s  Suite  of  the  hotel  at  2:30 
P.M.  on  Sunday,  April  20.  Mrs.  Frank  E.  .Morgan, 
State  President,  presided  and  introduced  the 
guests,  .Mrs.  john  F.  Vaughan  of  Vancouver, 
'VVhishington,  President-Elect,  .\merican  Medictil 
Association  Atixiliary;  ami  Mrs.  Raymond  M. 
Vow  of  Salisbury,  Maryland,  President  of  .Southern 
Medical  .^.sisociation  .-Vuxiliary.  Mrs.  Raymond 
Jotiett,  Little  Rock,  gave  the  invocation  and 
Treasurer’s  Report.  Mrs.  Charles  Wilkins  pre- 
sented the  proposed  budget  for  1980-1981,  which 
w'as  approved.  .V  pro|rosal  by  Mrs.  Wilkins  for 
dues  increase  for  the  coming  year  was  also 
approved.  .\  memorial  to  the  memory  of  Mr. 
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Eugene  W^arren  was  reconiniended  to  be  given  to 
AMA-ERF.  The  meeting  then  recessed  until  the 
next  session.  Mrs.  Morgan  presented  ceramic 
heart  boxes  to  all  of  the  members  of  her  board. 
Mrs.  Warren  Boop,  President-elect,  distributed 
workbooks  and  directories  for  the  coming  year. 
A delightful  time  of  fellowship  and  food  fol- 
lowed. 

Members  of  the  Auxiliary  attended  a reception 
hosted  by  the  Council  of  the  Arkansas  Medical 
.Society  on  Sunday  evening,  April  20,  1980. 

1 he  Past  President  s Breakfast  was  held  in  the 
Wine  and  Cheese  Room  of  the  Hotel  on  Monday 
morning,  April  21,  1980.  Mrs.  Carl  Wilson  and 
Mrs.  Kemal  Kutait,  both  of  Fort  Smith,  were  co- 
hostesses. Favors  of  a stained-glass  shell  was  given 
each  Past  President  in  attendance. 

Mrs.  Warren  Boop,  State  President-Elect,  held  a 
breakfast  and  workshop  for  the  County  Presidents- 
Elect  the  same  morning. 

FIRST  GENERAL  SESSION 

1 he  First  General  .Session  of  the  Arkansas 
Medical  Society  .\u.\iliary  was  held  in  the  Venus 
Room  of  the  Hotel  with  Mrs.  Frank  E.  Morgan, 
President,  presitling.  A beautiful  staging  of  white 
clirysanthemums,  colonial  column  pedestals,  ferns, 
banners  of  the  theme  and  of  the  Auxiliary, 
and  banners  of  SOARING  IN  MEMBERSHIP, 
STEWARDS  OF  AMA-ERF,  SOUND  IN  LEG- 
I.SL.\T10N,  ami  SHAPE  UP  FOR  LIFE,  banked 
a large  heart  containing  a cadneeus  supporting  a 
smaller  heart.  The  theme  of  the  annual  meeting 
was  •SURROUNDING  AND  SOLIDLY  SUP- 
PORTING MEDICINE  AND  THE  DOCTOR  ’ 

Dr.  C.  C.  Long,  Executive  Vice  President  of  the 
.'\rkansas  Medical  Society,  and  Dr.  A.  E.  Andrews, 
President  of  the  Society,  were  introduced.  Each 
welcomed  and  thanked  the  Auxiliary  members. 

I he  invocation  was  given  by  Mrs.  William  S. 
Orr,  }r.,  State  Chaplain.  As  members  rose,  the 
flags  of  the  United  States  and  Arkansas  rvere 
]>resented  by  Mrs.  Kemal  Kutait,  .Southern  Re- 
gional Chairman  of  Legislation  of  the  American 
Medical  Association  Auxiliary,  and  Mrs.  Gordon 
Oates,  State  Legislative  Chairman.  Mrs.  Kutait 
led  the  Auxiliary  in  the  pledge  to  the  flag  of  the 
United  States.  Afrs.  Morgan  then  led  the  Aux- 
iliary in  the  pledge  to  the  Auxiliary.  Forty-five 
delegates  w'ere  seated  by  the  secretary,  Mrs.  J.  C. 
Callaw'ay. 

Mrs.  John  F.  Vaughan,  President-Elect,  Ameri- 


can Medical  Association  Auxiliary,  addressed  the 
membership. 

The  following  Convention  Chairmen  w’ere  an- 
nounced by  Mrs.  Morgan:  Credentials:  Mrs. 
L.ynn  Harris  and  Mrs.  Warren  Riley.  Time- 
keeper: Mrs.  Charles  Wilkins.  Reading:  Mrs. 
Weaker  Mizell  and  Mrs.  Curry  Bradburn.  Resolu- 
tions: Mrs.  Gordon  Oates.  Registration:  Mrs. 
Ron  Kaler.  Convention  Chairman:  Mrs.  Deno 
Pappas. 

The  House  of  Delegates  approved  the  following 
Board  Recommendations:  1.  That  the  dues  be 
increased.  2.  That  the  proposed  budget  for 
1980-81  be  accepted.  3.  A memorial  donation  of 
$100  be  sent  to  AMA-ERF  in  memory  of  Mr. 
Eugene  Warren,  attorney  for  the  Arkansas  Medi- 
cal .Society  and  Arkansas  Medical  Board. 

Mrs.  Frank  E.  Morgan  gave  a resume  of  her 
duties  and  experiences  of  the  past  year  as  President 
of  the  Arkansas  Medical  Society  Auxiliary.  She 
then  pre.sented  a brass  gavel  in  honor  of  Mrs. 
Mason  G.  Lawson,  past  state  president  and  past 
president  of  the  American  Medical  Association 
Auxiliary  and  National  Honorary  Member  of  the 
AM.AA.  Mrs.  Morgan  also  presented  AM.SA 
Plaques  to  Mrs.  Lawson  and  Mrs.  Curtis  Jones  of 
Benton,  State  Honorary  Members. 

I'he  following  w^ere  elected  to  serve  on  the 
Nominating  Committee  for  1980-1981: 

Mrs.  Frank  E.  Morgan,  Chairman  — 

Pulaski  County 

Mrs.  Paul  Cornell  — Pulaski  County 

Mrs.  C.  Lynn  Harris  — Southw'est  Area 

Mrs.  J.  Larry  Law'son  — Greene-Clay  County 

Mrs.  W.  P.  Phillips  — Sebastian  County 

By  common  consent  Mrs.  Warren  Boop  was 
empowered  to  appoint  delegates  to  the  National 
Convention. 

Garland  County  Auxiliary  hosted  the  box 
luncheon  and  tour  of  the  Mid-America  Mu.seum 
at  noon  on  ^fonday,  April  21.  Mrs.  James  Gard- 
ner, President  of  Hot  Springs,  was  the  general 
hostess.  Door  prizes  were  awarded.  The  tables 
were  beautifully  appointed  with  orange  and 
yellow  cloths,  which  were  later  given  to  the 
Museum,  and  baskets  of  contrasting  marigolds 
tied  with  calico  ribbon. 

Members  of  the  Auxiliary  joined  Society  mem- 
bers at  a cocktail  party  hosted  by  the  Arkansas 
Blue  Cross-Blue  Shield  which  was  held  in  the 
Arlington  Hotel  on  Monday  evening,  April  21. 
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Mrs.  John  F.  Vaughan  of  Vancouver,  Washington,  president-elect  of  the  American  Medical  Association  Auxiliary.  Mrs.  Raymond  M.  Yow  of 
Salisbury.  Mar\land,  president  of  the  Southern  Medical  Association  Auxiliary',  Mrs.  Frank  E.  Morgan  of  North  laltle  Rock,  president  of  the 
Arkansas  Medical  Society  Auxiliary,  and  Mrs.  Warren  B(x>p  of  Little  Rock,  president  elect  of  the  Arkansas  Medical  Society  Auxiliary,  brought 
greetings  from  their  organizations  to  the  House  of  Delegates  of  the  Arkansas  Nfedical  Society. 
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A joint  Prayer  Breakfast  was  held  at  7:30  A.M. 
on  ruesday,  April  22,  for  members  of  the  Arkan- 
sas Medical  Society  and  Auxiliary. 

SECOND  GENERAL  SESSION 

riie  Second  General  Session  of  the  Arkansas 
Medical  Society  met  in  the  V'^enns  Room  of  the 
Arlington  Hotel  on  Tuesday,  April  22,  with  Mrs. 
Frank  E.  Morgan,  President,  presiding.  The  invo- 
cation was  given  by  Mrs.  Payton  Kolb.  A 
tpiornm  was  declared  present  bv  Mrs.  Kolb,  Par- 
liamentarian, after  the  roll  call  by  Mrs.  |.  C. 
Callaway,  Secretary.  Mrs.  Raymond  M.  Vow, 
President  of  Southern  Medical  Association  .Aux- 
iliary, w'as  the  keynote  speaker.  Dr.  ]ohn  Giller, 
El  Dorado  and  a candidate  for  Lieutenant 
Governor,  was  introduced.  Reports  of  the  county 
])residents  were  given  with  the  regional  vice  presi- 
dents moderating.  Mrs.  Deno  Pappas,  convention 
chairman,  reported  a registration  of  ninety-two 
meml)ers. 

■Mrs.  Walter  Mizell,  chairman  of  the  nomi- 
nating committee,  presented  the  following  slate 
of  officers  for  the  coming  year: 

President  — Mrs.  Warren  Boop,  Little  Rock 

President-Elect  — Mrs.  Raymond  Peeples, 

Hot  Springs 

Secretary  — Mrs.  W.  |.  [ames,  Pine  Bluff 

Lreasurer  — Mrs.  W.  Ray  [ouett,  Little  Rock 

Regional  Vice-Districts: 

Northeast  — Mrs.  Herbert  Taylor, 

West  Memj)his 

Northwest  — Afrs.  McDonald  Poe,  Fort  Smith 

Southeast  — Mrs.  William  S.  Orr,  Jr., 

Little  Rock 

Southwest  — Mrs.  A.  E.  .Andrews,  I'exarkana 


The  officers  were  elected  by  acclamation  as 
proposed  by  the  nominating  committee. 

Mrs.  Gordon  Oates,  Courtesy  Resolutions  Chair- 
man, gave  the  report  of  the  Courtesy  Resolution 
Committee. 

Dr.  Lrank  E.  Morgan,  husband  of  the  State 
President,  was  made  an  honorary  auxilian. 

The  I.eMirabelle  Restaurant  in  Hot  Springs 
was  the  site  of  the  1 uesday  luncheon.  Mrs. 
Chalmers  S.  Pool,  Little  Rock,  offered  grace. 
Informal  modeling  during  the  luncheon  was 
presented  l)y  Oaklawn  Sportswear  with  members 
of  the  Auxiliary  serving  as  models.  Past  Presi- 
dents of  the  .Auxiliary  w’ere  recognized.  The 
following  awards  were  presented:  Membership, 
Mrs.  Whirren  Boop,  chairman;  Doctors’  Day,  Mrs. 
Curry  Bradburn,  chairman;  and  AM.A-ERF,  Mrs. 
James  Bethel,  chairman.  Ptilaski  County  .Aux- 
iliary, Mrs.  J.  W.  Downs,  j)resident,  served  as 
hostess  for  the  luncheon. 

Mrs.  Paul  Cornell  installed  the  new  officers  for 
the  coming  year.  .An  herbal  theme  was  carried 
out  both  in  the  installation  and  table  decorations. 
Mrs.  Morgan  presented  Mrs.  Boop  with  the  gavel, 
plaque,  and  President’s  pin  of  the  Auxiliary.  Mrs. 
Boop  then  presented  the  Past  President’s  pin,  a 
gift  of  the  Auxiliary  and  Dr.  Morgan  to  Mrs. 
Morgan.  Mrs.  Boop  then  addressed  the  .Auxiliary 
with  her  message.  Mrs.  Downs  presented  a wreath 
of  herbs  to  Mrs.  Boop,  a gift  of  Pulaski  County 
Medical  .Auxiliary. 

Meeting  adjourned. 
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jl\/fy  presentation  today,  “Advances  in  Psy- 
chosomatic Medicine,”  is  in  some  respects  a re- 
view oi  my  pi oiessional  career.  Let  me  begin  liy 
saying  that  one  owes  a debt  to  many  people  along 
the  way.  .\Iy  interest  in  psychosomatic  medicine 
began  in  the  laboratory  of  Dr.  Harold  Wolff  at 
Cornell  and  was  catalyzed  by  jieople  like  Dr.  Ed- 
Avard  W'eiss  and  Dr.  ().  .Spurgeon  English.  Since 
I have  been  at  the  University  of  ^V^ashington  it 
has  been  very  gently  but  positively  reinforced  by 
Dr.  Herbert  Ripley.  And  one  can’t  work  alone 
in  these  things:  I have  collaborated  with  many 
people  over  the  years,  the  most  constant  and  snp- 
])ortive  of  whom  have  been  my  colleagues,  iNfrs. 
Marion  .\mnndson  and  Dr.  Minoru  Masnda. 

Placed  in  historical  perspective,  what  we 
have  been  doing  in  my  laboratory  is  addressing 
ourselves  to  the  assertion  of  Alexander  Pope 
almost  300  years  ago  that  “I’he  proper  study  of 
mankind  is  man.” 

The  research  I pre.sent  today  begins,  as  Pope 
suggested,  with  man  and  takes  advantage  of  the 
doctor  patient  relationship  to  study  sick  people 
at  the  bedside,  in  the  laboratory,  and  in  the  com- 
munity. 1 he  starting  point  is  the  clinic  and  the 
psychobiologic  orientation  of  Adolf  Meyer’  of 
[ohns  Hopkins.  Dr.  Meyer  was  interested  in  the 
relationship  of  three  open-ended  disciplines  — 
biology,  psychology,  and  sociology  — to  the  proc- 
esses of  health  and  disease  in  man.  To  schematize 
those  relationships  he  created  the  “life  chart,”  a 
device  which  organizes  medical  data  as  a dynamic 
biogra])hy.  Information  is  providetl  by  the  pa- 
tient and  is  arranged  by  year  and  the  jjalient's 
corresponding  age.  The  entries  on  the  life  chart 
describe  lile  situations  — experiences  having  to  do 
with  growth,  development,  maturation,  and 
aging  — as  Avell  as  the  patient’s  emotional  re- 
sponses to  those  situations.  Certain  life  experi- 
ences we  arbitrarily  call  disease  are  listed  sepa- 
rately. In  this  approach  to  j)atient.s  and  their 
problems,  “disease”  applies  to  change  in  health 
status  and  includes  a broad  spectrum  of  medical, 
surgical,  and  psychiatric  di.sorders.  The  life  chart 
thus  allows  ns  to  take  into  account  not  only  the 

*l*roteksor  of  Psychiatry  and  Behavioral  Sciences,  University  of 
Washington.  Seattle,  \Vashington  98195. 

I thank  Marion  Amundson  and  Ella  David  for  their  great  help  in 
the  production  of  this  manuscript. 
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occnnence  of  disease  but  also  the  setting  in  which 
it  occurs. 

I he  patient  whose  life  chart  1 will  first  discuss 
is  a female  born  in  Holland,  married,  and  with- 
out children.-  .She  has  a long  history  of  head- 
aches, head  colds,  and  sinus  disease  as  well  as 
other  diseases.  She  is  tense,  frustrated,  and  a re- 
view of  her  life  documents  the  recurrence  of  epi- 
sodes of  bitter  weeping,  with  feelings  of  help- 
lessness associated  with  conflicts,  doubts,  and 
misgivings.  It  is  in  this  setting  that  illness  occurs. 
We  now  take  patients  like  this  into  the  laboratory 
to  .see  what  we  can  learn  about  the  relationship 
between  the  patient’s  illness  and  the  setting  in 
which  it  occurs. 

Observations  are  made  of  blood  flow,  secre- 
tions, swelling,  and  obstruction  to  breathing  in 
the  nasal  mncotis  membranes  before,  during  and 
after  an  interview:  biopsies  are  also  taken  before 
the  interview  and  during  it.  At  the  same  time 
these  observations  are  being  made  we  begin  the 
interview,  asking  questions  about  the  subject’s 
life  situation:  “How  do  you  feel?  W hat  do  you 
see  as  happening  to  yon?  What  position  does  that 
])ut  yon  in?  W’hat  does  it  feel  like  inside?”  When 
we  ask  these  questions,  we  get  responses  like  this: 
“I  feel  helpless.  Unable  to  face  the  situation.  I 
wish  it  woidil  go  away,  leave  me  alone.  I feel  left 
out  in  the  cold.” 

.\.s  the  individual  disctisses  feeling  “left  out  in 
the  cold,”  we  observe  hyperemia,  hypersecretion, 
and  swelling  in  the  mucous  membranes,  and  ob- 
struction to  breathing  is  reported.  .\n  increa.se 
in  the  secretion  of  eosinophils  and  polymorpho- 
nucleai  leukocytes  is  documenteil.  When  avc  com- 
pare a biopsy  taken  when  the  mucous  membranes 
are  in  a reasonably  normal  state  to  one  taken  at 

j 

the  height  of  the  re;iction  during  the  intervietv, 
we  see  that  discussion  of  things  having  to  do  with 
coj)ing  in  real  life  situations  produces  edema  ol 
the  nasal  tissue  and  the  infiltration  of  acute  in- 
flannnation  cells  as  well.  Ehus  iti  the  laboratory 
we  have  produced  nasal  disease  by  introtlucing  a 
sensitive  topic  about  boss  or  mother-in-law  or 
financial  difficulties  or  any  number  of  other 
salient  life  situations. 

One  of  the  most  commoti  pain  syndromes  seen 
in  clinical  medicine  is  the  backache  syndrome, 
and  probably  the  most  commoti  source  of  pain 
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ill  clironic  intractable  pain  syndromes  is  skeletal 
imiscle.3  In  the  lalioratory  tve  once  again  attempt 
to  define  the  patients’  psychological  state  as  the 
discussion  of  life  situations  takes  place.  The 
backache  patient’s  attitude  toward  the  situation 
in  which  he  finds  himself  is  quite  different  from 
the  weeping  patient’s:  the  backache  patient  says 
that  Avhen  mother-in-law  comes  to  visit,  he  wants 
to  run  away.  He  can’t  tolerate  her  and  he  can’t 
fight  back:  all  he  can  do  is  avoid  the  situation  by 
running  away.  He  feels  this  very  strongly  but 
can’t  take  action:  he  is  held  motionless  with  his 
skeletal  muscles  mobilized  to  move. 

Many  laboratory  experiments  were  performed 
in  which  backache  was  produced  during  disctis- 
sions  of  sensitive  situations  with  the  individual. 
.\s  the  interview  begins  we  see  the  genesis  of 
muscle  tension  as  recorded  liy  electromyogram 
and,  after  a short  latency,  the  report  of  backache. 
\Vhen  we  change  to  neutral  topics,  the  muscle 
tension  subsides  and  the  jiain  goes  away.  We  then 
re-introduce  the  sensitive  topic;  muscle  tension 
returns  and  so  does  the  pain.  ^Ve  are,  in  effect, 
demonstrating  the  nonbacterial  equivalent  of 
Koch’s  jjostulates,  by  manipulating  the  experi- 
mental situation  by  ilirecting  the  interview 
toward  and  away  from  sensitive  topics. 

Blood  flow  is  another  parameter  in  the  genesis 
of  backache  pain.  During  the  course  of  skeletal 
muscle  tension  or  contraction,  the  circulation  of 
the  blood  is  decreased  in  proportion  to  the 
strength  of  the  contraction.^  In  strong  contrac- 
tions pain  develops  rapidly  and  the  endurance  of 
the  sustained  contraction  is  reduced.  When  the 
muscles  relax,  the  blood  flow  is  re-established 
with  a rapid  sttrgc  in  vohune  and  pain  promptly 
disappears.  The  pain  threshold  is  rapidly  re- 
stored to  normal,  endurance  comes  back,  and 
blood  flow  returns  to  normal. 

In  these  skeletal  muscle  tension  and  blood  flow 
experiments  we  can  see,  then,  another  biolog- 
ically inappropriate  pattern  of  responses  evoked 
as  an  attempt  to  cope  with  a disturbing  life  sit- 
uation. In  this  case  the  individual  who  wants  to 
run  away  from  the  situation  prepared  for  action: 
muscles  get  tense,  blood  flow  is  reduced,  potas- 
sium is  mobilized  from  the  muscle  cells,  and  pain 
occurs. 

We  turn  now  to  one  final  example  of  our  in- 
vestigations into  a clearer  understanding  of  clin- 
ical pain  syndromes.’’  Our  subject  is  an  individual 
who  has  had  two  illnesses  coexisting  simultane- 


ously, and  these  are  illnesses  which  involve  wddely 
varying  pathophysiologic  processes.  This  patient 
is  a 55-year-old  male  who  has  the  backache  syn- 
drome with  pain,  tenderness,  and  muscle  spasm. 
He  has  had  backache  on  and  off  for  many  years, 
and  now  is  in  the  hospital  with  intractable  ab- 
dominal pain.  We  give  the  subject  a small  amount 
of  intravenous  sodium  amytal  to  make  him  relax, 
and  soon  all  the  muscle  tension,  pain,  and  tender- 
ness are  gone.  At  that  time  we  discover  a mass 
in  the  left  upper  quadrant.  The  patient  now  feels 
pain  only  when  one  manipulates  the  mass.  Clearly 
there  are  two  different  pain  mechanisms  at  work 
here. 

The  abdominal  mass,  a hypernephroma,  ini- 
tiates noxious  afferent  impulses,  which  travel  into 
the  sjjinal  cord  and  elicit  reflex  muscle  contrac- 
tions. The  mass  also  sends  afferent  imjiulses  to 
the  brain  where  the  .sensation  of  pain  is  registered. 
The  subject  reacts  with  anxiety  and  tension:  he 
wotikl  like  to  run  away  from  the  situation  but 
can’t,  and  this  reaction  .sends  down  more  motor 
impulses  to  the  anterior  horn  cell  which  stimu- 
lates the  skeletal  mtiscle  to  contract  vigorously. 
This  sustained  contraction  then  gives  rise  to  pain 
l^y  the  mechanisms  we  examined  a moment  ago. 
The  pain  from  the  sustained  mtiscle  contraction 
feeds  back  into  the  central  nervous  system  and 
the  result  is  chronic  pain. 

The  sodium  amytal  allows  us  to  distinguish  the 
two  jtain  mechanisms  operating  here.  The  drug 
has  no  direct  effect  on  pain,  muscle,  or  cancer 
tisstie,  but  it  does  relieve  the  subject’s  tension. 
'W’hen  the  sulqect  relaxes,  most  of  the  efferent 
outflow  from  the  central  nervous  system  to  the 
skeletal  muscles  is  reduced.  As  the  skeletal  mus- 
cles relax,  blood  flow'  is  re-established  and  the 
pain  from  the  muscle  tension  goes  away.  The 
subject  still  has  the  cancer,  but  to  activate  the 
pain-sensitive  mechanisms  associated  with  it  one 
must  displace  or  place  traction  on  the  cancer 
tissue.  This  manipulation  then  provides  a dem- 
onstration of  the  other  pain  mechanisms.  One 
may  have,  then,  the  coexistence  of  multiple  dis- 
eases, some  of  which  are  functional.  The  skeletal 
muscle  tension  just  examined  is  an  example  of 
ftinctional  pathophysiology. 

We  now  turn  to  studies  done  in  collaboration 
with  Dr.  Donald  Dudley,  et  al.,*’’  of  people  with 
diffuse  obstructive  pulmonary  disease.  These  sub- 
jects frequently  experienced  shortness  of  breath, 
or  dyspnea.  One  of  the  first  things  observed  about 
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tliese  subjects  was  that  tliere  was  no  |)redictable 
relationship  between  tlie  respiratory  physiologic 
variables  and  the  occurrence  of  dyspnea.  Obvi- 
ously this  did  not  make  sense  so  we  took  our  sub- 
jects back  into  the  laboratory  to  look  at  their 
psychological  state  as  well  as  their  physiological 
state. 

AVe  found  a pattern.  Subjects  were  apt  to  feel 
short  of  breath  on  days  when  they  felt  “bad,”  and 
on  the  days  when  they  felt  “good,”  they  did  not 
complain  of  shortness  of  breath.  We  began  to 
analyze  more  carefully  the  particular  psycho- 
physiological  state  of  each  subject  on  dyspneic 
days.  AVe  found  that  on  some  “bad”  days  they 
were  feeling  angry,  anxious,  or  both,  and  action 
oriented.  On  other  dyspneic  days  they  felt  de- 
pressed. apathetic,  withdrawn,  and  non-action 
oriented.  AVhen  we  distinguish  these  mood  states 
and  analyze  them  separately,  we  get  a beautiful 
correlation  between  respiratory  variables  and  the 
mood  state  and  dyspnea. 

The  physiological  state  associated  with  anger 
and  anxiety,  or  action  oriented  behavior,  is  hyj^er- 
ventilation  (increased  ventilation  and  decreased 
alveolar  carbon  dioxide).  Under  these  circum- 
stances our  subjects  complained  of  dyspnea.  The 
observations  of  dyspnea  with  depression  or  other 
non-action  oriented  behaviors  show  just  the  op- 
posite state.  AVhen  subjects  felt  depressed,  action 
was  the  fartherest  thing  from  their  intent.  The 
physiological  change  as.sociated  with  that  attitude 
is  hypoventilation  (reduced  ventilation  and  alve- 
olar carbon  dioxide). 

Our  next  experiments'  take  us  into  another 
area  of  psychosomatic  medicine.  Here  we  study 
the  relationship  of  two  or  more  noxious  agents 
acting  simultaneously  on  the  host  and  observe  the 
effects  of  the  two.  Our  subject  in  this  experiment 
has  hay  fe\er.  Here  we  are  hokling  the  consti- 
tutional dimension  of  the  natural  history  of  the 
disease  a constant.  The  tw’o  noxious  agents  w'e 
observe  at  work  are  pollen  and  the  home  situa- 
tion. After  making  controlled  observations  of  the 
nasal  mucous  membranes  in  both  left  and  right 
nasal  chambers  when  the  subject  is  calm,  secure, 
and  relaxed,  we  introduce  the  subject  into  the 
pollen  room.  The  respon.se  is  mild  hay  fever. 
.\bout  twenty  minutes  later  we  introduce  the 
second  noxious  agent,  the  home  situation  which 
has  engendered  much  conflict.  I'he  subject  feels 
tense,  helpless,  left  out  in  the  cold,  unable  to  do 
anything  about  it.  The  reaction  of  the  nasal  mu- 


cous membranes  to  this  added  insult  is  one  ol 
enhanced  hyperfunction  and  hay  fever  symptoms. 
After  half  an  hour  of  discussing  the  sensitive  do- 
mestic situation  with  the  subject,  we  redirect  the 
interview'  and  give  the  subject  reassurance,  sup- 
port, and  understanding.  The  effects  of  psycho- 
therapy become  evident.  Although  the  jjollen  is 
still  present  in  the  laboratory,  the  subject's  acute 
reaction  subsides. 

Let’s  look  at  the  neural  mechanisms  involved 
iti  the  nasal  hyperfunction  we  have  just  observed. 
In  another  experiment  with  a hay  fever  subject,' 
alter  making  controlled  observations  of  nasal  mu- 
cous membranes  in  both  nasal  chambers,  we  in- 
troduce into  the  left  stellate  ganglion  a solution 
of  2%  procaine.  The  left  stellate  ganglion  is  part 
of  the  .sympathetic  nerve  chain  and  the  procaine 
blocks  the  flow’  of  sympathetic  impulses  from  the 
spinal  cord  up  to  the  left  side  of  the  head  includ- 
ing the  tissues  of  the  left  nasal  chamber.  1 his 
interference  in  the  nerve  supply  to  the  head  pro- 
duces a Horner’s  syndrome:  along  with  the 
changes  in  the  eye  and  the  face,  the  mucous  mem- 
branes in  the  left  nasal  chamber  get  red,  wet,  and 
swollen.  AA^e  have  now  a control  side,  the  right 
nasal  chamber,  which  still  receives  sympathetic 
nerve  impulses,  and  an  experimental  side,  the 
left  nasal  chamber  which  receives  only  parasympa- 
thetic nerve  supply.  Lite  hyperfunction  in  the 
left  nasal  mucous  membrane  is  now  the  result  of 
parasympathetic  impulses  from  the  brain  to  the 
ncjse.  This  is  the  mechanism  by  which  environ- 
mental stimuli  such  as  mother-in-law  evoke  nasal 
mucous  membrane  reactions. 

AVhen  we  add  pollen  to  both  left  and  right 
nasal  caviticjs,  we  olrserve  two  distinct  reactions. 
In  the  left  nasal  chamber  we  see  the  ellect  of 
adding  the  antigen,  pollen,  to  the  neurcmiecha- 
nism  of  mother-in-law:  adding  the  noxious  agent 
pollen  to  the  already  hyjierfunctioning  mucous 
membranes  j)rc)cluce.s  a typical  hay  fever  leaction 
in  the  left  side  of  the  nose.  The  insult  ol  pollen 
also  produces  a reaction  in  the  right  nasal  cavity, 
but  it  is  transient  and  of  low  magnitude  — not 
enough  to  jrrocluce  symptoms.  'Lite  dramatically 
intensified  hyperfuncticm  associated  with  two 
noxious  agents  like  pollen  and  the  life  sitnaticm 
shows  that  they  exert  a summative  or  additice 
effect.  AV^e  are  dealing  with  very  .solid,  readily 
demonstrable  neuromechanisms.  AV'hat  the  biain 
can  control,  the  environmental  situation  with  its 
afferent  input  to  the  brain  can  also  control. 
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Pollen  alone  was  not  snllicient  to  evoke  symp- 
toms in  our  hay  lever  subject,  but  the  combined 
assault  ol  }Jollen  and  lite  situation  was.  These 
diflerent  reactions  in  the  same  bay  fever  subject 
lead  ns  to  ask  (jnestions  about  resistance  to  attack 
by  noxious  agents.  ^Ve  return  now  to  the  clinic 
to  studies  of  the  natural  history  of  tuliercnlosis. 
^\'e  will  bold  the  noxious  stimulus  constant  — 
here  it  is  the  pulmonary  tuberculosis  germ — 
while  vaning  mood  and  behavior.  We  choose 
17-ketosteroid  excretion  rate  as  our  index  of  re- 
sistance to  inflammation  and  of  anabolic  meta- 
bolic state. 

Studies  of  the  hospital  course  of  206  tubercu- 
losis patients’^  revealed  as.sociations  between  the 
biological.  |)sychological.  and  disease  states.  The 
17-kctostcroid  levels  were  associated  with  the  state 
of  the  disease.  In  general,  with  minimal  tuber- 
culosis the  (ivcvdge  steroid  excretion  is  relatively 
high.  With  moderate  tuberculosis  the  average 
steroid  level  is  a little  lower,  and  with  far  ad- 
vancetl  tuberculosis,  lower  still.  We  also  noticed 
that  the  (hiily  steroid  excretion  levels  within  all 
three  groups  range  from  very  low'  to  very  high. 

W'hen  we  correlated  the  progress  of  the  disease, 
the  level  of  the  index  of  resistance  to  infection  or 
inllammat ion,  and  the  psychological  state  ex- 
pressed in  mood  and  behavior,  some  interesting 
relationships  emerged.^  Those  patients  with  the 
lar  advanced,  acute,  exudative  tuberculosis  were 
depressed,  overwhelmed,  okler  males  w’ith  con- 
siderably reduced  steroid  excretion.  At  the  other 
end  of  the  spectrum  were  those  with  minimal 
tuberculosis,  who  have  steroids  above  normal 
(corrected  for  age  and  sex),  d'hey  are  tense,  anx- 
ious, conflict-ridden  people  and  predominantly 
younger  females. 

Making  an  assumption  that  the  tuberculous 
germ  and  the  mood  and  behavior  associated  ^vith 
the  disease  state  are  constant,  w'e  now'  take  into 
account  the  social  situation.-'  ’"  We  introduce  our 
subject  into  the  community  at  large  to  study  the 
relationship  of  life  style  to  the  natural  history  of 
tuberculosis.  I'lie  community  we  studied  w'as  the 
city  of  Seattle,  and  we  nsetl  area  of  residence  as 
determined  by  census  tract  as  our  index  of  life 
style.  ^Ve  divided  the  city  into  four  areas:  I,  a 
“Skid  Row"  residential  area  (or  city  center  or 
“ghetto'  );  II,  a “bine  collar”  residential  area; 
111,  a “white  collar"  residential  area;  and  IV,  a 
“better  socioeconomic"  residential  area.  We  then 


correlated  tuberculosis  morbidity  rates  with  resi- 
dential areas,  our  index  of  life  style.” 

Whites  who  live  in  Area  1,  the  city  center,  have 
a high  morbidity  rate,  but  it  progressively  de- 
creases in  Areas  II,  III,  and  IV.  For  non-whites, 
the  morbidity  rate  is  even  higher  than  for  whites 
in  the  city  center,  is  cut  in  half  in  the  blue  collar 
(II)  and  white  collar  (HI)  residential  areas,  but 
is  one-third  higher  in  Area  IV  than  in  Area  I. 
There  are  also  clear  differences  betw'een  non- 
white females  and  non-white  males.  The  morbid- 
ity rate  for  the  non-w'hite  females  is  exactly  the 
same  in  Area  IV  as  in  Area  I,  while  non-w'hite 
males  have  almost  tw’ice  the  risk  of  getting  tuber- 
culosis when  they  live  in  Area  IV,  the  better 
socioeconomic  residential  area,  than  in  Area  I, 
the  city  center. 

What  we  are  seeing  for  the  whites  in  Area  I 
is  the  role  of  their  marginal  social  status,  and  for 
the  non-w'hites  in  Area  IV,  the  culture  conflict 
engendered  by  the  close  residential  juxtaposition 
of  a minority  and  a majority  population.  Such 
conflicts  in  life  style  evoke  depression,  with- 
drawal, and  feelings  of  being  overwhelmed,  there- 
by reducing  resistance  to  infection  or  inflamma- 
tion, and  making  it  possible  for  the  germ,  if 
present,  to  |M'oduce  the  tissue  reaction  of 
tuberculosis. 

We  turn  now  to  an  entirely  different  area  of 
p,sychosomatic  medicine;  the  study  of  factors  that 
inllucnce  or  modify  the  course  of  disease  once 
the  disease  gets  started.  This  emphasis  on  treat- 
ment W'as  a major  concern  of  both  Dr.  Weiss  and 
Dr.  English.  Here  I draw'  on  some  of  the  work 
done  by  Dr.  Herbert  S.  Ripley,  another  pioneer 
in  this  Held,  to  emphasize  some  of  the  techniques 
used  in  the  management  of  patients  under  treat- 
ment in  a medical  clinic.’-  d'he  chief  jjiocedures 
he  listed  are  as  I ol  low's: 

Rea.ssurance  and  emotional  support 

Free  expression  of  conflicts  and  feelings 

Advice  regarding  attitudes,  habits  and  activities 

Explanation  of  psychophysiologic  processes 

Symptomatic  drug  therapy 

Intravenous  use  of  sodium  amytal 

Ruling  out  neoplastic  and  infectious  disease 

Dealing  w'ith  other  members  of  the  family 

Development  of  insight 

Analysis  of  emotional  development 

Attempts  to  modify  situation 

Dream  analysis 

Help  from  Social  Service  Department 
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We  h ave  here  a represeiitaiive  list  ol  tlierapeiitic 
devices  that  the  doctor  has  at  his  disposal  to  niaii- 
age  patients  witli  illnesses  oi  all  sorts  — medical, 
surgical,  and  psychiatric.  We  want  to  ask:  Wdiat 
can  we  expect  to  get  from  applying  these  doctor- 
patient  relationship  technitjnes  in  the  care  of  sick 
people? 

We  can  go  back  to  onr  study  of  tnberctdosis 
patients  for  one  answer.  The  patients  at  Firland 
.Sanatoiinm  were  managed  by  physicians  who 
used  not  only  appropriate  medication  including 
antibiotic  drugs  but  also  a very  effective  doctor- 
patient  relationshi]).  In  general,  those  who  got 
well  (jnickly  were  the  ])atients  whose  mood,  be- 
havior, and  biological  resistance  were  changing 
toward  normal.  Those  whose  disease  stayed  the 
same  or  got  worse,  were  patients  whose  mood  and 
behavior  were  either  anxious  or  depressed,  and 
whose  steroid  levels  were  corres]Jondingly  elevated 
or  lowered.  1 hose  who  died  were  usual ly  de- 
pressed with  reduced  levels  of  17-ketosteroids. 
When  we  compare  the  number  who  improved 
with  the  number  who  did  not,  we  see  tliat  by 
using  his  skill  in  interpersonal  relationships,  and 
by  transmitting  the  special  things  that  doctors 
transmit,  the  physician  can  effect  a dramatic 
modification  in  the  natural  history  of  disease: 
80%  are  improved  to  a greater  or  lesser  tlegree. 
This  figure  of  80%  (±10%,)  improvement  seems 
to  be  the  general  residt  reported  for  the  treatment 
outcome  of  most  chronic  diseases,  d’his  is  an  im- 
pressive acliievement  for  modern  medicine. 

Let’s  take  a different  approach  now.  Instead 
of  asking  what  the  doctor  brings  to  the  treatment 
situation  we  ask  what  the  patient  brings  to  tlie 
etjuation  that  may  inlluence  the  course  of  tlisease. 
^Ve  did  a prospective  (j  ua  n t i t a t i ve  study'-'*  cf 
])sychosocial  assets  in  a representative  sample  of 
pulmonary  tuberculosis  jiatients,  and  we  found 
that  those  who  got  better  were  the  people  who 
had  many  psychosocial  assets:  strong  family  ties, 
steady  employment,  adetjuate  income  and  job 
satisfaction,  regular  recreation  (ciul)s,  hobbies), 
frecpient  social  participation,  flexibility  and  re- 
liability, realistic  goals,  and  adetjuate  or  good 
{performance.  Those  jpatients  who  did  not  get 
better  had  no  family,  had  transient  emjployment 
and  income  from  Welfare,  no  job  satisfaction, 
substandard  residence,  no  outside  interests,  no 
goals  or  resjjonsilpilities,  and  were  socially  isolated 
and  deviant. 

.\nother  study  of  the  interrelationshijp  of  the 


jpatient’s  as.sets,  the  drug,  and  the  doctor-jpatient 
relationshijp  was  dtpne  in  the  labtpratory  (pf  Dr. 
Paul  Van  Arsdel,  Jr.  (Professor  of  Medicine,  Di- 
vision (pf  Allergy)  in  conjunction  with  Drs.  Dud- 
ley and  Gilberttp  de  Araujo.'^  We  comjpared  the 
therajpeutic  steroid  dosage  for  asthma  in  two 
groujps  (pf  jpatients  who  are  roughly  cfpmjparable  in 
age  and  duratitpn  of  asthma.  Llsing  the  Berle 
Index,  an  instrument  which  measures  the  jpsycho- 
social  assets  we  have  just  discussed  in  the  tuber- 
culosis study,  the  asthmatic  jpatients  were  divided 
into  “high”  and  “low”  Berle  Index  scores.  ,\fter 
(Pile  year  of  treatment  the  groujp  with  many  jpsy- 
choscpcial  assets  required  a very  low  steroid  d(psage 
f(pr  the  management  of  their  asthma,  whereas 
those  with  few  jpsychosocial  assets  retjuired  three 
times  the  amount  (pf  steroids  to  con t rip  1 their 
symjptoms.  Wdien  we  combine  the  factors  in  our 
cquaticpii,  the  net  result  is  that  with  go(pd  tech- 
niques, g(P(pd  drugs,  and  good  jpatients  — jpatients 
with  many  jpsychcpsocial  assets  — the  outctPine  is 
favorable. 

At  this  jpoint  in  our  study  of  man,  we  are  ready 
to  ask  another  kind  of  question.  Is  it  jpcp.ssible  to 
make  jpredictions  about  the  time  cpf  onset  of  ill- 
ness? First  we  return  to  the  study  of  a jpatient 
with  tuberculosis,  noting  tlie  time  (pf  (pccurrence 
of  job  changes,  residential  changes,  financial 
changes,  healtli  changes,  and  jail  terms  for  12 
years  jpiior  to  admission  to  the  lupsjpital  with 
tubercukpsis.  .\s  time  (pf  admission  tcp  the  hosjpital 
is  ajpjprcpached  there  is  a mounting  fretjuency  (pf 
the.se  social  events.  In  the  tw(p-year  jperitpcl  jprior 
to  admission  to  the  liosjpital  there  is  a “life  crisis” 
or  a veritable  crescendcp  of  life  change  events 
which  is  tlie  setting  for  the  onset  of  tuberculosis. 

From  individual  jpatient  studies  we  mo\ed  to 
studies  of  many  samjples  of  tuberculous  jpatients. 
Fhe  accumulatitpii  (pf  life  events  in  the  setting  of 
hosjpitali/ation  was  a striking  and  consistetit  find- 
ing. We  conducted  control  exjperiments  in  which 
we  matched  jpatietits  who  g(Pt  tuberctihpsis  tvhile 
w(Ptkitig  in  the  hosjpital  with  fellcpw  lupsjpital  em- 
jployees  wIkp  had  etjttal  jpiobability  (pf  exjposnre  to 
the  tulpei cttlosis  germ  but  who  did  lupt  get  the 
disea.se. Lime  of  onset  was  determined  from 
routine  (juarterly  chest  x-rays  done  (Pti  all  em- 
jployees  in  the  hosjpital.  W'e  then  gathered  data 
about  the  life  changes  for  each  gnptijp  in  the  jpi  evi- 
ous  ten  years.  We  found  in  the  two  years  jpiior 
to  onset  (pf  tuberculosis  that  a highly  significant 
increa.se  in  the  number  of  life  changes  was  ex- 
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perienced  by  those  who  got  the  disease  as  com- 
pared to  those  who  did  not.  We  used  a similar 
research  design  to  study  heart  disease,  hernia,  skin 
disease,  and  pregnancy,  and  found  similar  rela- 
tionships.In  summary,  it  appeared  from  these 
retrospective  studies  that  one  of  the  important 
factors  determining  the  time  of  onset  of  disease 
or  health  change  is  the  accumulation  of  many  life 
changes. 

Here  we  began  our  systematic  study  in  earnest. 
We  analyzed  some  5,000  case  histories,  going 
through  the  life  charts  and  picking  out  the  life 
change  events  present  in  patients’  lives  at  time 
of  illness  onset.  We  compiled  a list  of  43  life 
events  empirically  observed  to  occur  just  prior  to 
the  time  of  onset  of  disease.  Marriage,  trouble 
with  the  boss,  jail  term,  death  of  spouse,  change 
in  sleeping  habits,  retirement,  death  in  the  fam- 
ily, vacation  — this  selection  gives  you  an  idea  of 
the  range  of  events  w'hich  our  list  of  43  items 
covered. To  generate  a definition  of  the  salience 
of  these  life  events  we  used  a technique  for  the 
quantification  of  man’s  experience  derived  from 
that  branch  of  psychology  called  psychophysics. 

TABLE  1. 

THE  SOCIAL  READJUSTMENT  RATING  SCALE* 


Life  F.ve)it  Menu  J'alue 

1.  Death  of  spouse  100 

2.  Divorce  73 

3.  Nfarital  .sc])aratioii  from  mate  65 

4.  Detention  in  jail  or  other  instittition  63 

5.  Deatli  of  a close  familv  member  63 

6.  Major  personal  injury  or  illness  53 

7.  Marriage  50 

8.  Being  fired  at  work  47 

9.  Marital  reconciliation  tvith  mate  45 

10.  Ttetirement  from  work  45 

11.  Major  change  in  tlie  health  or  behavior  of  a 

familv  member  14 

12.  Pregnancy  40 

13.  .Sexual  difficulties  39 

14.  Gaining  a new  famih  member  (e.g.,  through 

birth,  adoption,  oldster  moving  in,  etc.)  39 

15.  >fajor  business  readjtistment  (e.g.,  merger, 

reorganization,  bankrtiptcy.  etc.)  39 

16.  Major  change  in  financial  state  (e.g.,  a lot 

wor.'e  off  or  a Iczt  better  off  than  usual)  38 

17.  Death  cjf  a close  friend  37 

18.  Ghanging  to  a different  line  of  work  36 


19.  Major  change  in  the  number  of  arguments 

with  spouse  (e.g.,  either  a lot  more  or  a lot 

less  than  usual  regarding  child-rearing, 

personal  habits,  etc.)  35 

20.  Taking  on  a mortgage  greater  than  $10,000 

(e.g.,  purchasing  a home,  business,  etc.)  31 

21.  Foreclosure  on  a mortgage  or  loan  30 
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22.  Major  change  in  responsibilities  at  work 

(e.g..  promotion,  demotion,  lateral  transfer)  29 

23.  Son  or  daughter  leaving  home  (e.g.,  marriage, 

attending  college,  etc.)  29 

24.  In-law  troubles  29 

25.  Outstanding  personal  achievement  28 

26.  TVife  beginning  or  ceasing  work  outside  the  home  26 

27.  Beginning  or  ceasing  formal  schooling  26 

28.  Major  change  in  br  ing  conditions  (e.g..  building 

a nerv  home,  remodeling,  deterioration  of 

home  or  neighborhood)  25 

29.  Revision  of  personal  habits  (dress,  manners. 

associations,  etc.)  24 

30.  T rotibles  with  the  boss  23 

31.  Major  change  in  working  hours  or  conditions  20 

32.  Change  in  residence  20 

33.  Changing  to  a new  school  20 

34.  Major  change  in  usual  type  and/or  amount 

of  recreation  19 

35.  Major  change  in  chtirch  activities  (e.g.,  a lot 

more  or  a lot  less  than  tisual)  19 

36.  Major  change  in  social  activities  (e.g..  clubs, 

dancing,  movies,  visiting,  etc.)  18 

37.  Taking  on  a mortgage  or  loan  less  than  $10,000 

(e.g.,  purchasing  a car,  TV,  freezer,  etc.)  17 

38.  Major  change  in  sleeping  habits  (a  lot 

more  or  a lot  less  sleep,  or  change  in 

part  of  day  when  asleep)  16 

39.  Major  change  in  number  of  familv  get-togethers 

(e.g.,  a lot  more  or  a lot  less  than  usual ) 15 

40.  Major  change  in  eating  habits  (a  lot  more 

or  a lot  less  food  intake,  or  very  different 

meal  hours  or  surroundings)  15 

41.  T’acation  13 

42.  Christmas  12 

43.  Minor  violations  of  the  law  (e.g.,  traffic  tickets. 

jaywalking,  disturbing  the  peace,  etc.)  11 

*(17) 


Table  1 reproduces  the  result  of  our  research, 
the  .Social  Readjustment  Rating  Scale  (SRRS). 
Let  me  remind  you  that  what  w'e  are  studying 
here  is  the  amount  of  change  required  by  these 
43  life  events.  The  relative  importance  of  each 
item  is  determined  not  by  the  item’s  desirability, 
nor  by  the  emotions  associated  with  the  item,  nor 
by  the  meaning  of  the  item  for  the  individual.  It 
is  the  amount  of  change  that  we  are  studying  and 
the  relationship  of  the  amount  of  change  to  the 
onset  of  illness. 

The  life  events  items  contained  in  the  SRRS 
had  previously  been  used  in  our  laboratory  to 
construct  a Schedule  of  Recent  Experience 
(SRE).^®'i®  This  self-administered  questionnaire 
allows  the  respondent  to  document,  for  specified 
time  periods,  the  occurrence  of  the  various  life 
events.  With  the  development  of  the  scale  of 
magnitudes  for  the  life  event  items  (SRRS)  we 
could  now  use  these  values  to  score  the  SRE  (re- 
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ferrcd  to  as  Life  Change  Ihiits  (LCU))  to  pro- 
vide a unique  method  for  a (juantitalive  defini- 
tion of  a life  crisis. 

Using  the  SRE  we  gathered  retrospective  life 
change  data  for  a ten-year  period  on  subjects. 
We  plotted  the  life  change  score  for  each  time 
period  and  superimposed  on  this  profile  the  oc- 
currence of  illnesses.  A variety  of  illnesses  were 
noted  to  coincide  with  high  life  change 
magnitude. 

This  retrospective  study  was  one  of  many.  In 
later  studies  of  populations  using  the  same  meth- 
ods for  quantifying  life  change,  we  did  both  retro- 
spective and  prospective  studies  of  the  relation 
betw'een  life  change  magnitude  and  the  occur- 
rence of  illness.  We  found  in  both  studies  that 
in  the  two  years  at  risk  30%  of  the  people  with 
low  life  change  got  an  illness.  About  50%  of  the 
people  who  w'ere  in  the  intermediate  range  of 
life  change  got  an  illness,  and  about  80%  of 
those  in  the  high  range  of  life  change  got  an 
illness. 

In  one  prospective  study  we  used  as  an  experi- 
mental group  100  college  athletes  who  filled  out 
a special  SRE,  called  Athletic  Schedule  of  Recent 
E.xperience,  before  the  start  of  the  football  sea- 
son. We  found  that  of  those  players  who  were  in 
the  high  risk  group  (in  the  300  range  of  LCU)  at 
the  start  of  the  football  season,  70%,  got  an  injury 
during  the  course  of  the  three-month  season. 

In  another  prospective  study  of  Navy  person- 
nel, Dr.  Richard  Rahe,--  who  worked  with  me 
in  the  early  stages  of  development  of  this  life 
change  research,  found  a linear  relationship  be- 
tween mean  illness  rate  and  the  magnitude  of 
life  change.  Dr.  John  Petrich-^  has  summarized 
the  findings  of  a variety  of  studies  which  again 
indicate  the  positive  relationship  of  life  change 
to  onset  of  a number  of  psychiatric,  medical,  and 
surgical  diseases. 

Investigations  of  the  relationship  of  magnitude 
of  life  change  and  seriousness  of  illness  revealed 
a positive  correlation  for  chronic  disease  of  O.Gr?.-'^ 
This  study  tells  us  that  if  a person  has  had  more 
than  300  life  change  units  in  the  last  year  and 
gets  sick  in  the  near  future,  the  probability  is 
that  he  or  she  will  get  diabetes,  schizophrenia, 
heart  attack,  or  cancer  rather  than  headache, 
mononucleosis,  anxiety  reaction,  or  asthma.  On 
the  other  hand,  if  in  the  past  year  a person  has 
had  less  than  100  life  change  units  and  gets  sick 


in  the  near  future,  he  or  she  will  be  more  apt  to 
get  one  of  the  less  serious  diseases. 

Knowing  what  we  now  know  about  prediction 
of  illness  onset,  the  next  question  to  ask  is,  what 
can  we  do  about  prevention?  We  conducted  a 
study  of  the  effects  of  primary  prevention  on  a 
national  television  audience  using  an  educational 
approach,  telling  people  what  the  experimental 
data  are  and  what  the  probabilities  are  in  the 
relationship  of  life  change  and  illness  onset.  Com- 
paring morbidity  data  before  and  after  the  tele- 
vision program,  we  found  that  15%,  more  people 
stayed  well  in  the  year  following  the  intervention 
than  in  the  year  preceding  intervention. 

When  people  write  to  me  today  and  ask  for  in- 
formation about  life  change  and  illness  onset,  I 
often  send  along  the  list  of  preventive  measures 
which  we  sent  to  the  participants  of  the  preventive 
study: 

1.  Become  familiar  with  the  life  events  and  the 
amount  of  change  they  require. 

2.  Put  the  Scale  where  you  atid  the  family  can 
see  it  easily  several  times  a day. 

3.  With  practice  you  can  recognize  when  a life 
event  hajjpens. 

4.  Think  about  the  meaning  of  the  event  for 
you  and  try  to  identify  some  of  the  feelings 
you  experience. 

5.  Think  about  the  different  ways  you  might 
best  adjust  to  the  event. 

6.  Take  your  time  in  arriving  at  decisions. 

7.  Anticipate  life  changes  and  plan  for  them 
well  in  advance  if  possible. 

8.  Pace  yourself.  It  can  be  done  even  if  you  are 
in  a hurry. 

9.  Look  at  the  accomplishment  of  a task  as  a 
part  of  daily  living  and  avoid  looking  at  such 
an  achievement  as  a “stoj)j>ing  point”  or  a 
time  for  letting  down. 

10.  Remember,  the  more  change  you  have,  the 
more  likely  you  are  to  get  sick.  Of  those 
l^eople  with  over  300  Life  Change  Units  for 
the  j)ast  year,  almost  80%  get  sick  in  the 
near  future;  with  150  to  299  Life  Change 
Units,  about  50%  get  sick  in  the  near  future; 
and  with  less  than  150  Life  Change  ETnits, 
only  about  30%  get  sick  in  the  near  future. 

So,  the  higher  your  Life  Change  Score,  the 
harder  you  should  work  to  stay  well. 

My  message  is  direct.  There  are  a lot  of  things 
that  are  worse  than  illness.  One  of  them  may  be 
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not  taking  a promotion,  or  not  letting  yonr 
mother-in-law  come  to  visit.  But  at  least  recog- 
ni/e  the  risk  yon  are  utuler  anti  be  willing  to  pay 
the  price. 

Let  me  close  with  a phrase  which  formulates 
what  1 have  been  saying  about  tlie  tiatural  history 
of  tlisease:  Disease  is  a byprocluct  or  epiphenom- 
enon  of  man’s  goals  and  the  techniques  he  uses 
in  achieving  his  aspirations. 
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I Jyperaliinentatioii  had  its  iiicciMion  with 
Graves  in  1835  who  wished  liis  epitaph  to  be  “He 
feeds  fever.”  fn  the  modern  sense,  hypertonic 
alimentation  was  refined  and  popularized  by 
Dndrick,  Meng  and  others.-*  In  essence  this  mo- 
dality is  applicable  to  patients  who  cannot,  should 
not  or  will  not  eat.  I'lie  two  modes  of  administra- 
tion are  enteral  or  intravenous,  d’he  intraveurtus 
approach  is  particularly  useful  in  situations  dic- 
tating complete  bowel  rest  and  in  the  case  of  the 
comatose  patient.  Intravenous  caloric  supple- 
mentation is  a sensible  tidjunctive  measure  in 
settings  where  the  ])atient  simply  cannot  eat 
enough. 

To  comprehend  the  rationale  for  hyperalimen- 
tation, one  must  first  address  the  subject  of  “star- 
vation” to  see  what  biochemical  processes  ensue. 

In  fasting  man  glycogen  stores  are  rapidly  de- 
pleted (24-48  hours)*-’  and  the  body  then  turns  to 
protein  catabolism  and  lipolysis  for  its  energy 
needs.  With  the  onset  of  gluconeogenesis,  urinary 
nitrogen  excretion  may  increase  from  a baseline 
of  6 grams  to  12-15  grams  daily.’  The  brain  is 
stubborn  as  it  demands  gluco,se  as  its  energy 
substrate  while  other  organ  systems  are  “adapt- 
ing” to  utilization  of  free  fatty  acids  or  their 
partially  oxidized  forms,  ketone  bodies. *'*  After 
two  or  three  weeks,  however,  there  is  uniform 
acceptance  of  this  energy  source  anti,  at  that  point, 
a decrement  in  urinary  tiitrogen  is  ajtpreciated 
as  some  protein  sparing  occurs. 

Fat  usually  constitutes  17%  of  a male's  body 
weight  and  these  stores  should  theoretically  sid- 
fice  for  a two-month  fast.-'**^  When  fat  stores  are 
exhausted,  tremendous  attrition  is  again  directed 
at  muscle  tissue  which,  by  this  time,  is  meager. 
Death  is  expected  when  30%  of  the  body  weight 
has  been  lost.” 

As  one  might  expect,  starvation  induces  a loss 
of  lean  body  mass,  body  fat  and,  of  course,  body 
weight.  Ihere  is  a relative  increase  in  extra- 
celhdar  mass. 

Dionigi  has  further  characterized  immunologic 
consequences  of  starvation.  4'hese  include  de- 
pressed IgG  and  C-p  impaired  neutrophil  chemo- 
taxis  with  preserved  phagocytic  abilities  as  re- 
flected by  the  NET  test;  severe  lymphopenia,  im- 
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jjaired  i espouse  to  sheep  rbe’s  and  to  PH.A  stim- 
ulation." The  latter  jjhenomenon  a.ssesses  T-cell 
function.  Depressed  T-cell  function  confers  a 
jnopensity  for  viral,  mycobacterial,  fungal,  gram- 
negative bacterial,  protozoan  ;ind  partisitic  in- 
fections. Low  G3  levels  could  ;dso  predispose  to 
gram-negative  infections.  All  of  these  jxuameters 
could  be  rectified  with  hyperalimentation  excejjt, 
probably  the  most  important,  PH.\  responsivity. 

Realizing  the  ravages  of  starvation,  then,  one 
must  htive  some  general  means  of  identifying  the 
starving  patient.  Some  liberal  indicators  (d  pio- 
tein-calorie  mabnitrition  include:  all)umin  < 
3.5  g/dl;  negative  nitrogen  balance;  a decreasetl 
TIBC  ptiralleling  the  depression  of  albumin;  loss 
of  more  than  15%,  of  body  weight;  and  inade- 
cpiate  oral  intake  for  two  weeks.-"  The  creatine  ' 
height  index  may  prove  helpful.**  Gertainly,  spe- 
cific entities  come  to  mind  and  these  will  be  men- 
tioned later.  It  shoidd  be  saitl  that  intravenous 
hyperalimentation  should  not  be  initiated  frivo- 
lously ;is  it  recpiires  fastidious  care  and  utmost 
vigilance. 

NUTRIENT  SOURCES; 

Once  committed,  one  must  select  an  appropi  iate 
nutrient  .solution.  To  better  understand  the  ra- 
tionale for  combination  solutions,  it  is  enlighten- 
ing to  evaluate  the  salutary  effects  of  the  various 
constituents. 

Hypertonic  dextrose  has  been  the  mainsttiv  ot 
intrtivenous  caloric  delivery.  An  important  ellect 
of  glucose  tidministration  is  nitrogen  sparing  as 
evidenced  by  a reduction  in  the  blood  tiiea  nitro- 
gen and  urinary  losses.  With  ])rotein  sparing  oi 
a decrease  in  gluconeogenesis,  there  is  a rise  in 
serum  alanine,  the  amino  acid  most  readily  con- 
vertible to  glucose.*-  Earlier  data  suggested  that 
better  nitrogen  conversion  could  not  be  effected 
with  carbohydrate  calories  in  excess  of  700.  How- 
ever, a recent  study  showed  high  density  dextrose 
solutions  coidd  improve  nitrogen  balance.*'* 

During  starvation,  basal  instdin  levels  dro|)  be- 
low usual  “physiologic”  levels  to  an  average  of 
15  |LtLI/ml.  This  allows  lipolysis  and  the  elabora- 
tion of  FFA’s.  With  administration  of  hypertonic 
dextrose,  insulin  levels  necessarily  rise  and  gluca- 
gon levels  are  tliminished.  The  rise  in  instdin  is 
advantageous  as  it  is  an  anabolic  hormone  with 
the  following  effects:  Promotes  nitrogen  and  K’ 
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uptake  liy  cells  for  protein  synthesis;  fosters  cell 
growth  and  mitoses;  and  decreases  production  of 
urea.  Higher  basal  insulin  levels  do  not  prevent 
but  impair  lipolysis  and,  on  the  negative  side, 
deprix  e the  organism  of  a potent  energy  substrate, 
FFA's  and  ketone  bodies.  Furthermore,  insulin 
promotes  triglyceride  synthesis.  If  one  considers 
that  fat  stores  are  10%  linoleic  acid  but  mobiliza- 
tion is  largely  inhibited  and  there  is  no  exogenous 
fat  administration,  it  is  easy  to  understand  how 
essential  fatty  acid  deficiency  can  occur. 

“Protein-sparing  therapy”  or  peripheral  amino 
acid  (alone)  administration  is  somewhat  of  a con- 
troversial issue  as  the  data  is  conflicting.  How- 
ever, the  consensus  would  probably  be  that  amino 
acid  infusions  do  not  effect  a positive  or  zero 
nitrogen  balance.  A recent  report  showed  that 
the  average  urinary  nitrogen  loss  per  day  (after 
“adaptation”)  in  starvation  was  6 grams.  With 
amino  acids  alone  there  was  a urinary  nitrogen 
excretion  etpial  to  that  administered  plus  3 grams 
of  endogenous  nitrogen. Thus,  nitrogen  bal- 
ance was  improved.  With  this  therapy,  there  is 
an  elevation  in  the  BUN  reflecting  a greater  N 
load  available  for  conversion  to  urea.  Basal  blood 
glucose  and  insulin  levels  drop  similar  to  that 
expected  in  starvation.  As  expected  there  is  also 
a rise  in  glucagon,  FFA’s  and  ketones.  One  short- 
term study  showed  that  patients  on  fat-free,  amino 
acid  alimentation  failed  to  develop  biochemical 
indices  of  EFAD  while  one  might  expect  such  a 
development  in  the  case  of  fat-free,  hypertonic 
dextrose  infusions.®’^ 

Administration  of  a fat  emulsion  alone,  such 
as  Intralipid,  has  similar  effects  to  that  of  amino 
acid  infusions;  namely,  a reduction  in  basal  in- 
sulin levels  and  an  elevation  in  FFA’s.  The  ame- 
lioration in  nitrogen  losses  is  roughly  equivalent 
to  that  effected  by  amino  acid  therapy.  However, 
this  protein-sparing  quality  of  Intralipid  infu- 
sions has  been  ascribed  to  glycerol,  as  glycerin  is 
added  for  isotonicity.  Generally,  nitrogen  con- 
servation is  potentiated  by  high  insulin /glucagon 
ratios  and  increased  caloric  delivery.  Fat  emul- 
sions are  an  exception  to  this  rule.^® 

It  should  be  clear  that  each  of  these  nutrient 
solutions  has  something  unique  to  offer  and 
should  be  used  concurrently.  Essential  and  non- 
essential  amino  acids  can  be  provided  for  protein 
synthesis  while  the  energy  for  such  processes  can 
be  supplied  by  the  oxidation  of  glucose.  Further 
caloric  supplementation  can  be  achieved  with 


Intralipid  as  well  as  the  prevention  of  essential 
fatty  acid  deficiency  (EFAD). 

NUTRIENT  REQUIREMENTS: 

Specific  nutrient  requirements  must  be  borne 
in  mind  if  one  is  to  formulate  an  appropriate  total 
parenteral  nutrition  (TPN)  solution.  Without 
exceptional  physical  activity  or  disease  states, 
32-35  Kcal/kg/24  hrs  is  considered  adequate  to 
maintain  body  weight.®’^®  However,  one  study 
showed  that  46  Kcal/kg/24  hrs  was  required  to 
effect  a zero  or  positive  nitrogen  balance  in  pa- 
tients with  significant  disease  states.®  Caloric  re- 
quirements may  supercede  this  level  if  one  is  at- 
tempting to  replete  fat  and  protein  stores;  and 
in  hypermetabolic  situations  such  as  sepsis  and 
trauma.  Basal  nitrogen  requirements  have  been 
proposed  as  6-9  gm/24  hrs  as  urinary  loss  during 
starvation  averages  6 gm/day  (after  adaptation) 
and  there  is  an  obligatory  2-3  gm  extra-urinary 
loss  of  N.  Furthermore,  1.4- 1.7  gm  protein  or 
amino  acids/kg  has  been  advocated.®  Although 
one  investigator  has  demonstrated  maintenance 
of  nitrogen  balance  with  1.1  gm/kg/24  hrs,®®  less 
than  1 gm/kg  is  unequivocally  associated  with 
negative  N balance  despite  “adequate”  non- 
protein calories. 1®  Customarily,  patients  requir- 
ing TPN  should  be  given  10-15  gm  N daily.  Opti- 
mal utilization  of  infused  amino  acids  is  depend- 
ent on  ample  non-protein  caloric  supplementa- 
tion. An  accepted  ratio  is  150-200  cal/gm  of 
Nitrogen.  Some  benefit  (in  terms  of  nitrogen 
balance)  may  be  appreciated  with  higher  ratios 
and  the  addition  of  insulin.  Of  course,  caloric 
expenditure  is  dependent  on  the  basal  metabolic 
rate  (BMR)  and  this  averages  30-64  Kcal/m-/hr.® 
Increasing  age  and  fever  (8%/l°F.)  affect  this 
parameter  by  accelerating  the  BMR.  Caloric  de- 
livery could  in  theory  and  practice  be  tailored  to 
this  measurement. 

Absolute  fat  requirements  are  important  pri- 
marily with  respect  to  adequate  delivery  of  es- 
sential fatty  acids  as  man  cannot  synthesize  them 
and  is  dependent  on  exogenous  administration. 
7.5  gm  of  linoleic  acid/day  or  approximately  4% 
of  total  calories  has  been  recommended.  How- 
ever, some  patients  subjected  to  long-term  hyperal- 
imentation may  not  have  normal  biochemical  pat- 
terns even  when  7-10%  of  calories  are  given  as 
essential  fatty  acid. 

The  expected  benefits  of  TPN  would  primarily 
include  creation  of  positive  nitrogen  balance. 
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Additionally,  one  would  exj)cct  weight  gain;  and 
this  averages  0.4  lb. /day.  Weight  gains  are  prob- 
ably one-third  lean  body  mass  and  the  remainder 
fat  and  water  gains. 4'he  respiratory  tpiotient 
shonld  also  increase  greater  than  one  (RQ  > 1)  as 
more  COo  is  liberated  and  excreted  as  a result  of 
accelerated  glucose  oxidation.  This  finding  also 
signifies  fat  synthesis  and  less  utilization  of  FFA’s 
as  an  energy  source. * Actually,  a respiratory  cjuo- 
tient  value  greater  than  one  implies  adecpiate 
caloric  supplementation. 

INDICATIONS: 

With  this  background  in  mind,  we  shall  con- 
sider specific  entities  which  warrant  or  can  be 
positively  affected  by  intravenous  or  enteral  ali- 
mentation. Starvation  as  a primary  entity  or  sec- 
ondary to  some  disease  state  is  an  indication. 
FMod  allergy  snch  as  eosinphilic  gastroenteritis  is 
a theoretical  one.  A common  application  is  in 
the  traumatized  or  postoperative  state.  Extensive- 
ly burned  patients  are  suitalde  candidates  in  view 
of  exudative  protein  losses  although  they  are  sub- 
ject to  a high  incidence  of  “catheter-related” 
sepsis  if  the  administration  line  must  transgress 
an  affected  area  of  skin.  Enteral  or  intravenous 
feedings  may  prove  beneficial  in  the  case  of  psy- 
chogenic eating  disorders  such  as  anorexia  ner- 
vosa, hyperemesis  gravidarum  or  pernicious 
vomiting.-**  Intravenous  alimentation  would 
seem  reasonable  in  the  patient  with  pancreatitis 
in  view  of  emesis  and  ileus,  but  a recent  study 
failed  to  show  any  appreciable  effect  on  the  ex- 
pected mortality.^’s  In  fact,  a high  rate  of  “cathe- 
ter sepsis”  was  noted  in  the  first  five  days  of  the 
illness.  This  modality  is  jiarticidarly  usefid  in 
jtatients  with  inflammatory  bowel  disease  (IBD), 
although  cue  patients  respond  less  favorably 
than  those  with  Crohn’s.  TPN  has  |)roven  ajjpli- 
cable  here  in  view  of  significant  exudative  enteric 
losses,  reduction  of  absorptive  surface  due  to 
inflammation,  and  a need  for  complete  bowel 
rest.  Another  role  for  TPN  as  primary  therapy  is 
in  the  case  of  enterocutaneous  fistidae  (a  frequent 
occurrence  in  Crohn’s)  which  may  have  occurred 
as  a result  of  neoplasm,  IBD,  or  neoplasia.  Pa- 
tients with  short  gut  syndrome  due  to  extensive 
enterectoniy  (e.g.,  Crohn’s,  small  bowel  infarc- 
tion) are  candidates  for  life-long  jjarenteral  ali- 
mentation as  oral  intake  will  not  suffice  when 
less  than  60  cm  of  small  bowel  remain  in  addi- 
tion to  the  duodenum.  Victims  of  esophageal 


carcinoma  are  typically  nutritionally  deprived 
and  the  plight  of  unresectable  jtatients  may  lie 
measurably  improved  with  implantation  of  a 
permanent  feeding  tidie  and  enteral  alimenta- 
tion.-'’ Furthermore,  operated  patients  may  have 
their  postoperative  course  sim|ilified  with  TPN.-" 
The  overall  benefit  seems  small,  however,  as  90% 
of  these  jiatients  are  dead  within  one  year.  TPN 
may  be  a beneficial  adjunctive  measure  in  the 
therapy  of  patients  afflicted  with  cancer  because 
of  anorexia  accompanying  the  primary  illness  or 
due  to  chemothera|ieutic  agents.  Also,  neoplasia 
de|)re.sses  albumin  synthesis.  F'urthermore,  with 
protein-calorie  deprivation  and  resultant  im- 
munodepression  the  jiatients  fall  especial  prey 
to  opjjoriunistic  infections.  A word  of  caution 
must  be  injected  in  that  experimental  studies 
have  documented  accelerated  tumor  growth  with 
forced  feedings  of  affected  animals  and  clinical 
observations  seem  to  substantiate  this  impres- 
sion.'*" The  rationale  for  TPN  use  in  renal  fail- 
ure is  the  provision  of  essential  amino  acids  so 
endogenous  nitrogen  can  be  utilized  and  protein 
conserved.  A concentrated  solution,  to  limit  fluid 
intake,  is  available  (Nephramine  — McGaw).  In- 
creased survival  rates  have  been  demonstrated  in 
patients  with  acute  renal  failure  treated  with 
TPN.  .Sepsis  is  peculiarly  suited  for  hyperalimen- 
tation in  view  of  induction  of  a hypermetabolic 
state  and  jjotential  gains  in  the  area  of  immune 
defense  mechanisms.  Flejjatic  failure  is  ])re.sently 
an  exciting  area  of  investigation.  Here  a paradox 
exists  in  (hat  patients  exhibit  poor  nutrition  and 
a negative  nitrogen  balance  and  yet  are  protein 
intolerant.  CSF  ami  serum  aminograms  have  di.s- 
closed  elevated  levels  of  aromatic  amino  acids 
(.\.\.A)  and  dejjressed  branched-chain  amino  acids 
(BC.\A)  in  cirrhosis  and  hepatic  coma.‘*i  Im- 
paired synthesis  of  neurotransmitters  and  inter- 
ference with  nenrotransmission  is  effected  bv  a 
CNS  excess  of  “false  iransmitters”  (octopamine 
and  phenylethanolamine)  propagated  by  tryosine 
and  phenylalamine.  Fhe  level  of  free  tryptophan  ' 
BC4\.\  correlates  best  with  the  development  and 
severity  of  hepatic  encephalopathy.’*-  .Solutions 
rich  in  BCAA  or  a-keto  analogues  of  BCAA  have 
proven  efficacious  in  this  clinical  situation.^’* 
rare  case  of  sjjontaneous  perforation  of  the  esoph- 
agus may  not  recpiire  or  permit  surgery  and  thus 
may  prove  amenable  to  this  mode  of  thera{)y. 
The  adult  resjjiratory  distress  syndrome  is  a 
unique  clinical  situation  vv’here  prolonged  mc- 
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dianical  ventilation  may  preciiule  good  nutrition. 
However,  intravenous  alimentation  must  be  un- 
dertaken cautiously  in  these  patients  with  critical 
fluid  balances.  Other  indications  might  include 
coma,  dementias,  and  cardiac  cachexia.  The  bene- 
fit of  this  modality  as  an  adjunctive  or  preparatory 
measure  in  many  forms  of  surgery  is  obvious. 

COMPLICATIONS: 

As  well  as  the  virtues  of  a particular  therapy 
and  its  indications,  one  must  be  versed  in  its  li- 
abilities. The  potential  adverse  effects  of  intra- 
venous hyjieralimentation  therapy  are  multitudi- 
nous. Most  of  the  ill-effects  are  related  to  the  in- 
fusion catheter  and  the  hypertonicity  of  TPN 
solutions.  Pnemothorax  as  a technical  mishap 
occurs  in  approximately  3%  of  patients. ^ Other 
complications  include  subclavian  vein  throm- 
bosis, suppurative  thromophlebitis;  pulmonary 
and  “paradoxic”  cerebral  thromboembolization, 
air  embolism;  hydrothorax,  irritative  endocarditis 
or  atrial  perforation  with  resultant  pericardial 
effusion  and  tamponade.'^^  '^''  -'*^'-'^'’'^'^'''  Catheter 
.sepsis  is  defined  as  positive  blood  cultures  which 
clear  with  catheter  removal,  without  antibacterial 
therapy,  and  the  absence  of  another  identifiable 
focus  of  infection.  The  incidence  of  such  a phe- 
nomenon averages  7%. 

.Significant  hyperglycemia  (BS  > 300  mg%)  or 
hypoglycemia  (BS  < 00  mg%)  occur  in  15  and 
9%  of  ca.se.s,  respectively.®  Insulin  antagonism  is 
the  rule  in  certain  disease  states  and  frecjuent 
urinary  and  blootl  glucose  determinations  must 
be  made  initially  to  ensure  adequate  gluco.se  tol- 
erance. A spuriously  negative  or  fairly  unremark- 
able urinary  glucose  level  may  result  in  the  pres- 
ence of  a high  renal  threshold.  Thus,  urinary 
studies  must  be  supplemented  periodically  with 
blood  glucose  determinations.  A not  infrequent 
consetjuence  of  uncontrolled  hyjierglycemia  in 
this  setting  is  the  hyperosmolar,  non-ketotic  state 
as  a result  of  osmotic  diuresis  and  dehydration. 
Most  patients  accommodate  high-density  glucose 
infusions  well  and  exogenous  insulin  administra- 
tion should  be  considered  only  if  blood  sugars 
consistently  exceed  200  mg%. 

The  incidence  of  hypokalemia  and  hypojihos- 
phatemia  is  variably  reported,  but  the  morbidity 
from  such  a development  may  be  considerable. 
'I'he  serum  K poorly  reflects  total  body  potas- 
sium stores  as  it  is  the  major  intracellular  cation. 
Phosphate  is  the  major  intracellular  anion.  An 


intracellular  flux  of  both  of  these  ions  is  created 
with  carbohydrate  loads  or  insulin  administra- 
tion. Also,  both  may  be  spuriously  low  in  serum 
in  the  lace  of  alkalosis.  In  fact,  a nomogram  exists 
to  asse.ss  K*  balance  at  various  levels  of  arterial 
]iH.  Furthermore,  gycosuria,  ECF  expansion, 
and  acidotic  states  (urinary  acidification)  evoke 
considerable  phosphaturia.'^*’  Conversely,  meta- 
bolic acidosis  may  ensue  if  phosphate  excretion 
is  severely  curtailed  (due  to  depletion),  impairing 
the  development  of  “titratable  acidity."^^  The 
potential  adverse  effects  of  hypokalemia  are  com- 
monplace. Like  hypokalemia,  the  hypophospha- 
temic  state  can  also  precipitate  muscle  weakness 
or  even  paralysis.  Rhabdomyolysis  occurs  and 
appears  to  be  potentiated  by  hypokalemia.  ATP 
and  ADP  deficiencies  may  foster  pherocyte  de- 
velopment and  hemolysis,  and  thrombasthenia, 
respectively.  Lower  levels  of  2,  3 DPG  tend  to  in- 
crease oxyhemoglobin  affinity  and,  theoretically, 
could  critically  impair  tissue  oxygenation.  Most 
of  these  phenomena  are  observed  when  the  serum 
PO4  is  less  than  2 mg/dl.  Finally,  at  levels  less 
than  1 mg/dl,  chemotactic  and  phagocytic  prop- 
erties of  leukocytes  are  altered.  Mental  torpor 
has  also  been  described. 

Hypomagnesemia  is  particularly  common  in 
the  alcoholic  patient,  in  diuretic  therapy,  inflam- 
matory bowel  disease,  and  jratients  on  protracted 
IV  fluids  with  poor  oral  intake.  Serum  magne- 
sium levels  do  accurately  reflect  total  body  stores. 
Hypomagnesemia  may  be  suggested  by  refractory 
hypocalcemia  and  hypokalemia  or  may  make  its 
dehut  with  recurrent  ventricular  tachycardia. 
With  lowered  Mg"^^  levels  at  neuromuscular  junc- 
tions there  is  increased  liberation  of  acetylcholine 
with  resultant  neuromuscular  irritability.  This 
may  be  clinically  manifest  as  tremors,  tics,  chorea 
or  convulsions.  Conversely,  ileus  may  exist,  as 
well  as  dysphagia  secondary  to  amotility  of  the 
esophagus.  Vertical  nystagmus,  diplojjia,  con- 
fusion, delirium  and  frank  psychosis  have  been 
reported.  Fasciculat ions  may  also  occur  and 
mimic  amytrophic  lateral  sclerosis. 

Hyperchloremic  acidosis  may  occur  as  there  is 
a relative  excess  of  cationic  amino  acids  which  are 
precipated  with  or  balanced  with  chloride  ions. 
Acetate  administration  can  help  negate  an  excess 
of  unbalanced  Cl  ions.  Hyperammonemia  has 
been  ascribed  to  low'  arginine  levels  in  infusates 
and  this  is  important  in  that  arginine  deficiency 
may  act  as  the  rate-limiting  factor  in  urea  syn- 
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thesis.'-*' Furtlieniiore,  ornithine  and  citiiillitie 
are  not  contained  in  Freainine  II. 

Megaloblastic  anemia  secondary  to  folate  de- 
ficiency may  occur  during  hyj)eralimentation; 
especially  in  patients  with  a history  of  heavy 
ethanol  abuse  and  poor  nutrition.  Normally,  one 
wonld  expect  preserved  folate  levels  for  an  aver- 
age of  nineteen  weeks  in  snbjects  given  a folate- 
free  diet.  However,  megaloblastic  bone  marrow 
changes  and  macrocytic  anemia  may  occur  within 
five  weeks"  of  institution  of  TPN,  or  even 
earlier.^®  Clinically,  one  may  see  an  elevated 
bilirubin  and  LDH  reflecting  ineffective  erythro- 
poiesis.  Anemia  may  be  presaged  by  thrombocy- 
topenia or  leuqopenia.  In  fact,  low  platelet 
count  and  a negative  evaluation  for  DIG  shoidd 
prompt  consideration  of  folate  deficiency. 

Cop])er  is  a component  of  several  enzyme  sys- 
tems and,  in  particular,  participates  in  mitochon- 
drial energy  production. Cu  deficiency  has  been 
indicted  in  cases  of  normochromic  normocytic 
anemia  and  leukopenia.  There  has  been  no  proof 
of  hemolysis,  and  bone  marrow  study  has  dis- 
closed apparent  maturation  arrest.  The  role  of 
copper  in  hematopoiesis  is  unclear.  Since  Cu  is 
excreted  primarily  in  bile,  disease  j)rocesses  which 
interrupt  the  enterohepatic  “circidation”  could 
foster  inordinate  copper  losses  and  deficiency. 
Normally,  average  consumption  of  elemental  Cu 
is  2-5  mg/day.  Intravenous  admiuistration  of  2 
mg/day  appears  adequate.®'*  The  need  ff)r  Cu 
supplementation  with  liquid  protein  diets  has 
been  emphasized.®^. 

\Vith  more  protracted  intravenous  alimenta- 
tion, trace-metal  deficiency  syndromes  have  been 
unmasked.  Copper  deficiency  has  been  men- 
tioned. Zinc  deficiency  states  have  also  been  rec- 
ognized. Zn  is  essential  in  DNA  and  RNA 
synthesis  and,  therefore,  important  in  epithelial 
regeneration.  Zn  depletion  is  more  likely  to  occur 
in  patients  with  inflammatory'  bowel  disorders, 
diarrhea  or  malabsorptive  states;  and  cirrhotics 
with  inordinate  urinary  losses.  In  one  study  the 
mean  time  of  onset  was  65  days  after  initiation  of 
TPN  therapy.^®  The  constellation  of  findings  in- 
cluded an  eczemoid  or  asteatotic  dermopathy, 
particularly  involving  the  scalp,  nasolabial  folds, 
oral  mucosa,  crural  and  acral  parts.  Further  ob- 
servations involved  alopecia,  anorexia,  diarrhea, 
depression,  retarded  healing,  olfactory  and  gusta- 
tory dysfunction,  abdominal  pain  and  leukocyte 
dysfunction.®®  The  latter  was  characterized  as 


both  a retluction  in  phagocytic  and  bac  tei  iocidal 
projx.-rties.  ZnS()4  in  oral  doses  ol  KMiOO  mg 
daily  has  been  recommended.  Intravenous  Zn 
suj)plements  of  2-4  mg/d:iy  base  Ijeen  advocated 
for  prophylaxis.  However,  caution  must  Ire  ex- 
ercised as  there  is  one  reported  fatal  case  of  in- 
advertent Zn  poisoning  in  the  course  of 
hyperalimentation.-®' 

An  apparent  chrominm  deficiency  syndrome 
has  also  been  reported  in  an  individual,  after  3i/^ 
years  of  home  hyperalimentation.-®-  This  was  ex- 
pressed as  peripheral  neuropathy  and  glucose  in- 
tolerance. Both  were  reversed  tvith  CrCF^  sup- 
plementation, but  the  neuropathy  less  readily  so. 
Deficiency  states  involving  other  trace  metals  such 
as  manganese,  selenium  and  nickel  have  not  been 
recognized  or  described.  Routine  supplementa- 
tion wdth  Mn,  Se,  Cr,  and  I has  been  advocated 
but  is  not  universally  accepted  or  applied.  Peri- 
odic plasma  administration  seems  to  be  an  im- 
precise and  ineffective  means  of  supjjlying  trace 
metals,  and  also  entails  the  risk  of  hepatitis.  Spe- 
cific additions  seem  rational;  especially  Zn  and, 
perhaps,  Cu.  However,  as  noted  earlier,  most  of 
these  trace  metal  deficiency  states  occur  after  a 
considerable  course  of  hyperalimentation. 

Hepatic  abnormalities  during  hyperalimenta- 
tion may  be  indicated  by  abnormal  liver  enzyme 
studies  and  histologic  evaluation  may  reveal  ste- 
atosis, cholestasis,  or  portal /lobular  injury.-®'’  An 
elevated  transaminase  has  been  observed  during 
enteral  alimentation  with  an  elemental  caloric 
source." 

Complications  related  to  fat  emnlsions  deserve 
an  expanded  comment.  Intralipid  is  an  emulsion 
containing  10%  soybean  oil  and  1.2%  phospho- 
lipids. The  solution  is  rich  in  unsatnrated  fatty 
acids  as  it  is  54%  linoleic  acid.  This  infusate 
serves  to  prevent  EFAD  in  patients  administered 
hypertonic  glitcose-amino  acid  products.  Further- 
more, it  is  an  added  caloric  source  and  may  be  ad- 
ministered peripherally.  Biochemical  evidence  of 
EF.\D  tends  to  occur  within  two  weeks  in  infants 
and  within  four  weeks  in  adidts  administered  a 
fat-free  diet.®**  Linoleic,  linolenic  and  arachi- 
donic  acids  are  considered  essential,  and  the  latter 
is  a precursor  of  prostaglandins  (PGEi  and  n). 
Aranchidonic  acid  is  probably  derived  from  lin- 
oleate.  Oleic  and  palmitic  acid  are  made  endoge- 
nously and  are  relatively  increased  in  EF.XD.  A 
triene  (oleic  or  5,8, 1 1-eicosatetraenoic  acidj/tet- 
raene  (arachidonic)  ratio  > 0.4  is  considered  diag- 
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iiostic  of  EFAD.  Clinical  nianifestations  include 
a bizarre  array  of  findings:  hair  loss,  eczema, 
dcst|namadon,  impaired  wound  healing,  elevated 
liver  enzymes,  thrombocytopenia,  loose  stools, 
stajrhylococcal  infections,  notching  of  “R”  w'aves, 
capillary  fragility  and  low  protaglandin  levels. 
The  significance  of  the  latter  is  conjectural. 
When  25%  of  calories  are  administered  as  Intra- 
lipid the  biochemical  pattern  can  be  reversed  in 
7-10  days.  However,  early  termination  of  fat  re- 
pletion is  followed  by  prompt  regression  suggest- 
ing it  takes  longer  to  replete  tissue  stores.  Clinical 
manifestations  were  obseiwed  after  abnormal  bio- 
chemical jiatterns  and  were  corrected  before  nor- 
malization of  these  parameters.  4%  of  calories 
as  linoleic  acid  have  been  recommended  as  a 
preventive  measure  although  one  investigator,  as 
mentioned  earlier,  has  cast  doitbt  on  the  adequacy 
of  7-1 0%|  of  calories  as  linoleate  for  this  pur- 
pose.'’" 4’opical  safflower  oil  (60%  linoleic  acid) 
has  been  submitted  as  an  alternative  to  fat  in- 
fusions in  the  management  of  patients  on  long- 
term I'PN.  Although  the  dermatitis  of  EFAD 
can  be  reversed  and  transcutaneous  absorption  is 
accejrted,  there  is  a question  whether  this  appli- 
cation significantly  affects  essential  fatty  acid 

blood  levels. 

Hepatic  dysfunction,  significant  hyperlipid- 
emias,  and  the  presence  of  coagulopathy  should 
cause  hesitancy  in  the  use  of  Intralipid.  Compli- 
cations of  this  nutrient  solution  include  hyper- 
tension/hyjiotension,  pancreatitis  (possibly),  arcus 
senilis,  phlebitis  and,  perhaps,  cerebral  infarc- 
tion."^ Long-term  vascnlar  effects  are  unknown. 
.'\  “fat  overload”  syndrome  has  been  described  in 
a child  after  ahnost  four  months  of  TPN  involv- 
ing a fat  emulsion."-  Features  included  seizures, 
coma,  fever,  coagulopathy,  jaundice,  apparent 
liver  dysfunction,  and  lipid-laden  neutrophils. 

SPECIAL  TECHNIQUES: 

■An  innovative  area  of  TPN  is  home  parenteral 
nutrition.  4 his  modality  has  substantially  re- 
iluced  the  cost  of  medical  care  and  restored  some 
.semblance  of  nonnal  lifestyle  for  many  sufferers 
ol  the  short  gut  syndrome  and  patients  with 
chronic  idiopathic  intestinal  pseudo-obstruction. 
The  Schribner  shunt  and  A-V  fistulae  wnre  imple- 
mented early  on  but  proved  to  have  a short  life- 
span. Furthermore,  the.se  acce.sses  required  an  as- 
sistant for  TPN  administration.  Consequently, 
exteriorized  intravenous  catheters  were  developed 


and  that  of  Broviac  has  proven  of  considerable 
longevity  (up  to  three  years)."'  During  disease- 
free  or  quiescent  periods,  the  patency  of  this  cath- 
eter can  be  maintained  with  intermittent  heparin 
instillation.  Of  course,  these  catheters  are  sub- 
ject to  the  complications  of  any  indwelling  ap- 
pliance: namely,  sepsis  and  thromboembolic  phe- 
nomena. The  infusion  is  usually  carried  out  over- 
night and  tapered  to  prevent  hypoglycemia.  A 
reasonable  cost  estimation  of  such  a venture  is 
§200()/month. 

Peripheral  parenteral  alimentation  has  been 
encouraged  as  it  avoids  the  catheter  and  hyperos- 
molar complications  of  conventional  therapy. 
This  mode  of  nutritional  support  is  also  reason- 
able in  that  low-density  glucose/amino  acid  or 
Intralipid/amino  acid  combinations  have  been 
shown  to  effect  nitrogen  conseiwation  similar  to 
that  of  conventional  solutions. The  resultant 
solution  customarily  has  an  osmolality  of  approxi- 
mately 90  mosm/kg.  Osmolar  concentrations  > 
500  mosm/L  invariably  cause  vascular  irritation. 
However,  this  thrombophlebitic  effect  can  be 
mitigated  or  prevented  with  supplemental  hydro- 
cortisone (5  mg)  and  heparin  (500  U)  in  the  nu- 
trient solution. This  measure  is  particularly 
applicable  in  the  case  of  the  patient  who  can 
sustain  some  oral  intake. 

Post-surgical  enteral  alimentation  is  an  im- 
portant area  in  that  hypoalbuminemia  has  been 
associated  with  inqiaired  healing  and  delayed 
motility.  Therefore,  a specially  designed  feeding 
tube  has  been  developed  by  Moss""  and  needle 
catheter  jej unostomy  has  been  popularized  by 
Delany"'^  in  attempts  to  approach  this  problem. 
Enteral  nutrition  can  be  delivered  in  the  form  of 
Isocal  or  a similar  product.  Elemental  formula- 
tions are  generally  not  required,  are  expensive, 
and,  as  they  are  hyperosmolar,  tend  to  cause 
cramps  and  diarrhea.  Continuous  administration 
is  probably  more  acceptable  than  bolus  feed- 
ings.'- Objective  validation  of  this  therapy  is 
illustrated  by  Moss  in  that  positive  nitrogen  bal- 
ance was  achieved  within  hours  of  initiation  of 
enteral  therapy  whereas,  heretofore,  this  has  re- 
quired 6-10  days.  Various  feeding  tubes  are  avail- 
able, but  a simple  measure  is  implementation  of 
a 24  inch,  14  gauge  Intracath.  A complication  of 
this  technique  is  otitis  media,  due  to  closure  of 
eustachian  ostia,  which  may  foster  meningitis.'*^ 
Formula  selection  and  feeding  tube  information 
are  covered  in  a recent  review  of  this  modality.®^ 
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TECHNICAL  ASPECTS: 

Wc  sliall  now  address  technic  al  considei  at  ions 
in  TPX  administration.  I’he  subclavian  veiti  is 
the  desirable  site  for  catheter  institution  as  the 
right  atrium,  internal  jngnlar  vein,  and  periph- 
eral accesses  are  snhject  to  a higher  iticidence  of 
nnacceptahle  or  invariable  risks.-*-'*'-^®  The  admin- 
istration line  should  he  changed  every  48  horns 
with  the  subclavian  dressing  change.  The  .22 
micron  filter  has  been  achocated  as  it  screens  out 
bacteria  and  fungi  while  the  .13  micron  filter 
traps  particulate  matter  and,  perhajxs,  fungi. 
However,  these  in-line  filters  may  severely  com- 
promise the  rate  of  fluid  administration.  .Some 
institutions  have  thus  abandoned  them  complete- 
ly and  have  resorted  to  donhle-filtering  in  the 
{)harmacy.  .Also,  selective  cnltnres  are  more  apt 
to  be  positive  on  the  patietit  side  of  the  filter. 
Finally,  the  mechanism  of  catheter  .sej^sis  is  more 
likely  due  to  catheter  ingrowth  (extrinsic)  rather 
than  intrinsic  access.  .Amphotericin  llnsh’^  has 
been  touted  in  the  past,  but  this  is  probably  not 
efficacious  for  rea.sons  mentioned  above.  Further- 
more, it  is  difficult  to  justify  any  injectable  addi- 
tion to  the  central  line. 

Subclavian  care  is  a murky  issue  as  skin  colo- 
nization is  correlated  ])oorly  with  septicemia. 
Also,  sepsis  seems  to  be  unrelated  to  the  duration 
of  catheterization  and  there  is  a low  incidence  of 
catheter  positi^'ity  in  the  face  of  positive  blood 
cultures.  Nevertheless,  with  regard  to  skin  colo- 
nization, one  study  demonstrated  no  superiority 
of  \arious  antibacterial,  anti-fungal,  or  combina- 
tion products  in  suppressing  .skin  flora.'''  Rather 
than  the  ointment  applied,  the  method  of  skin 
prejjaration  appeared  to  be  the  most  important 
asj^ect  of  care.  Flowever,  Providine  was  compared 
to  saline. 

Specific  solutions  and  additives  are  well  known 
and  are  only  appended  to  the  paper.  Monitoring 
involves  vital  signs,  weights,  I &;  O,  and  periodic 
assessment  of  mental  status.  A disturbance  in  the 
latter  could  represent  hyjwnatremia,  hyperglyce- 
mia, hyperosmolarity,  hyperammonemia;  low 
phosphate,  zinc,  or  magnesium:  sepsis,  hypox- 
emia or  other  aberrations.  Urinary  glucose  de- 
terminations are  important  bttt,  as  mentioned 
before,  have  limitations.  Lytes,  BLIN  and  BS 
should  be  obtained  daily,  or  more  frecpiently, 
initially,  until  deficits  are  repaired  and  the  pa- 
tient’s degree  of  glucose  tolerance  is  manifest. 
Baseline  Mg,  Ca,  PO4  levels  must  be  acquired 


and  followed  at  least  twice  weekly.  Clotting 
parameters  (PF,  P'F'F,  platelets  and,  perhaps, 
l)leeding  time),  “liver  function  tests”,  and  lipid 
levels  are  essential  if  the  use  of  Intralipid  is 
contemplated.  Periodic  CBC's  are  mandatory 
and  baseline  serum  and  retl  cell  folate,  Fe  and 
TIBC  can  be  justified.  Serum  osmolality,  am- 
monia level,  and  arterial  blood  ga,ses  may  be  in- 
dicated in  the  event  of  mental  torpor.  (Intralipid 
only  effects  a slight  drop  in  and  PaC)^).  The 
arterial  pH  may  prove  helpful  in  assessing  ap- 
parent hypokalemia,  etc.  Periodic  alljinnin  de- 
tertninations  are  helpful  in  that  the  therapeutic 
end-point  may  be  predicated  to  a degree  on  resti- 
tution of  normal  levels.  Gross  turbidity  of  the 
serum  can  be  used  as  a guide  to  fretptency  of 
Intralipid  administration.  Serum  creatinine  and 
uric  acid  as  well  as  urinary  calcinin'''  may  also 
jM'ove  of  benefit. 

When  the  decision  is  made  to  discontintte  TPN 
therapy,  a tajiering  j^rocess  should  be  etiacted  to 
allow  readjustment  of  insulin  levels.  Fmther- 
more,  anatomic  and  physiologic  studies  in  experi- 
mental animals  ami  man  have  revealed  structural 
and  functional  deficits  after  d'PN.'^"  Modlity  has 
been  preserved.'**  Fhus,  a gradual  tapering  of 
4 PN  with  the  instittition  of  oral  feedings  is  ad- 
visable to  avert  disaster  (hypoglycemia)  and  to 
allow  optimal  assimilation. 

ADDENDUM 

*Frcamine  II  6.2.5  gm  N/  560  cc  — 156  cal 
500  cc  D-oW  = 250  gm  Dextrose  = 1000  cal 
1 L Nutrient  Sol  = 1156  cal 
Intralipid  1.1  cal/cc  X -^*****  = 550  cal 

TPN  solution  administered  continuously  whether 
one  or  three  bottles/24  hr. 

Intralipid  administered  |)eriphei ally:  1 liter  over 
8-12  hrs. 

2 L/day  of  D-,)W-Freamine  II  and  IL  of  Intralipid 
= 3412  cal  with  a nonprotein  N ratio  of  ~ 
150 

*Some  prefer  Travasol  as  it  contains  mote  ])hos- 
phate  and  acetate. 

2 I.  of  Freamine  II  sujrply  20  inEq  of  Na  and 
40  mEq  of  PO4. 

Further  additions  are  usttally  recpiired;  jjartic- 
ularly  of  Na. 

Ca”  adm.  of  at  least  4.8  mE(|/24  hr  is  necessary  in 
view  of  phosphate  administration. 

K re(|nirements  of  60-120  mEtj  are  not  nnnsnal 
and  acetate  adm  may  be  necessary  if  significant 
CP  is  being  given  in  conjunction  with  sodimn 
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and  potassium. 

8-16  mE(|  iMagnesium  (lay. 

lijo:  0.25-1.0  mg  IM  monthly  recommended.  Al- 
ternative, 10  p,o  to  each  liter  of  solution 
(tedious). 

Folate,  5 mg  l.\l  tveekly  or,  perliaps,  1 mg  po  daily. 
Vit  Ki,  10-20  mg  LM  weekly. 

M\'I  preparation,  3-5  cc  daily. 

Intravenous  or  IM  Fe  as  recpiired. 

Insulin  (if  B.S  > 200  mg%  =:  10-25  FT  Recj  in- 
sulin/1000 cal  — added  to  the  nutrient  solution. 
(Best  to  err  on  the  low  dose  side!)  Some  prefer 
sidrcuianeous  administration.  If  protracted 
TPN  therapy  (3-4  tvks)  consider:  Zn  10-15  mg/ 
day  Cu  - 2-5  mg /day,  Cr  - 250  p,g  CrCls  daily 
(usual  oral  intake  though  probably  exceeds 
retjuiremeuts). 

The  author  ivould  like  to  acknoivledge  the 
teclmica!  assistance  of  Meg  Jackson,  uduch  teas 
greatly  appreciated. 
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ne^v  lorni  of  trealinem  lo  aitl  with  healing 
of  fracture  non-unions,  failed  fusions,  and  con- 
genital psendarthroses,  has  recently  been  intro- 
duced and  placed  on  a commercially  available 
basis,  l ire  device  is  called  the  Bi-Osteogen  System 
and  is  marketed  by  Electro-Biology,  Inc.  The 
major  portion  of  the  design  and  investigational 
studies  of  this  device  was  done  at  the  New  York 
Orthopaedic  Hospital  and  the  Columbia  Presby- 
terian Medical  Center  in  New  York  City  under 
the  direction  of  C.  A.  L.  Bassett,  M.D.  These 
studies  began  in  196-1  and  only  within  the  past 
year  has  the  combination  of  this  investigational 
work  resulted  in  a widely  available  device  for  use 
on  patients  with  difficult  tion -unions.  The 
unique  feature  of  this  treatment  device  is  that  it 
does  not  recpiire  implantable  electrodes  as  do 
some  of  the  other  devices,  and  thus  no  surgical 
procedure  to  apply  this  device  is  tiecessary.  The 
only  surgery  that  might  be  related  would  be  an 
open  reduction  necessary  to  establish  satisfactory 
alignment  of  the  fracture  fragments,  and  tints  in 
most  cases  the  possibility  of  iatrogenic  infections 
are  avoided. 

The  basic  concept  on  which  this  device  is  based 
is  that  electrical  activity  is  distinctly  detectable  in 
healing  bone.  This  treatment  device  induces  very 
small  voltage  in  the  bone  stimulating  healing  to 
occur.  This  current  is  generated  by  two  circular- 
shaped coils  of  wire  placed  on  opposite  aspects  of 
the  fractured  limb,  either  in  the  anteroposterior 
plane  or  the  niediolateral  plane.  1 hese  coils  are 
fastened  around  the  splinted  or  casted  limb  for 
approximately  10-12  hours  daily.  Most  patients 
find  the  sleeping  period  the  most  convenient  to 
apply  the  device,  but  since  it  is  portable,  it  could 

tUr.  Dodson  died  .April  2(i.  1980. 


be  applied  during  the  day  if  the  patient's  occupa- 
tion was  suitable,  such  as  desk  work,  d'he  voltage 
which  is  delivered  to  the  fracture  site  is  very 
specific  and  the  device  must  be  calibrated  to  the 
exact  specifications  of  each  particular  patient. 
This  is  determined  by  the  external  dimension  of 
the  cast,  or  the  limb  itself  if  no  cast  is  present. 
1 hese  dimensions  are  forwarded  to  the  manu- 
facturer by  the  treating  physician,  and  the  coils 
are  calibrated  at  the  factory  before  being  sent 
to  the  jjhysician  for  application  on  the  patient. 
The  device  is  applicable  to  jjatients  with  internal 
fixation  devices  in  place,  such  as  intramedullary 
rods,  the  only  (pialification  being  that  the  metal- 
lic implant  must  be  non-magnetic.  The  stainless 
steel  usetl  for  most  implants  is  Type  316L,  tvliich 
is  non-magnetic. 

Published  success  rates  for  cases  utilizing  this 
device  include:  88%  healing  of  actpured  non- 
unions in  the  tibia,  70%,  union  rate  iti  the  femur, 
ami  80%,  wdth  forearm  boties.  Fractures  with 
active  drainage  and  evidence  of  osteomyelitis  may 
be  treated  with  this  method.  Also,  faileil  fusions 
of  the  wrist,  ankle,  and  shoulder  may  be  treated 
with  this  device.  The  other  major  classification 
of  lesions  suitable  for  treatment  with  the  electro- 
magnetic waves  include  congenital  jtseudar- 
throses.  This  is  a particidarly  attractice  alterna- 
tive as  the  success  rate  of  inducing  union  in  such 
cases  with  any  form  of  surgery  is  very  low,  and 
amputation  is  usually  recpured  after  multiple  un- 
successfid  surgical  procedures.  Ajtproximately 
75%,  of  such  lesions  have  healed  with  application 
of  the  Bi-Osteogen  System.  Average  time  for  heal- 
ing to  occur  after  application  of  the  device  is  in 
the  range  of  three  to  seven  months.  ^Vdlen  ap- 
plied to  fractures  of  the  lower  extremity,  patients 
are  kept  non-weightbearing  during  the  period  of 
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ueatnieiu  with  lliis  device.  Regular  office  visits 
ate  a necessity  during  the  period  of  treatment  for 
ins]jecti(jn  of  the  lesion,  Itoth  radiographically 
ami  clinically. 

■ Mtliongh  this  device  is  tpiite  new  and  untested 
on  a large  scale  in  the  general  population,  the 
early  investigational  studies  appear  to  have  been 
well  designed  and  carried  out,  and  provides  an 
optimistic,  non-invasive  alternative  to  the  treat- 
ment of  otherwise  very  difficult  orthopedic 
lesions. 
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I I I 

This  uniejue  treatment  induces  weak  electrical 
current  levels  (1000  times  less  than  those  supplied 
by  cardiac  pacemakers  or  transcutaneotis  nerve 
stimulators)  to  promote  bone  formation  in  the 
fraettne  site.  The  treatment  head  produces  a time 
varying  electromagnetic  field  that  induces  a spe- 
cific current  pattern  in  the  fracture  site,  caus- 
ing mineralization  of  the  tissue  in  the  fracture 
gap.  The  induced  current  also  aids  vascular 
penetration  and  bone  formation  by  a process  re- 
sembling normal  endochondral  ossification. 
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(See  Answer  on  Page  78) 

HISTORY:  J.  F.  is  a 44-year-old  woman  with  chronic  renal  failure.  She  has  a past  history  of 
congestive  heart  failure  and  schizophrenia. 

Her  ECG,  shown  below,  is  consistent  with  which  of  the  following? 

A.  Phenothiazine  Trerapy. 

B.  Quinidine  Therapy. 

C.  Hypocalcemia. 

D.  Digitalis  Therapy. 


John  W.  Watson,  M.D. 

Assistant  Professor 
Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Pediatric  Review: 

Diagnostic  Approaches  to  Birth  Defects  in  the  Newborn 

How  to  CAPTURE  the  Diagnosis 

W.  R.  Collie,  M.D.* 


Introduction: 

In  1978,  a physician  in  San  Francisco  stated 
that  “Every  now  and  then  an  area  of  medicine 
is  discovered  that  is  so  poorly  done  that  tlie  rec- 
ognition of  the  dilemmas  is  acutely  shocking  and 
disgracefnl.  Nowhere  is  tliis  more  true  than  in 
diagnosing  and  cotinseling  for  the  malformed 
abortus,  stillltorn,  and  deceased  newborn.  . . . 
Tlie  goal  of  Increasing  commitment  to  achieving 
higher  diagnostic  rates  must  be  pursued.  The  in- 
volved families  deserve  this  for  they  have  lost  a 
dear  child  and  answers  are  the  least  we  can  give 
to  them.”-^  Today’s  modern  jnactitioner  of  medi- 
cine has  available  a variety  of  sophisticated  tests 
and  diagnostic  procedures  which  can  be  tised  in 
determining  the  etiology  of  birth  defects  in  the 
newborn.  "Wdiere  children  with  birth  defects  are 
concerned,  more  than  ever  before,  these  diag- 
nostic tools  in  the  physician’s  armamentarium 
are  capable  of  helping  him  arrive  at  an  accurate 
diagnosis  and  thereby  provide  the  anxious  fam- 
ily accurate  information  regarding  longevity, 
prognosis,  and  recurrence  jtrobabilities.  The  pur- 
pose of  this  article  is  to  list  in  a concise  fashion 
some  of  the  diagnostic  options  which  are  readily 
available  to  every  physician  in  Arkansas. 

Text: 

A birth  defect  can  be  defined  as  any  abnormal- 
ity jtresent  at  the  time  of  partnrition  which  sidj- 
setpiently  will  adversely  affect  the  health  of  the 
child.  Included  in  this  category  are  more  obvious 
defects  such  as  cleft  lip  and  jtalate,  congenitally 
dislocated  hips,  and  absence  of  the  cranium,  or 
anencephaly.  Birth  defects  can  be  either  visible 
or  non-visible  however.  Some  defects  which  are 
less  obvious  include  phenylketonuria,  pyloric 
stenosis  and  Huntington’s  chorea.  Obviously,  this 
article  will  be  limited  to  the  abnormalities  diag- 
nosable  in  the  newborn  period. 

.\lthough  outward  appearance  changes  with 
gestational  age,  the  diagnostic  approach  to  birth 
defects  in  the  fetus,  abortus,  stillborn,  and  new- 
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born  is  basically  the  same  and  will  be  discussed 
accordingly.  Each  technicpie  herein  described  is 
to  be  used  by  the  practitioner  whenever  appropri- 
ate in  each  individual  case. 

The  acronym  CAPTURE  is  specifically  de- 
signed to  help  the  busy  clinician  remember  what 
steps  to  take  when  seeking  to  “CAPTURE”  the 
diagnosis  in  a fetus  or  newborn  with  a birth  de- 
fect. Eirst  in  our  acronym  is  the  letter  C,  Avhich 
stands  for  chromosomal  analysis.  It  is  known  that 
at  least  1/3  of  all  spontaneous  abortions  up  to  28 
weeks  of  gestation  have  chromosome  abnormali- 
ties which  can  be  demonstrated  at  the  time  of  the 
abortion.! •“  These  abnormalities  currently  are 
felt  to  be  causal  in  the  fetal  loss.  Studying  the 
karyotApe  (chromosomal  features)  of  a spon- 
taneously aborted  child  is  therefore  very  impor- 
tant, helping  us  to  better  understand  and  explain 
the  pathogenesis  of  the  abortion.  Blood  from  the 
study  should  be  sterilly  taken  from  the  umbilical 
cord,  the  placenta,  an  intracardiac  puncture,  or 
from  the  saggital  sinus.  The  syringe  should  first 
be  heparinized  with  .1  ml  of  either  1/1,000  or 
1/10,000  LI  heparin:  following  aspiration  of  four 
ml  of  blood  the  syringe  is  capped,  and  sent  intact 
to  the  cytogenetics  laboratory.  If  the  blood  is  to 
be  kept  for  several  hours  or  for  a day  prior  to 
delivery  in  the  laboratory,  it  should  be  kept  in  a 
standard  refrigerator  [not  freezer)  until  it  can  be 
shipped.  Alternatively,  if  heparin  is  not  avail- 
able, a green-top  tube  (anticoagulated  with  pow- 
ilered  lithium  heparin)  may  be  sterilly  filled  with 
blood  and  stored. 

If  the  child  is  stillborn  or  if  the  physician  is 
called  to  see  a patient  sometime  after  death  and 
the  blood  cannot  be  obtained,  a sterilly-taken 
.skin  biopsy  (to  include  the  epidermis  and  dermis) 
can  be  placed  in  a tube  of  sterile,  nonbacterio- 
static saline  or  tissue  culture  media  and  forwarded 
to  the  chromosome  laboratory.  Surprisingly,  this 
skin  biopsy  can  be  taken  up  to  seven  days  after 
death  and  be  viable  if  the  body  has  been  kept 
cool. 

A high  yield  in  malformed  live-borns  is  also 
anticipated,  and  if  pursued  in  a likewise  manner 
should  give  frequent  positive  results.  Eor  a 
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simple  treatise  on  tliis  subject,  the  reader  is  re- 
ferred to  X'alentiiie's  monograph.-^ 

The  second  part  of  our  acronym,  “A”,  stands 
for  autopsy,  ft  is  important  that  an  autopsy  he 
ohtaineil  in  every  case  where  one  or  more  major 
congenital  malformations  are  ])resent  or  are  sus- 
pected in  the  newborn.  Families  who  are  under- 
standably struggling  with  their  shock  and  grief 
at  this  time  must  be  approached  by  the  clinician 
iti  a compassionate,  yet  firm  way  so  that  autopsy 
can  he  granted  and  important  information  ob- 
taitietl  by  the  pathologist.  \Ve  in  the  Genetics 
Ihiit  at  the  University  all  too  frecjuently  are  re- 
ferred bereaved  young  couples  desirous  of  genetic 
counseling  who  have  no  diagnosis  assigned  to 
their  lost  child.  Of  course,  such  couples  can 
rarely,  if  ever,  he  appropriately  counseled.  .Since 
it  has  heeti  established  that  up  to  50%  of  stich 
parents  can  he  accurately  counseled  regarding 
future  reproductive  risks  following  carefid  diag- 
nostic procedures  which  CAPTURE  the  diag- 
nosis,'' it  behooves  ns  as  clinicians  to  evaluate 
each  jtregnancy  and  its  outcome  apjtropriately. 

“P'diotographs  of  the  facial  features  of  each 
child  suspected  of  having  a congenital  defect  of 
the  structural  type  are  very  important.  Also, 
visual  documentation  of  any  as.sociated  anomalies 
such  as  club  hands,  birthmarks,  omphalocoeles, 
etc.,  are  highly  useful  to  the  Pediatric  Geneticist. 
These  pictures  can  be  taken  with  any  useable 
camera,  such  as  a Polaroid  camera,  a Kodak 
Instamatic,  or  the  more  sophisticated  single-lens 
reflex  ecjuipment  which  many  jthysicians  keep  in 
their  offices.  Shoidd  none  of  these  be  available, 
even  a picture  of  the  chikl  or  abortus  taken  with 
the  hospital's  standard  “baby  picture”  equipment 
is  acceptable.  Enough  emphasis  cannot  be  placed 
on  this  visual  aspect  of  capturing  the  diagnosis  in 
one's  patients,  because  even  the  most  skilled  phy- 
sician will  at  times  be  unable  to  ftdly  and  ac- 
curately cotivey  the  appropriate  descriptors  which 
can  alert  the  geneticist  to  an  accurate  diagnosis 
for  that  family.  Because  visual  documentation  of 
each  child's  anomalies  is  so  important,  every 
effort  shoidd  be  made  to  jthotograph  a child  who 
is  suspected  to  be  abnormal. 

I'ORCH  (TOxoplasmosis,  Rubella,  Gytomeg- 
alic  inclusion  disease,  and  Herpes)  titers  should 
be  drawn  on  every  child  with  a structural  birth 
defect.  Sometimes  the  appearance  of  an  unsus- 
pected intrauterine  infection  is  documented  in 


this  way;  we  here  at  the  Genetics  Unit  have  re- 
cently seen  three  such  cases  in  which  mothers  bore 
children  with  birth  defects  not  usually  as.sociated 
with  congenital  infection;  elevated  titers  were 
found  however,  intlicating  coexistent  maternal 
infection.  There  have  been  many  more  typical 
cases  where  the  constellation  of  clinical  fintlings 
(such  as  cataracts,  deafness  and  jxttient  ductus 
arteriosus  in  the  rubella  .syndrome)  are  associated 
with  positive  titers  drawn  by  the  clinician  at  the 
time  of  birth.  If  the  child  is  alive  at  six  weeks  of 
age,  then  “convalescent”  titers  shonltl  be  drawn 
also.  Maternal  sera  should  also  be  obtained  at 
these  times.  The  TORCH  titers  are  tpiite  im- 
portant and  we  view  them  as  an  integral  part  of 
the  workups  of  every  deformed  child.  Other, 
more  detailed  tests  can  be  performed  and  are  in- 
dicated in  jratients  where  the  clinician  has  a high 
index  of  susjhcion  that  a congenital  Infection  has 
occurred.''  " 'We  can  be  contacted  through  the 
AIEST  .Service  at  the  Lhiiversity  for  further  infor- 
mation in  such  cases. 

The  “U”  in  “CABTLIRE”  stands  for  urine  test- 
ing, encompassing  a variety  of  sophisticated  labo- 
ratory procedures  wbich  can  be  tpiickly  and  easily 
performed  in  the  Metabolic  Laboratory  at  .Ar- 
kansas Children's  Hospital,  ]jro\  iding  a great 
deal  of  information  on  children  with  sns])ected 
inborn  errors  of  metabolism.  Particularly  perti- 
nent in  cases  where  neonatal  hypoglycemia,  hy- 
perammonemia, or  severe  acidosis  are  present, 
these  tests  can  be  invaluable  clues,  leading  the 
physician  to  the  appropriate  diagnosis.  It  is  com- 
mon for  children  with  metabolic  birth  defects  to 
jrresent  as  outwardly-appearing  normal,  healthy 
term  newborns.  Eollowing  their  first  few  protein 
feedings,  they  become  acidotic,  go  into  shock  and 
then  succumb.  .As  we  have  become  more  adept 
in  recognizing  the  clinical  signs  which  accompany 
such  previously  unexplainable  deaths,  we  are  di- 
agnosing more  and  more  of  these  conditions  in 
time  to  save  the  baby  aiul  to  also  render  genetic 
counseling  to  the  family.  1 jtersonally  have  .seen 
just  such  a case  where  urine  was  obtained  and 
immediately  frozen  on  a female  infant  who  was 
otherwise  well  until  jrrotein  loading  (milk  feed- 
ings) was  begun.  .She  became  overwhelmingly 
acitlotic,  was  thought  to  have  “sepsis”  ami  died 
shortly  thereafter.  Her  alert  physician,  however, 
by  fieezing  and  testing  the  urine  from  this  child's 
last  voiding  made  the  correct  diganosis  and  en- 
abled her  parents  to  later  have  a healthy,  intelli- 
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gent  sibling.  Anytime  a physician  suspects  an  in- 
born error  of  metabolism  in  a neonate,  urine 
should  be  obtained  and  frozen  immediately. 
Bacterial  action  upon  the  specimen  othenvise  will 
quickly  render  it  useless  for  scientific  investiga- 
tion. Oliguria  is  frequently  seen  in  patients  with 
inborn  errors  of  metabolism,  since  they  present 
in  what  appears  to  be  a "sepsis-like"  manner,  with 
shock  and  systemic  acidosis.  In  such  chidren,  a 
bladder  tap  is  indicated  to  obtain  residual  urine 
in  these  instances.  Such  specimens  can  be  in- 
valuable in  helping  CAPTURE  the  diagnosis  in 
these  families,  and  I personally  have  observed  a 
case  in  which  the  frozen  urine  was  still  positive 
for  the  abnormal  metabolites  when  tested  nearly 
10  years  after  its  initial  collection!  In  these 
neonates,  the  urine  is  often  the  only  clue  we  have 
to  making  the  correct  diagnosis  after  death. 

‘‘R”adiographic  investigation  of  children  with 
multiple  malformations  is  an  absolutely  essential 
part  of  every  diagnostic  work-up.  At  the  mini- 
mum, there  are  two  views  necessary  for  establish- 
ing the  diagnosis  in  the  malformed  or  dwarfed 
neonate.  These  include  an  AP  “Babygram"  taken 
of  the  entire  product  of  conception  on  one  large 
film  such  as  an  adult  chest  plate,  and  a lateral 
total-baby  view.  Specific  radiographs  should  be 
taken  also  of  any  particularly  obvious  deformi- 
ties, such  as  club  hands,  malformed  skulls,  short- 
ened limbs,  etc.  Again,  we  cannot  emphasize  too 
strongly  that  many  complex  malformation  syn- 
dromes could  be  diagnosed  accurately,  if  only  the 
attending  physician  would  take  the  time  to  ob- 
tain the  appropriate  radiographs  along  with  the 
other  above-mentioned  studies.  Admittedly,  it 
seems  rather  anticlimactic  to  carefully  investigate 
a newly-dead  child  who  has  just  succumbed  de- 
spite your  most  strenuous  efforts  to  keep  it  alive 
in  the  nursery.  However,  the  long-term  impor- 
tance of  determining  the  correct  diagnosis  cannot 
be  overstated.  Bereaved  young  parents  are  ex- 
tremely grateful  when  correct  diagnoses  are  ap- 
plied, and  when  they  can  be  given  a f idler  under- 
standing of  why  their  baby  died. 

“E”xamination  of  the  placenta  should  also  be 
done  by  the  attending  physician  whenever  a child 
with  multiple  somatic  abnormalities  is  delivered. 
In  addition  to  finding  grossly  visible  abnormali- 
ties such  as  shortened  umbilical  cords  as  are  as- 
sociated with  oligohydramnios,  calcifications  and 
infarctions  of  the  placental  structure  as  seen  with 


congenital  infections,  and  others,  the  placenta 
itself  can  also  be  cultured  for  such  infectious 
agents  as  toxoplasmosis  or  cytomegalovirus,  and 
where  indicated,  enzymatic  determinations  can 
be  carried  out  to  better  define  suspected  bio- 
chemical errors. 

It  is  incumbent  upon  every  physician  dealing 
with  pregnant  women  and  their  offspring  in  Ar- 
kansas to  exercise  the  correct  approach  to  patients 
with  birth  defects.  The  acroynm  CAPTURE 
should  serve  to  outline,  organize,  and  ultimately 
enhance  our  efforts  directed  toward  this  end. 
WTen  such  data  are  collected,  the  responsible  phy- 
sician can  be  assured  that  he  will  have  acquired 
jiertinent  information  which  can  then  be  used  by 
the  Pediatric  Geneticist  in  assigning  a diagnosis, 
counseling  and  giving  accurate  recurrence  risks 
to  the  family. 
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Arthritis 

Alfred  Kahn,  Jr.,  M.D. 


J^isorclers  of  tlie  joints  are  one  of  the  major 
causes  of  disability,  especially  in  the  older  age 
groups.  There  is  a good  deal  of  research  in  the 
variotis  types  of  arthritis  but  no  important  break- 
through from  an  etiologic  or  therapetitic  point  ol 
view. 

Howell,  Woessner,  Jimenez,  Seda,  and  Schu- 
macher ha^’e  reviewed  the  pathogenesis  of  osteo- 
arthritis in  The  Bulletin  On  The  Rheumatic  Dis- 
eases (Volume  29,  pg.  996,  1978-9  series).  As  they 
point  out,  articidar  cartilage  is  made  tip  of  two 
jmincipal  parts:  collagen  and  proteoglycans.  Col- 
lagen occupies  abotit  50%  of  the  volume  of  carti- 
lage and  holds  the  hydrophilic  proteoglycans 
together.  The  authors  report  that  the  large  pro- 
teoglycan molectiles  have  such  an  avidity  for 
water  they  can  bind  1,000  times  their  weight  if 
they  are  unconstrained  by  collagen.  In  cartilage, 
the  proteoglycans  cannot  use  up  their  full  capac- 
ity for  binding  water  and  this  causes  an  intra- 
cartilage pressure  of  five  times  atmosplieric  pres- 
sure. In  osteoarthritis,  it  is  postulated  that  in- 
jured cartilage  cells  release  proteoglycanases 
which  destroy  proteoglycans.  Other  destructive 
enzymes  are  also  released;  there  are  enzymes  re- 
cently discovered  which  have  collagenase  activity 
and  tend  to  destroy  collagen.  One  other  interest- 
ing hypothesis  concerning  osteoarthritis  is  that 
the  diseased  cartilage  may  have  a different  parti- 
tion of  collagen  Type  I and  Type  II.  It  has 
further  been  suggested  that  the  collagen  in  osteo- 
arthritis is  not  mechanically  adecpiate  and  allows 
proteoglycans  to  escape  from  the  cartilagenous 
tissue.  Howell,  et  ah,  state  that  some  re.search 
indicates  mechanical  factors  injure  cartilage  as 
loss  of  bone  elasticity  with  age,  thus  “overload- 
ing” the  cartilage,  shifting  of  the  load  bearing 
surfaces  due  to  bone  remodeling,  and  microtrau- 
ma of  various  types.  Oddly,  pure  obesity  ap- 


parently plays  less  of  a role  in  osteoarthritis  than 
faulty  alignment  of  artictilating  surfaces. 

Reiter’s  .Syndrome  used  to  be  considered  a mild 
self-limited  disease  consisting  of  urethritis,  con- 
junctivitis, and  arthritis,  but  in  a review  of  131 
patients.  Fox,  Calin,  Gerber,  and  Giv.son  (Annals 
(jf  Internal  Medicine,  Volume  91,  page  17f),  Au- 
gust, 1979)  found  considerable  citron icity  of 
symptoms.  They  were  able  to  follow  arthritis  in 
83%,  tirethritis  or  cervicitis  in  42%,,  eye  discom- 
fort in  31%,,  heel  pain  in  45%,  and  back  pain  in 
51%,.  The  mean  age  of  the,se  patients  was  34  years 
at  the  followup  and  85%,  were  males.  4 he  au- 
tliors  feel  that  at  least  30%,  of  the  cases  of  Reiter's 
l)i,sease  have  significant  disability.  The  symptoms 
tend  to  be  relapsing  although  they  may  be  con- 
stant. The  disability  was  severe  enough  to  cause 
lo.ss  of  work  time;  interestly,  foot  jtain  was  a 
major  component  in  the  disabled  patients. 

Lyme  arthritis  is  a newly  described  clinical 
entity  first  reported  in  the  past  several  years.  The 
5'ale  LIniversity  group  has  several  recent  articles 
on  this  disorder.  .Steere,  Gibofsky,  Patarroyo, 
Whnehester,  Hardin  and  Malawista  wrote  on  the 
clinical  and  immunogenetic  differentiation  of 
Lyme  arthritis  from  rheumatoid  disea.se.  They 
characterize  Lyme  arthritis  as  “asymetric,  oligo- 
articular  swelling  and  jtain  affecting  primarily 
large  joints,  or  migratory;  polyarthritis,  in  large 
and  small  joints  {Annals  of  Internal  Medicine, 
Volume  90,  ])age  896,  June,  1979).  The  arthritis 
is  associated  with  ati  annular  skin  lesion.  It  may 
be  as.sociated  with  cardiac  nervous  system  signs. 
4 he  vector  is  thought  to  lie  a tick,  Ixodes  scapu- 
laries.  Fen  cases  are  reported  in  this  series  — and 
they  were  considered  chronic  cases  with  arthritis 
of  the  knee(s).  4'he  authors  excluded  Reiter's  Dis- 
ease and  rheumatoid  disease.  Fhere  was  no  ure- 
thritis, mucoctitaneotis  lesions,  or  iretis  as  in 
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Reiters:  nor  were  there  the  signs  of  rheumatoid 
disease  as  symmetrical  polyarthritis,  morning 
stiffness,  positive  R.A.  tests,  or  subcutaneous 
nodules.  The  joint  fluid  in  Lyme  cases  had  10,000 
to  25,000  white  cells  per  cu  MM  and  the  synovium 
was  thickened.  Seven  of  the  ten  cases  of  Lyme 
arthritis  were  said  to  have  alloantigen  DRx2. 
Steere,  et  ah,  postulate  that  Lyme  arthritis  is  trig- 
gered by  a tick  bite  which  sets  up  an  inappropriate 
immune  response. 

In  the  December  20,  1979,  issue  of  The  Neiv 
England  Journal  of  Medicine  (Volume  301,  page 
1358),  the  Yale  Group  Hardin,  Steere,  and  Mala- 
wista  published  an  “Immune  Complexes  and  the 
Evolution  of  I.yme  Arthritis,”  with  emphasis  on 
dissemination  and  localization  of  abnormal  Clq 
binding  activity.  They  reported  here  the  rela- 
tionship of  circulating  immune  complexes  to  the 
development  of  the  clinical  disease  using  Clq 
liinding  activity.  They  reported  here  the  rela- 
tionship of  circulating  immune  complexes  to  the 
development  of  the  clinical  disease  using  Clq 
assays.  For  example,  the  premonitory  skin  lesion 
of  Lyme  arthritis  is  erythema  chronicnm  migrans; 
in  cases  of  Lyme  arthritis,  this  skin  disorder  was 
associated  with  high  levels  of  the  immune  com- 
plex Clcp  They  state  that  the  titer  falls  if  the 
patient  has  only  arthritis,  but  if  cardiac  or  nerv- 
ous system  symptoms  develop,  the  titer  remains 
elevated.  High  Clq  level  in  synovial  fluid  was 
associated  with  cellular  reaction  in  the  joints 
which  suggested  an  interrelationship  of  immune 
marker  and  inflammatory  reaction.  Hardin,  et  ah, 
have  also  found  that  immune  globulin  M in- 
creased with  flare-ups  of  arthritis  and  immune 
globulins  C and  A reacted  oppositely.  Cryoglob- 
idin  tends  to  parallel  disease  activity  for  a short 
time,  Imt  tlie  relationship  is  not  as  strong  as 
with  Clq. 

The  immunopathogenesis  of  rheumatoid  ar- 
thritis was  reviewed  by  Paget  and  Silver  in  The 
American  Journal  of  Medicine  (Volume  67,  page 
961,  December,  1979).  They  feel  that  an  immune 
disorder  prodtices  and  perpetuates  rheumatoid 
arthritis.  They  explain  that  the  immune  response 
in  rheumatoid  disease  is  both  cellular  and  hu- 
moral. The  lymphocytes,  B-lymprocytes  and  mi- 
crophage release  immune  substances  in  the  syn- 
ovium which  form  complexes  with  antigen.  It  is 
jiostulated  that  the  rheumatoid  process  develops 
only  in  certain  genetic  types  and  it  seems  that  it 
may  be  over  reaction  to  some  stimulus  as  a bac- 


teria, for  example.  The  humoral  immunoglobu- 
lins can  be  made  in  the  synovium,  and  this  ac- 
counts for  20%.  The  authors  state  that  rheuma- 
toid factor  in  the  serum  tends  to  parallel  sus- 
tained rheumatoid  disease,  but  some  cases  of 
rheumatoid  disease  are  R.A.  negative.  They  have 
proposed  a scheme  to  account  for  the  pathogenesis 
of  rheumatoid  inflammation;  it  is  shown  diagram- 
matically  in  their  article.  Paget  and  Gibofsky  feel 
that  the  principal  happening  is  an  antigen  anti- 
body reaction  in  the  joints.  This  is  followed  by 
a “complement  cascade”.  That  in  turn  leads  to 
a neutrophil  invasion.  The  neutrophils  ingest 
immune  complexes  after  which  lysozymes  are  re- 
leased causing  articular  damage.  Collagenase  is 
also  released  which  could  injure  the  cartilagenous 
matrix. 

Psoriatic  arthritis  is  the  subject  of  an  excellent 
review  in  The  Journal  of  the  Ainerican  Medical 
Association  by  Loebl,  Kirby,  Stephenson,  Cook, 
Mealing,  and  Bailey  (Volume  242,  page  2,447,  No- 
vember 30,  1979).  They  describe  four  forms:  an 
oligoarticular  assymmetric  type,  a rheumatoid- 
like  disorder,  a mutilating  variety,  and  a distal 
interphalangeal  type.  The  histopathology  is  said 
to  have  two  distinctive  characteristics:  distal  joint 
involvement  and  severe  destruction  in  the  artic- 
ular stirface  and  nearby  bone.  Furthermore,  as 
compared  to  rheumatoid  disease  psoriatic  arthri- 
tis is  reported  to  have:  less  fibrin  and  synovial 
proliferation,  early  fibrosis,  less  cellular  infiltrate, 
different  behavior  of  the  pannus,  and  more  os- 
teolysis. There  seems  to  be  a genetic  factor  in 
psoriatic  arthritis  as  demonstrated  with  HLA-B27. 

The  arthritic  disorders  are  Itetter  understood 
now  than  in  previous  years,  but  they  remain  only 
partially  conc|uered  from  a treatment  point  of 
view. 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  ECG  shows  a sinus  rhythm.  The  PR  in- 
terval is  0.22  seconds.  The  corrected  Q-T  interval  calcu- 
lated by  Bozett's  formula  (QT  interval  divided  by  the 
square  root  of  the  R-R  interval)  is  0.52  seconds  with  the 
upper  limit  of  normal  being  0.42  seconds.  Thus,  the  QT 
interval  Is  greatly  prolonged.  Phenothlazines,  Quinidine, 
Hypocalcemia,  and  Hypomagnesemia  are  all  associated 
with  prolongation  of  the  QT  interval.  Digitalis  shortens 
the  QT  interval  but  may  prolong  the  PR  interval.  No  stand- 
ards are  shown,  so  one  cannot  comment  on  the  apparent 
decrease  in  voltage.  Nonspecific  ST-T  schanges  are  present 
also.  Hence,  the  ECG  is  consistent  with  all  the  choices 
given. 


78 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Ototn  Otket*  tfeaf^d 


Arkaiisds  Medical  Monthly 
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OUR  FEE  BILL 

'I'he  medical  pi ole.s.sion  oi  Little  Rock  are,  in 
oiir  opinion,  recklessly  ilisregarclino-  their  own 
interests  by  sustaining  tlie  present  high-priced  lee 
bill.  W'e  cannot  conjecture  any  possible  benelit 
to  be  derived  Irom  its  existence.  It  is  titterly  im- 
possible to  comply  under  all  circumstances  with 
its  retpiirements,  and  it  therelore  oidy  serves  as 
a scarecrow  to  drive  jiatients  from  ns,  who,  in 
this  event,  either  seek  the  prescribing  drtiggist  or 
a homeo]tathic  practitioner.  The  ca.ses  in  which 
it  is  admissible  to  charge,  and  possiltle  to  collect, 
three  dollars  per  visit,  occur  in  the  practice  of 
this  city  very  seldom,  and  where  they  do,  such 
charges  may  be  made  as  well  w-ithoiit  the  existence 
of  a fee  bill  as  with  it.  Office  practice  among  the 
regular  physicians  of  this  city  amounts  to  a very 
small  consideration,  whereas  the  homeoj^athic 
practitioners  reap  a handsome  competence  from 
such  work.  We  cannot  deny  the  fact  that  many 
of  these  last-named  practitioners  are  men  of  in- 
telligence, and  judging  from  their  credentials, 
acquired  from  our  own  schools,  show  evidence 
of  good  professional  education.  When  we  ac- 
knowledge these  facts,  and  then  admit  that  they 
secretly  employ  onr  system  of  practice,  we  must 
accord  them  the  capacity  of  doing  some  good  to 
their  patients.  Then  consider  the  fact  that  these 
patients  get  their  prescription  and  medicine  for 
one  dollar,  while  we  charge  two  dollars  for  pre- 
scription alone,  and  you  have  a key  to  the  suc- 
cess of  homeopathy.  Again,  consider  that  a large 
number  of  patients  who  possibly  have  no  confi- 
dence in  homeopathy,  but  are  not  inclined,  if  aide, 
to  pay  two  dollars  for  prescription  and  extra  for 
medicine,  will  risk  the  prescribing  druggist. 
These  combined  influences  impoverish  the  reg- 
ular jnactice,  and  it  is  blind  folly  for  us  not  to 
see  it.  There  is  not  a physician  in  the  city  of 
Little  Rock  who  adheres,  under  all  circumstances, 
to  the  fee  bill  in  his  charges.  As  I said  before, 
it  is  impossible  to  do  so.  Then  why  not  abolish 
it?  It  is  a weapon  in  the  hands  of  those  who 
might  desire  to  in j tire  us.  The  profession  of  large 
cities  are  not  governed  by  such  proscribed  meas- 
ures, but  the  practitioner  charges  in  proportion 
to  the  efficiency  of  his  services,  or  as  much  as  his 
reputation  will  justify  him  in  demanding.  . . . 


Lhe  reputations  of  our  leading  jthysicians  are 
made,  and  they  can  afford  to  continue  their  in- 
dtilgence  in  high  fees,  and  need  not  fear  the 
cheap  doctors,  ddierefore  our  present  lee  bill  af- 
fords nothing  btit  a disadvantage  to  the  entire 
profession  of  this  city,  and  is  without  any  feature 
to  recommend  its  continuance.  As  a protection 
against  opposing  sects  in  medicine,  and  prescrib- 
ing druggists;  for  the  benefit  of  our  honest  pa- 
trons; and  becattse  it  is  non-effective,  except  in 
its  unjust  influences  against  the  interests  of  young 
practitioners,  and  evinces  a selfish  s|tirit  among 
the  old  and  governing  members  of  otir  societies, 
with  a tendency  to  disintegrate  them,  and  avert 
the  true  principles  of  such  organizations  — for 
these  suflicient  rea.sons  we  suggest  that  otir  fee 
bill  be  abolished. 

FEE  BILL 
1869 

Established  by  the  Medical  Association  of  the 
City  of  Little  Rock  and  Ptilaski  County. 

For  a visit  and  prescri|Jtion  within  the  city  S 3.00 


For  a visit  and  prescription  across  the  river, 

within  half  a mile  of  river  5.00 

For  visit  and  prescription  out  of  the  city, 
not  exceeding  one  mile  (and  charge 
for  medicine)  5.00 

For  a call  visit  and  prescription  wdthin 

the  city  3.00 

For  a call  visit  and  prescription  otit  of  the 

city  (and  charge  for  medicine)  5.00 

For  a night  visit  within  the  city  6.00 

For  a night  visit  and  prescription  out  of  the 
city,  not  exceeding  one  mile  (and 
charge  for  medicine)  10.00 

For  extra  prescription  where  two  or  more 

are  sick  in  one  family,  not  less  than  2.00 

For  prescription  at  the  office  or  wdthin 

the  city  2.00 

For  prescription  at  the  office  for  the 

country  not  less  than  2.00 

For  letter  of  advice  and  general  directions 

not  less  than  6.00 

For  vaccination  in  the  city  (and  charge  visit)  2.00 
For  vaccination  out  of  the  city 

(anti  charge  mileage)  2.00 

For  cupping  5.00 

For  venesection  (and  charge  visit)  2.00 

For  introduction  of  ceton  or  issue  5.00 

For  introdticing  catheter  or  bougie  5.00 

For  attention  in  all  cases  per  hour  (day)  3.00 
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For  attention  in  all  cases  per  hotir  (night)  5.00 
F'or  opening  boil  or  aljscess 

(and  charge  visit)  1 @ 5.00 

For  visit  in  the  cotintry  exceeding  three 
miles,  jter  mile,  (and  charge  prescription, 
medicine,  and  other  services,  as  above)  1.50 

For  a night  visit  in  the  country,  per  mile, 

(and  charge  prescription,  medicine  and 
other  services)  4.00 

For  prescription  in  gonorrhoea  20  @ 20.00 

For  prescription  in  .syphilis,  not  less  than  10.00 
For  extra  cases  ot  gonorrhoea  or  syphillis, 
charge  according  to  circumstances 
For  examination  of  suspected  cases  5.00 

For  visit  and  considtation  in  the  city  (day)  13.00 
For  visit  and  consultation  in  the  city  (night)  15.00 
For  each  sticceeding  visit  (night  double)  5.00 

For  visit  and  consultation  in  the  country 

(and  charge  mileage)  13.00 

For  visit  and  accouchement  in  the  city 

(day)  not  less  than  25.00 

For  visit  and  accotichement  in  the  city 

(night)  not  less  than  30.00 

For  visit  anti  accouchement  in  the  country 

(charge  mileage)  not  less  than  25.00 

For  visit  preternatural,  diffictilt  or  lingering, 
charge  according  to  circumstances 
For  am|nitation  of  the  thigh,  leg  or  arm, 

not  less  than  100.00 

For  amputation  of  the  thigh,  leg  or  arm, 

in  the  cotintry  (charge  mileage)  100.00 

For  each  stibsetpient  dressing 

(ami  charge  visit)  2 @ 5.00 

For  reducing  fracttire  of  thigh,  leg  or  arm 

(if  in  country  ch’ge  mileage)  20  @ 50.00 

For  each  subsequent  dressing 

(and  charge  visit)  2 @ 5.00 

For  reducing  compound  fractures  (in  the 

cotintry  charge  mileage)  not  less  than  50.00 

For  reducing  dislocation  of  the  hip  joint 
(in  the  country  charge  mileage) 
not  less  than  100.00 

For  redticing  dislocation  of  the  shoulder, 
elbow,  wrist  or  ankle  (in  the  country 
charge  mileage)  not  less  than  25.00 

For  each  sulrsetjuent  dressing 

(and  charge  visit)  2 @ 5.00 

For  trephining  (in  the  country  charge 

mileage)  not  less  than  100.00 

For  hydrocele  (in  the  country  charge 

mileage)  not  less  than  20  @ 20.00 


For  paracentesis  abdominis  (in  the 

country  charge  mileage)  25.00 

For  paracentesis  thoracis  (in  the 

country  charge  mileage)  35.00 

For  fistula  in  ano  or  perineo  (in  the 

country  charge  mileage)  50.00 

For  bronchotomy  (in  the  country 

charge  mileage)  50.00 

For  aneurism  (in  the  cotintry 

charge  mileage)  50.00 

For  lithotomy  or  strangulated  hernia  (in 

the  country  charge  mileage)  200.00 

For  examining  with  speculum  per 

vaginam,  not  less  than  10.00 

For  attendance  in  contagious  diseases 
dotible  the  ordinary  charge 


For  post-mortem  examination  by  order  of 

court  or  any  constituted  atithority 

(and  mileage)  not  less  than  50.00 

Night  visits  to  be  calculated  after  9 o'clock  in  the 
spring  and  summer  months,  and  6 o’clock  in  the 
fall  and  winter  months. 

Arkansas  Medical  Monthly 
Vol.  1 No.  8 Nov.  1880 

LITTLE  ROCK  DRUG  MARKET  REVIEW 
CORRECTED  MONTHLY  BY  J.  A.  JUNGKIND, 
WITH  C.  J.  LINCOLN,  WHOLESALE  DRUGGIST. 

Hie  demand  for  drugs  during  the  past  month 
has  been  fair,  and  up  to  the  standard  at  this  sea- 
son of  the  year. 

Prices  have  been  steady,  with  few"  exceptions. 
The  most  notable  decline  has  been  that  of 
Qtiinine. 

The  foreign  market  is  lower,  the  American  de- 
mand for  foreign  Qtiinine  having  considerably 
slackened  of  late.  The  autumn  having  passed 
without  the  occurrence  of  any  serious  epidemic, 
eastern  holders  of  this  valuable  remedy  find  them- 
selves for  the  moment  largely  overstocked. 

P.  & W.  Quinine  is  cjuoted  now  at  $2.60  in 
ounces,  and  P.  & W.  Cinchonidia  at  85c.  in 
otinces. 

Gum  Opium  is  quiet  at  $7.50,  although  the 
assurance  of  an  Opium  famine  is  still  maintained. 
Yet  in  the  face  of  this  Morphia  has  declined. 
P.  &:  W.  Morphine  is  now  held  at  $4.60  per  ounce. 

S.N.  Bismuth  has  advanced  slightly. 

Glycerine  is  steady  at  33c., and  in  good  demand. 

Mercurials  remain  unchanged  in  price. 
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111  Spices,  Black  Pepper  aiul  Allspice  are  higher; 
while  all  the  others  are  linn. 

Iodine  and  Iodide  Potassiinn  have  declined. 

Bromide  Potassium  is  now  held  at  ‘15c. 

On  Window  Cdass  a discount  oil  the  ‘A’  list  ol 
50  per  cent  is  given.  Small  sizes  are  very  scarce. 

.\lcohel  (sic)  S2.30  per  gallon  is  asked. 

Oils  ol  Cidiebs,  Cdoves  and  Sassalras  are  higher. 

Arkansas  Medical  Monthly 
Vol.  1 No.  9 Dec.,  1880  p.  408 

DRUG  STORE  FOR  SALE 

.\  small  Drug  business  in  Argenta,  Arkansas  — 
a place  ol  about  1000  inhabitants  and  rajiidly  in- 
creasing. Stock  worth  between  S450  and  $550.  A 
splendid  location  lor  a good  physician.  Terms 
cash.  Call  on  or  address  M.  W.  Sangster,  Argenta, 
Pulaski  county,  .\rkansas.  Reason  lor  selling,  bad 
health. 

Arkansas  Medical  Monthly 
Vol.  1 No.  9 Dec.,  1880  pp.  404-405 

A UNIQUE  CASE 
By  Dr.  J.  J.  Jones,  Sr. 

Having  recently  observed  in  my  obstetrical 
practice  the  lollowing  singidar  congenital  condi- 
tion allecting  a child  which  I delivered,  I con- 
clude to  report  the  same  to  your  journal: 

I was  called  on  the  1st  ol  December,  1880,  to 
see  Mrs.  4'.,  in  her  lourth  labor,  aged  30,  in  robust 
health.  And  alter  an  easy  and  natural  labor  ol 
ten  hours’  duration,  she  gave  birth  to  a large  and 
w^ell-develojjed  chikl.  It  was  apparently  in  ex- 
cellent condition,  and  tmtisually  vigorous.  On 
its  lelt  side,  abotit  one  inch  below'  the  crest  ol 
the  ilium,  and  immediately  in  Iront  ol  the  sacro 
iliac  symphesis,  extending  oblitpiely  upwartl,  and 
partially  across  the  lumbar  vertebrae,  w’as  a 
blister  lilled  with  serum,  with  hardened  indu- 
rated edges,  evidently  ol  several  hours’  duration. 
It  was  two  inches  wide  and  lour  and  a hall  long. 
The  serum  w'as  evacuated  and  the  blister  dressed 
with  cosmoline.  The  next  day  it  presented  a dark 
aspect,  and  had  evidently  extended  itsell  about 
one-eighth  ol  an  inch  all  around.  I had  it  dressed 
with  an  ointment  made  ol  cosmoline,  oxide  ol 
zinc  and  carbolic  acid  during  the  day,  and  at 
night  directed  a slippery  elm  poultice.  Third  — 
The  center  ol  the  blister  w'as  quite  black,  but  it 
had  not  extended  any  lurther  on  the  stirlace,  and 
the  edges  show'ed  less  inllammation;  continued 
the  same  treatment.  Fourth— The  slough  w'as 
suppurating,  and  healthy  pus  exuding  from  be- 


neath its  edges.  On  the  lilth  the  slough  tame 
away  entirely,  leaving  a healthy  looking  ulcer, 
which  has  healed  kindly  and  is  now  about  well. 
What  could  have  caused  it  1 am  unable  to  divine, 
but  it  was  evidently  a genuine  blister  on  a healthy 
surlace.  Could  it  have  been  caused  by  a local 
contraction  ol  the  w'omb?  This  amnion  cotitained 
very  little  w'ater. 

Dardanelle,  Ark. 

Arkansas  Medical  Monthly 
Vol.  1 No.  1 April,  1880  pp.  16-47 
Hot  S])rings  used  to  be  visited  mainly  on  ac- 
count ol  syphilitic  diseases;  so  much  so,  that  if 
any  one  w'as  seen  there  it  was  taken  as  jyrinia  facia 
evidence  that  he  had  contracted  a syphalis,  or 
what  is  known  at  Hot  Springs  as  ‘old  rahl.’  So 
universal  was  this  opinion  that  it  was  nonsense 
for  a visitor  to  deny  the  ‘soft  impeachment.’  But 
now  w'e  find  quite  a large  proportion  of  the  visi- 
tors suffering  from  other  diseases. 

Fhe  old  Hale  Bath  Flouse  has  been  torn  down 
and  a handsome  one  erected  in  its  place.  The 
tid«  (20  in  number)  are  of  slate.  The  vapors  are 
w'ell  arranged.  mud-hole  has  been  constructed 
in  imitation  of  the  natural  baths  on  the  moun- 
tain, formerly  known  as  the  ‘Rahl  and  Mud-hole’ 
— one  for  each  of  the  sexes.  The  ladies  mud  bath 
is  cozily  arrangetl,  and  a shower  is  at  hand  lor 
the  ijurpose  of  cleansing  the  body  alter  com- 
ing out  ol  the  bath.  Fhe  mud-bath  jtool  lor  the 
gentlemen  is  deep  enough  and  large  enough  to 
swim  in.  4’he  mud-baths  are  a new  feature  in 
Hot  Sjtrings  bath  hotises,  anti  so  are  the  slate 
tubs.  An  office  and  tw’o  parlors  are  attached. 
Fhe  altendants  are  all  dressed  in  livery. 

Arkansas  Medical  Monthly 
Vol.  1 No.  3 June,  1880  pp.  130-131 

Editorial 
M.  D.'s. 

(Medical  Drummers.) 

It  is  a mercantile  ctistom,  long  reejuired  as 
legitimate  and  judicious,  for  wholesale  tlealers  to 
enq)loy  salesmen  to  travel  as  solicitors  of  business 
in  their  respective  interests,  but  it  is  left  to  ihe 
retail  druggists  of  North  .\merica  to  ttrganize 
the  grandest  system  ol  commercial  agencies  ever 
known  to  the  world,  lliese  soda-w'ater  stpiirters 
have  secretly,  but  successfully,  manipulated  in 
their  interest,  and  without  expense  to  themsehes, 
for  many  years,  an  organization  of  about  eighty 


Volume  77,  Number  1 — June,  1980 


81 


From  Oiher  Years 


thousand  drummers.  This  lioodwinked  army  oi 
perambulating  apothecary  clerks  are  known  to 
the  people  of  the  United  States  as  American  doc- 
tors. They  infest  all  parts  of  the  country,  but 
are  most  diligently  and  profitably  employed  in 
the  cities,  where  they  go  from  house  to  house  and 
recpiest  the  sick  dtvellers  to  buy  medicines  from 
certain  drug  stores.  These  patients  give  their 
last  half  dollar  for  one  cent’s  worth  of  medicine 
in  four  ounces  of  distilled  (rain)  water,  while  the 
doctor  (so-called)  charges  his  fee  for  visit  and  pre- 
scription, which  he  seldom  collects,— his  only  re- 
muneration being  the  privilege  he  enjoys,  tvhile 
off  duty,  of  sitting  in  the  back  room  of  drug 
stores,  chewing  his  own  tobacco,  spitting  on  the 
stove  and  being  sociable  with  his  employer.  .Some 
druggists  are  said  to  enjoy  a monopoly  of  drum- 
mers, by  paying  a certain  per  cent,  as  commission 
on  sales  effected  by  them.  This  is  better  than 
working  for  nothing,  as  others  do,  but  it  is  taking 
undue  advantage  of  those  who  respect  the  code 
which  prohibits,  in  spirit,  such  contracts.  Pre- 
scriptions written  in  characters  only  understood 
by  certain  druggists  is  a violation  of  the  same  law. 


l)ut  sometimes  indulged  in  by  “leading”  medical 
drummers.  For  God’s  sake,  gentlemen,  cease  to 
prostitute  your  profession  to  such  a base  calling. 
If  true  physicians,  cjuit  drnmming  for  drug  stores 
and  battle  for  your  owm  interests.  If  you  own 
an  interest  in  any  of  these  establishments,  let  it 
be  known,  throw  up  your  diploma  and  rally  to 
the  soda  fount.  Give  others  a chance  who  are 
struggling  single-handed  under  known  principles 
for  such  reward  as  his  merit  might  command,  but 
for  your  demoralizing  influences.  All  over  the 
universe  drugs  are  sold  for  cash,  while  medical 
advice  is  charged;  druggists  are  growing  rich  and 
doctors  poorer!  The  doctor  writes  a prescription, 
for  which  he  charges  two  dollars;  the  druggist 
compounds  it  perhaps  a dozen  times,  and  gets 
each  time  his  five  hundred  per  cent,  in  cash.  . . . 
What  is  to  be  done  to  correct  this  afflicition?  Buy 
and  dispense  our  own  medicines  is  the  answer. 
Homeopathic  patronage  is  largely  influenced  in 
this  manner  in  the  cities.  The  fact  is  evident,  be- 
cause this  practice  meets  with  no  encouragement 
in  the  country,  where  physicians  all  carry  and 
dispense  their  own  remedies. 
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THE  MONTH  IN  WASHINGTON 

Fhe  .Senate  Finance  Committee  continues  to 
forge  altead  with  its  consideration  of  a cata- 
strophic national  health  insurance  jrroposal  with 
Chairman  Russell  Long  (D-LA)  determined  to 
secure  a favorable  vote. 

However,  the  shadow  of  the  budget-balancing 
imperative  has  made  committee  members  cau- 
tious about  actions  that  would  increase  federal 
spending  next  year.  As  a consecpience,  committee 
approval  of  a NHI  bill,  while  a giant  step  for- 
ward, would  leave  NHI  still  a long  way  from 
adoption  by  Congress,  the  formidable  hurdles  of 
.Senate  a]:)proval  and  action  by  the  so-far  disin- 
terested House  standing  in  the  way. 


A majority  of  witnesses  appearing  before  the 
Senate  Finance  subcommittee  on  Health  have 
endorsed  the  spurring  of  competition  in  the 
health  care  field,  but  most  expressed  some  reser- 
vations about  the  so-called  “pro-competition” 
measure  before  the  panel. 

Lowell  Steen,  M.D.,  Board  Chairman  of  the 
American  Medical  Association,  said  the  AMA 
supports  the  principle  of  increased  competition 
through  multiple  insurance  options  for  em- 
ployees. However,  Dr.  Steen  cautioned  that  “any 
legislation  embodying  such  principles  must  also 
carry  sufficient  safeguards  to  protect  the  pur- 
chaser . . . also  we  must  never  let  quality  be 
sacrificed  to  cost  considerations.” 
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I'he  pro-coiiipetition  |jroposals  bring  new  con- 
siderations to  the  debate  over  national  health  in- 
surance, Dr.  Steen  noted.  “ The  goal  of  this  leg- 
islation is  to  lower  national  exjrendit  tire  lor 
health  care  by  assuring  options  of  coverage  to 
employees  under  employer  health  plans  ...”  The 
current  tax  deduction  for  jrremimn  ])nrchase  and 
for  individual  medical  expense  costs  would  be 
sharply  cnrtaileil  under  these  proposals  in  an 
effort  to  force  employers  and  individuals  to  seek 
lower  cost  plans,  including  health  maintenance 
organizations. 

Dr.  Steen  said  the  vast  majority  are  protected 
by  health  insurance,  but  there  are  .some  who 
through  no  fault  of  their  own  cannot  obtain  the 
coverage  they  need.  “These  new  proposals  (pro- 
competition) are  not  designed  to  deal  with  this 
problem,  and  in  some  w’ays  . . . may  even  exacer- 
bate it,”  he  told  the  subcommittee. 

riie  present  tax  relief  for  employee  health  in- 
surance benefits  has  been  spectacularly  successfid 
in  encouraging  health  insurance,  he  noted. 

He  said  changes  that  shotdd  be  made  in  the 
private  insurance  system  that  would  go  a long 
way  to  close  the  gaps  in  coverage  include  mini- 
mum standards  of  adecpiate  benefits,  wdtli  ap- 
propriate deductible  and  co-insurance:  a simple 
system  of  uniform  benefits  by  federal,  state  and 
local  governments  for  those  unable  to  provide  for 
their  own  medical  care;  and  the  purchase  of  pri- 
vate catastrophic  coverage. 

nationwide  jn'ogram  coidd  be  instituted  by 
the  private  industry  (and  government  if  necessary 
for  reinsurance)  to  make  available  catastrophic 
coverage  to  protect  against  the  impact  of  a costly 
illness  that  coidd  be  economically  devastating. 
W'e  call  upon  the  committee  to  consider  these 
points  when  reviewing  any  health  insurance 
proposal.” 

Referring  to  the  bill  before  the  subcommittee, 
sponsored  by  .Sen.  Dave  Durenberger  (R-MN),  Dr. 
Steen  said  the  bill  contains  no  mandate  that  the 
employer  provide  any  insurance,  and  the  em- 
ployee’s participation  in  any  plan  would  be 
voluntary. 

“The  AMA  supports  competition  in  the  de- 
livery of  medical  services,”  said  Dr.  Steen.  “Com- 
petition at  its  best  can  raise  the  cpiality  of  care 
and  reduce  the  costs  of  providing  that  care.  Such 


competition  is  promoted  in  the  Durenberger  Bill 
in  the  re(|uirement  of  multi-plan  options,  but 
there  are  also  limiting  conditions  ...” 

One  problem  is  that  current  law  aheady  re- 
(juires  the  option  of  comprehensive  benefits  pro- 
r ided  by  an  HAfO.  Since  there  would  lie  no  cor- 
responding broad  coverage  retpiiiement  lor  con- 
ventional insurance  in  the  bill,  competition  coidd 
suffer,  according  to  Dr.  Steen. 

Dr.  Steen  pointed  out  that  the  concept  of  in- 
creased competition  ihrongh  limitation  on  the 
tax  exclusion  by  employees  with  respect  to  em- 
ployer-paid premium  and  a system  of  cash  rebates 
for  low-cost  plan  selection  was  contained  in  a rec- 
ommendation of  the  National  Commission  on 
the  Cost  of  Medical  Care  — a recommendation 
that  has  received  AMA  approval. 

“However,  we  have  reservations  about  a pro- 
gram that  might  encourage  the  individual  to 
accpiire  less  coverage  than  is  desirable,”  said  Dr. 
Steen. 

#-j/.  -v-  -Y- 

^ ^ ^ 

Government  sujiport  for  medical  education  is 
needed  to  bridge  the  gap  between  the  limits  of 
piivate  re,sonrces  and  the  costs  of  medical  edu- 
cation, the  AMA  has  told  Ciongress. 

Noting  that  legislation  has  been  introduced  to 
eliminate  capitation  grants  for  medical  schools, 
the  .-\MA  said  such  aid  “has  been  a valuable  in- 
vestment of  public  funds  to  improve  the  cpiality 
and  availability  of  medical  education.”  Medical 
schools  use  these  funds  according  to  their  specific 
needs  and  the  needs  of  their  communities,  the 
AAfA  noted. 

C.  AVhlliam  Rube,  M.D.,  Senior  Vhee  President 
of  the  AMA,  testifying  on  the  opening  health 
manpower  hearings  of  Congress  belore  the  Senate 
the  loss  of  general  institutional  support  would 
catise  schools  to  seek  other  sources  of  funds, 
possibly  through  tuition  increases,  and  harm  the 
cpiality  and  availability  of  medical  education. 

In  addition  to  general  support,  special  project 
grants  serve  to  inlluence  directions  in  medical 
education,  Dr.  Riilie  said.  “With  sjiccial  ])roject 
grants  each  institution  may  judge  whether  it  can 
and  should  parlici|)ate,  ba.secl  on  factors  such  as 
cunicuhnn  strengthening,  community  needs,  as 
well  as  other  factors,”  he  said. 
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I'he  AM  A otticial  endorsed  a system  of  govern- 
ment guaranteed  loans,  along  with  interest  sub- 
sidies. as  the  most  effective  means  of  generating 
funds  for  modernization  of  schools  from  private 
money  markets. 

I'he  AMA  also  supported  special  assistance  for 
schools  with  financial  problems  that  threaten  the 
cpiality  of  their  programs  and  their  continued 
operation.  “Such  assistance,  however,  should  not 
become  a permanent  crutch  for  faltering  schools,’’ 
Dr.  Ruhe  said.  “Rather,  it  should  be  geared  to 
overcoming  immediate  financial  hurdles  and  lead 
to  financial  stability.” 

On  the  cpiestion  of  student  aid,  “We  are  deeply 
concerned  by  the  financial  pressures  placed  on 
students,  and  we  firmly  believe  that  access  to 
medical  education  must  not  be  allowed  to  become 
limited  on  the  basis  of  income,”  Dr.  Ruhe 
testified. 

He  noted  that  the  AMA,  through  its  founda- 
tion, operates  its  own  loan  guarantee  program  for 
medical  students  and  resident  physicians.  Since 
the  inception  of  this  program  in  1962,  more  than 
.|95  million  in  loans  have  been  guaranteed. 

“Our  resources,  however,  are  not  sufficient  to 
meet  an  ever  growing  demand  in  the  face  of  rising 
tuition  costs,”  Dr.  Rnhe  said.  “It  is  essential  that 
government  at  all  levels  take  steps  to  assure  stu- 
dents continued  acce.ss  to  adecpiate  resources. 

“Student  assistance  must  be  of  the  highest  prior- 
ity for  government  action  . . . effective  mecha- 
nism for  government  participation  is  a program 
of  guaranteed  loans,”  Dr.  Ruhe  said.  Such  a guar- 
antee serves  to  minimize  the  strain  on  govern- 
ment re,sources  and  also  enhances  tlie  ability  of 
students  and  newly  licensed  physicians  “to  make 
intelligent  career  choices  according  to  their  in- 
terests and  capabilities,”  the  AMA  official  said. 

Dr.  Ruhe  said  the  AMA  also  supports  other 
aid.  For  example,  contractual  .service  arrange- 
ments (between  students  and  resident  physicians 
and  organizations  such  as  the  armed  forces  or 
other  governmental  services)  are  one  option. 
Scholarships  for  exceptional  students  should  be 
encouraged.  And,  financial  grants-in-aid,  with- 
out obligations  for  repayment,  should  be  avail- 
able for  economically  disadvantaged  students. 
“We  encourage  both  the  states  and  the  federal 
government  to  make  the.se  kinds  of  options  avail- 


able so  that  students  can  make  choices  according 
to  their  needs  and  abilities,”  Dr.  Ruhe  said. 

New  physicians  should  be  free  to  choose  to 
repay  a government  loan  directly,  or  to  partici- 
pate in  a program  of  service  in  some  needed  area 
in  lieti  of  payment.  Dr.  Ruhe  testified. 

The  AMA  supported  the  continuation  of  the 
National  Health  Service  Corps  “as  a beneficial 
method  of  providing  medical  services  in  under- 
served areas.” 

The  AMA  also  endorsed  continued  federal  as- 
sistance to  programs  of  basic  nurse  training,  add- 
ing that  federal  assistance  should  be  provided  to 
the  training  institution  as  well  as  to  the  student. 

# # # # 

President  Carter  has  vetoed  legislation  increas- 
ing the  pay  and  benefits  of  military  physicians 
and  other  health  professionals. 

In  a message  to  Congress,  Carter  said  he  wanted 
to  reiterate  his  “commitment  to  alleviate  the 
shortage  of  physicians  in  the  armed  forces”  and 
urgetl  the  lawmakers  to  tailor  the  legislation  “in 
a fiscally  responsible  manner.” 

He  said  expansion  of  the  law  covering  military 
physicians’  pay  would  increase  federal  spending 
by  some  $170  million  for  the  years  through  1985. 

Under  the  bill,  which  had  been  approved  only 
a week  before  by  Congress,  a military  physician 
could  have  earned  as  much  as  $71,000  a year. 

The  pay  system  in  the  bill  authorized  bonuses 
for  physicians  who  became  Board  Certified  in 
medical  specialties.  This  was  singled  out  for 
criticism  by  President  Carter. 

Other  reasons  for  the  Carter  veto:  the  bill 
.should  not  have  included  Public  Health  Service 
Commissioned  Corps  and  shoidd  not  have  covered 
non-physicians. 

Sen.  Hart  (D-CO)  has  introduced  legislation 
aimed  at  meeting  President  Carter’s  objections 
to  the  military  physician  pay  bonus  bill. 

Similar  legislation  is  being  offered  in  the 
Hou.se.  Hart,  a member  of  the  Senate  Armed 
Services  Committee,  said  c|uick  action  is  needed 
in  order  to  preserve  the  military  medical  corps. 

# # # # 
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J'lie  AMA  and  other  partners  in  tite  Voluntary 
Ellort  to  contain  health  care  costs  have  warned 
President  Charter  against  pushing  his  long-stalled 
hospital  cost  containment  bill. 

jaines  Sammons,  M.D.,  Executive  Vice  Presi- 
dent ol  the  .\AE\,  told  reporters  lollowing  the 
\Vh  ite  House  meeting  that  he  iinds  it  “very  hard 
to  understand”  why  Carter  opposes  mandatory 
wage-price  controls  but  favors  hospital  cost- 
constraints. 

“In  197S  and  1979  doctors’  fees  have  increased 
at  a lower  rate  than  the  Consumer  Price  Index,” 
Sammons  said.  “That  says  to  tis  we're  doing  it 
voluntarily.” 

However,  the  White  House  rejected  the  advice. 
“We  will  continue  to  press  for  hospital  cost  con- 
tainment,” said  White  House  Press  Secretary  Jody 
Powell.  “If  yon  just  look  at  health  costs  over  the 
j)ast  several  months,  that  is  an  important  area  to 
which  inflation  has  spread.” 

The  cost  containment  bill  was  watered  down 
into  a voluntary  program  in  the  Hon.se  last  year 
and  never  made  it  to  the  Senate  floor. 

# * * * 

Lindannted  by  hostile  congressional  actions. 
Federal  Trade  Commision  Chairman  Michael 
Pertscluik  says  he  plans  to  continue  investigations 
of  physician  activities. 

He  has  told  a Hon.se  Appropriations  subcom- 
mittee the  FTC  will  focus  on  “concerted  actions” 
by  health  providers  who  “may  seek  to  obstruct 
cost-containment  programs.”  He  mentioned  jios- 
siijle  boycotts  of  health  maintenance  organiza- 
tions, and  possible  “price  fixing  cons];)iracies  and 
boycotts  designed  to  thwart  insurers’  cost-contain- 
ment programs.”  Pertschuk  also  said  the  FTC 
will  continue  to  keep  its  eye  on  the  relationships 
between  physician  groups  and  Blue  .Shield. 

1 he  .Senate  failed  by  only  a few  votes  recently 
to  exempt  physicians  from  FTC  jurisdiction. 
Congress  has  been  holding  up  FTC  appropria- 
tions and  the  agency  faces  the  need  for  long-term 
funding  in  order  to  keep  operating. 

* * * * 

HEW  Secretary  Patricia  Harris  is  upset  at  the 
length  of  time  it  takes  the  Food  and  Drug  Ad- 
ministration to  process  final  drug  determination. 


She  told  a House  Commerce  Subcommittee  that 
“nothing  has  frustrated  me  as  much  in  the  jiast 
seven  months  as  trying  to  get  a handle  on  the 
time-frame  at  FDA.” 

“It’s  clear  I’m  going  to  have  to  take  over  some 
of  die  administration  myself,”  Harris  added.  “I 
a.sked  P'D.-V  why  it  has  taken  five  years  (to  finalize 
regulations  denying  reimbursement  for  ineffective 
and  possibly  defective  drugs)  and  they  have  not 
answered  me.” 

1 he  HEW  Secretary  said  she  is  assigning  a per- 
sonal staff  member  to  sjreed  things  up  at  the  FDA. 

# # # * 

The  House  Government  Operations  Commit- 
tee has  approved  the  Federal  Privacy  of  Medical 
Information  .Act,  restricting  the  release  of  medical 
information  and  allowing  patients  to  examine 
their  own  records  in  institutions.  The  committee 
vote  was  26-7. 

Six  dissenting  Repnblicans  said  that  health  care 
ought  to  be  regulated  by  the  states.  They  ques- 
tioned whether  there  were  sufficient  almses  that 
made  the  legislation  necessary.  A vote  is  expected 
this  spring  by  the  Hon.se.  Similar  legislation  is 
before  the  Governmental  Affairs  Committee  in 
the  Senate. 

Finder  the  bill,  patients  in  a federally  supjiorted 
institution  or  facility  would  have  the  right  to  in- 
spect records  about  themselves  and  .seek  correc- 
tions, if  necessary.  Penalties  are  provided  for  im- 
projier  release  of  patient  information,  d’he  bill 
does  not  cover  the  offices  of  individual  physicians. 

* * * * 

'Fhe  Health,  Education  and  WTlfare  Depart- 
ment, abbreviated  as  HEW  all  these  years,  ado|Jts 
a new  name  officially  on  May  7 — the  Department 
of  Health  and  Human  Services  (HHS).  That’s 
the  date  the  new  Department  of  Education  is 
launched,  stripping  the  “E”  out  of  the  HEW. 
The  HHS  acronymn  unfortunately  looks  a lot 
like  the  other  acronyms  that  abound  at  the  HEW 
Dejxirtment,  especially  the  HS.A  of  the  Health 
.Services  Administration.  HEW  W'as  almost  chris- 
tened the  Welfare  Department  at  its  inception 
in  the  early  195()s,  l)ut  the  late  Sen.  Robert  Taft 
(R-OH)  balked  at  the  implication  of  a wellare 
state. 

* * * * 
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INFIRMARY  DEDICATED  TO  DR.  SHUFFIELD 

During  the  extended  session  ot  the  State 
Legislature  in  January  1980,  a Senate  Concurrent 
Resolution  authorized  the  dedication  o£  the 
medical  consultation  room  at  the  State  Capitol 
as  the  H.  Elvin  Shnffield  Infirmary.  The  Legis- 
lature recognized  Dr.  Shuffield's  long  service  to 
medicine,  to  the  I.egislature,  and  to  the  pid^lic  in 
naming  the  infirmary  in  his  honor.  Dr.  Shnffield 
served  as  Chairman  of  the  Legislative  Committee 
of  the  Society  for  twenty-one  years.  He  was  the 
medical  liaison  for  the  members  of  the  Legisla- 
ture, he  coordinated  the  “Doctor  of  the  Day” 
jnogram  at  the  Legislature,  and  he  often  provided 
medical  care  himself  when  at  the  Legislature. 

The  Infirmary  was  formally  dedicated  on  April 
16,  1980.  Senator  Max  Howell,  Chairman  of  the 
•Senate  Efficiency  Committee,  Senator  Jim  Hoi- 
sted, and  Senator  Moniss  Henry  were  present 
representing  the  State  Legislature.  A.  E.  Andrews, 
president  of  the  Arkansas  Medical  Society,  James 
Weber,  Chairman  of  the  Society  Legislative  Com- 
mittee, Legislative  Counsel  Michael  Mitchell,  and 
C.  C.  Long  and  Ken  LaMastus  of  the  Society  staff 
were  pre.sent  for  the  dedication. 

Medical  Practices  Act 

Now  Available.  Revised  edition  of  the  Medical 
Practices  Act  and  all  Rules  and  Regulations 


pronndgated  by  the  Arkansas  State  Medical 
Board.  Pidilished  in  loose  leaf  binder  form  and 
available  from  the  Arkansas  State  Medical  Board 
at  a price  of  $5.50  postpaid.  Euture  changes  in 
the  Medical  Practices  Act  and  any  additional 
rules  and  regulations  will  be  available  in  loose- 
leaf  form.  Send  request  to  Dr.  Joe  Verser,  .Secre- 
tary, Arkansas  State  Medical  Board,  Post  Office 
Box  102,  Harrisburg,  Arkansas  72432,  and  make 
your  check  payable  to  the  Arkansas  State  Medical 
Board. 

* # # * 

PERSONAL  AND  NEWS  ITEMS 
Councilor  to  Southern  Medical  Association 

Dr.  L.  K.  Austin  of  Monticello  has  been  ap- 
pointed to  serve  a five-year  term  as  Councilor 
from  Arkansas  on  the  Coitncil  of  the  Southern 
Medical  Association.  Dr.  Austin  was  appointed 
by  Dr.  G.  Baker  Hubbard,  Sr.,  president  of  the 
SMA. 

Physician  Portraits  Hung 

The  Logan  County  Museum  Association,  lo- 
cated in  Paris,  held  an  open  house  on  April  20  to 
honor  the  “Smith  Doctors”.  Portraits  of  Doctors 
Jim  Smith,  Mac  Smith,  John  Smith,  Charles  .Smith 
and  Janies  T.  Smith  were  presented  to  the  mu- 
seum for  permanent  display.  Dr.  James  T.  Smith 
of  Paris  presented  medical  articles  for  display  and 
answered  questions  during  the  ceremonies. 
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Cancer  Symposium 

Particiijants  in  an  April  Cancer  Syinposinm  in 
Russellville  inclnclecl:  Russellville  Doctors  Robert 
Bell  (cancers  pectiliar  to  men),  Donald  Dunn 
(cancers  pecidiar  to  women),  Joe  Crumpler,  Jr. 
(cancers  of  the  colon  and  related  areas),  Nathan 
.\nstin  (cancers  of  ear,  nose  and  throat),  antf  Dr. 
Rent  ^\'estbrook  of  Little  Rock  (breast  cancer). 
Dr.  Stanley  D.  letter  of  Russellville  .served  as 
adviser. 

Golden  Apple  Award 

Dr.  I .eo  Davenport  of  Fort  Smith  was  among 
those  receiving  Golden  Apple  awards  from  the 
F'ort  Smith  Classroom  I’eachers  Association  in 
.April.  Dr.  Davenport  was  honored  for  his  work 
tvith  the  Berkley  project,  a program  of  instruction 
in  anatomy  for  fourth  through  seventh  grade 
students. 

New  Clinic  in  Hope 

.An  ojren  house  was  held  on  .April  6th  at  The 
Hope  Doctors'  Clinic.  Lite  clinic  will  house  the 
offices  of  Drs.  George  Wright,  family  physician, 
and  George  Garrett,  Jr.,  obstetrician-gynecologist. 
School  Board  President  Elected 

Dr.  Hunter  M.  Steadman  of  Eureka  Springs  has 
been  elected  President  of  the  Eureka  Sjjrings 
School  Board.  He  has  served  as  Board  Member 
for  the  past  two  years. 

Physician  Locates 

Dr.  Thomas  J.  Me  Hat  tie,  an  obstetrician- 
gynecologist,  has  joined  Drs.  Kevin  Crowley  and 
Henry  Edwards  at  their  clinic  in  Van  Btiren. 

Dr.  Saltzman  Honored 

Dr.  Ben  N.  Saltzman  of  Little  Rock  is  the 
recipient  of  the  1980  National  Human  Relations 
.Award  given  by  the  .Arkansas  Council  on  Brother- 
hood of  the  National  Conference  of  Christians 
ami  Jews.  The  award  was  presented  to  Dr.  Saltz- 
man for  his  dedication  of  countless  hours  of  time 
and  energy  to  many  varied  community,  state,  and 
international  projects  and  programs  which  have 
jrromoted  gootl  human  relations  and  true  patri- 
otism. 

Air  Force  Award 

Dr.  AV.  John  Giller  of  El  Dorado  has  been 
chosen  Outstanding  Reserve  .Aerospace  Medicine 
Physician  of  the  year  by  the  10th  .Air  Eorce.  Dr. 
Giller,  commander  of  the  917th  Tactical  Clinic 
at  Barksdale  .Air  Eorce  Base  in  Lotiisiana,  is  now 
qualified  for  consideration  as  the  to|)  aerospace 
officer  in  the  Eh  S.  Air  Eorce  Reserves. 

Physician  Speaks  to  Business  Club 

Dr.  Cynthia  Netherton  of  Clinton  was  guest 


speaker  at  the  annual  Career  Dinner  ol  Clinton 
Bnsiness  and  Professional  Women's  Cltd)  in  .April. 

Dr.  Chock  Speaks 

Dr.  Daniel  Chock,  director  of  the  Community 
Dialysis  Center  in  Motmtain  Home,  discussed  a 
new  piogram.  Continuous  .Ambulatory  Peritoneal 
Dialysis,  and  the  develojmient  of  dialysis  at  a 
recent  meeting  of  the  Baxter  General  Hospital 
.Auxiliary. 

Rotary  Speaker 

Guest  sjreaker  for  the  .Ajtril  Llth  meeting  of  the 
Afarianna  Rotary  Glub  was  Dr.  Ben  .Saltzman. 
Little  Rock  Physician  Honored 

Dr.  Joseph  1).  Calhotm  became  president  of  the 
.American  Roentgen  Ray  Society  at  its  recent 
annual  scientific  meeting  in  Las  ATgas. 

Physician  Elected  to  Board 

Dr.  Peter  Irwin  of  Eorth  Smith  was  one  of  ionr 
recently  elected  to  the  Board  of  I rustees  of  Sparks 
Regional  Afedical  Center  in  Port  Smith. 

Knee  Injuries 

Dr.  D.  Bud  Dickson  spoke  on  the  prevention, 
treatment  and  rehabilitation  of  knee  injuries 
dtning  a meeting  at  .Arkansas  Tech  in  April. 
During  his  talk,  he  told  of  the  Cybex  machine  and 
its  use  in  rehabilitation  work. 

Crawford  County  Gains  Physician 

Dr.  L.  Travis,  formerly  of  Canada,  has  joined 
Dr.  Kenneth  Stone  for  the  practice  ol  medicine  in 
\hui  Buren. 

Health  Fair 

Dr.  f.  J.  Magie  of  Conway  recently  participated 
in  an  Older  .Americans  Health  Fair  '80  sjronsored 
by  the  Faulkner  County  Council  on  .Aging  and 
the  Cientral  .Arkansas  .Area  .Agency  on  .Aging.  .A 
wide  variety  of  health  screening  tests  and  informa- 
tion were  offered  to  persons  over  the  age  ol 
during  the  fair. 

New  Medical  Center  in  Pocahontas 

Open  house  was  recently  held  at  the  new  Ran- 
doljrh  Comity  Afedical  Center  in  Pocahontas.  Dr. 
Ramon  Lopez,  an  Orthopaedic  Surgeon  from 
Newport,  joins  the  staff  ctf  the  new  medical  center. 
Drs.  Joe  T.  AVhlson,  Jr.,  and  John  Smoot  of  Jones- 
boro were  jtreseni  for  the  dedication  ceremonies. 

Perinatal  Adolescent  Conference 

Dr.  Afose  Smith,  Director  of  Little  Rock  Preg- 
nancy and  Counseling  .Service,  recently  partici- 
pated in  a Perinatal  .Adolescent  Conference  held 
at  Indian  Rock  Resort,  F'airfield  Bay.  Fhe  theme 
of  the  conference  was  “Teen  Pregnancy  in 
.Arkansas." 
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Category  1 

Continuing  Medical  Education 
Programs  Available  in 
Arkansas 

AMERICAN  COLLEGE  OF  PHYSICIANS - 
MKSAP  REVIEW  COURSE 

Presented  by  Peter  O.  Kohler,  AI.D.,  August 
2>28,  8:00  AM.  to  ^:00  P.M.,  Hilton  Inn,  Little 
Rock.  Thirty  hours  Category  I credit.  Registra- 
tion fee:  AGP  Associates,  $100;  AGP  Members, 
FACP,  Residents  and  Research  Fellows,  $200; 
Non-members,  $300. 

RECURRING  EDUCATION  PROGRAMS 

I'nless  otlierwise  iiulicated.  ])rograms  are  for  one  to  one  and  one-lialf  hours  Category  I credit. 

FAYETTEVILLE  — AHEC-NW 

Medicine  Teaching  Conference,  7:30  .\.M.  each  Saturday,  AVashington  Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  July  1st  and  Kith  and  ,\ugust  ,5th  atul  20th,  3:00  I’.M,,  Conference  Room. 

Pathology  Conference,  July  15th  and  .\ugust  19th,  3:00  P.M.,  C.onference  Room. 

Mortality  Conference,  Jidv  10th  and  .August  14th.  3:00  P.M.,  Conference  Room. 

Endocrinology  Conference,  July  (check  for  date  and  time)  . 

Pulmonary  Conference,  .\ugu't  (check  for  date  and  time)  . 

FORT  SMITH  — AHEC 

Tumor  Conference,  every  Tuesday,  12:00  noon.  Fourth  Floor  C.onference  Room,  Sparks  Regional  Medical  Center. 

.lONESBORO  — ST.  BERNARDS  REGIONAL  MEDICAL  CENTER 

Interesting  Cases,  second  and  fourth  Ttiesday,  12:00  ntton.  Dietary  Cionference  Room.  Sponsored  by  .\HEC-NE. 

Tumor  Conference,  third  1 ticsday,  12:00  noon.  Dietary  C.onference  Room.  Sponsored  by  .AFIEC-NE. 

Medical  Lecture  SertVi,  eacli  Friday  except  third  Friday,  11:50  .\.M.,  Dietary  Conference  Room.  Sironsorcd  l)y  .\HEC-NE. 
Chest  Conference,  third  Friday,  11:50  ,\.M.,  Dietary  Conference  Room.  Sponsored  by  .\HEC-XE. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Care  Conference,  each  Tttesclay,  12:00  Noon  to  1:00  P.M.,  Dining  Room  #1. 

Central  Arkansas  Primary  Care  Conference,  second  Tttesclay,  7:00  P.M.  to  9:00  P.M.,  .Xttclitorium.  I’tvo  hours  Category  I 
credit. 

Cardiopulmonary  Resuscitation  Course,  second  Wednesday,  (;:()()  P.M.  to  michtight.  Human  Resottree  Deyeloptncnt  Area. 
Six  hours  Category  1 credit. 

Emergency  Room  Medicine  Conference,  second  and  fourth  Wednesday,  12:00  noon  to  1:00  P.M.  Conference  Room  ^l. 
Morbidity  and  Mortality  C.onference,  first  I httrsday,  8:00  .\.M.  to  9:00  .\.M.  C.onference  Room  ^1. 

Surgery  Conference,  eaclt  Thttrsday  except  first  1 httrsday,  8:00  .\.M.  to  9:00  ,\.M.,  C.onference  Room  ffX. 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Inlerhospital  GI  Problems  Conference,  first  Monday,  (i:00  P.M.  to  7:30  P.M.,  Room  E155,  Echtcation  5\’ing. 

Peri pheral  I'ascular  Disease  Conference,  second  Moitday,  li:0tl  P.M.  to  7:00  P.M.,  Room  E155,  Education  Wing. 

Petlialric  Conference,  first  and  third  Monday,  12:30  P.M.  to  1:30  P.M..  Room  E159,  Echtcation  Wing. 

Inlerhospital  Urology  Grand  Rounds,  first  Monday,  5:30  P.M,  to  6:30  P.M.,  Room  E159,  Echtcation  Wing. 

Neuropathy  Conference,  third  Tttesclay,  5:00  P.M.  to  6:00  P.M.,  Room  SI  169,  I.altoratory. 

Pulmonary  Conference,  first  and  third  Thttrsday,  12:00  noon  to  1:00  P.M.,  Room  E.159,  Echtcation  5Ving. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Internal  Medicine  Grand  Rounds,  each  1 ttesclay,  8:00  .\.M.  to  9:00  ,A.M..  Echtcation  I .Attditorittm. 

POCAHONTAS 

Medical  Lecture  Series,  third  I ttesclay  in  .Attgttst,  7:30  P.M,,  Randolph  Cottnty  Hospital.  Sponsored  by  .AHEC-NE. 

WALNUT  RIDGE 

.Medical  Lecture  Series,  tliird  Tttesclay  in  Jttly,  7:30  P.M.,  Lawretice  .Memorial  Hospital.  Sponsored  by  .AHEC-NE. 

.As  orsani/ations  accrecliceci  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  ceriif\  that  these  continuing  medical  education  activities  meet  the  criteria  lor  the  credit  hours  specilied  iii  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 


AGING  CONFERENCE 

Presented  by  \dtki  Schmall,  Cierontology  Spe- 
cialist. July  2Qth,  8:00  A.M.  to  4:00  P.M.,  VA 
Medical  Genter,  Fayetteville  (for  further  informa- 
tion contact  VA.MG,  Fayetteville). 
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Boone  County  Medical  Society  has  adcleil  three 
members  to  its  roll: 


Dr.  Charles  R.  Klepper 

Dr.  Charles  Klep}x?r  was  horn  in  Harrison  on 
December  16,  1949. 

Dr.  Klepper  is  a graduate  of  Hendrix  College 
and  was  grantetl  his  medical  degree  from  the 
University  of  Arkansas  College  of  Medicine  in 
1975.  His  internship  and  residency  were  at  the 
University  of  Missouri  Medical  Center. 

Dr.  Klepper,  an  Internist,  has  practiced  in 
Harrison  for  two  years.  His  office  is  at  220  North 
4Valnut. 


Dr.  John  H.  Marsh 

Dr.  John  .Marsh  is  a native  of  .Maud,  Oklahoma. 
He  was  born  on  July  18,  1936. 

.\fter  attending  Hendrix  College  and  Oklahoma 
State  Lbiiversity,  Dr.  .Marsh  received  his  M.D. 
from  the  University  of  Oklahoma  School  of  Medi- 
cine in  1963.  His  internship  was  at  St.  John’s 
Hos])ital  in  I’ulsa,  Oklahoma.  Before  entering 
residency  training.  Dr.  Marsh  served  with  the 
United  States  .\rmy  for  two  yean. 

Dr.  Marsh  served  residencies  in  Internal  Metli- 
cine  at  St.  John’s  in  I’ldsa,  Pediatrics  at  St.  John’s 
and  Hillcrest  Medical  Center  in  I’nlsa,  and 
Pathology  at  Hillcrest. 

He  practiced  at  the  Family  Planning  Clinic  in 
I’nlsa  for  two  years,  and  was  F.mergency  Physician 
in  Sapid  pa  and  Okmulgee  from  1975  to  1978.  In 
1978  and  1979  he  was  in  Family  Practice  in 
Sapulpa  as  well  as  Emergency  Physician  and  also 
did  some  Emergency  Medicine  in  .McAlester  and 
M uskogee. 

Dr.  Marsh  now  practices  Emergency  Medicine 
at  620  North  Willow  in  Harrison. 

Two  idiysicians  have  recently  joined  Garland 
County  Medical  Society: 

Dr.  Haynes  G.  Jackson,  Jr. 

Dr.  Haynes  G.  Jackson,  Jr.  was  born  on  SejJtem- 
ber  30,  1914,  in  Hot  Springs. 


Dr.  Jackson  was  graduated  from  Southwestern 
at  Memphis  with  a B..-\.  in  1967  and  from  .Mem- 
phis State  with  an  M.S.  in  19()9.  He  was  granted 
his  M.D.  from  the  University  of  Arkansas  Ciollege 
of  .Medicine  in  1974.  His  internship  and  resiliency 
were  served  at  the  same  institution.  Dr.  Jackson 
held  a teaching  ap|)ointnient  at  the  LIniversity  of 
.Arkansas  .Medical  Center  for  one  year. 

Dr.  Jackson  now  practices  Obstetrics  and  Gyne- 
cology at  505  West  Grand,  Suite  311,  Hot  Springs. 

Dr.  Philip  A.  Woodward 

Born  on  January  24,  1946,  Dr.  Philip  VVModward 
is  a native  of  .Austin,  Minnesota. 

Dr.  Woodward  received  his  pre-med  education 
at  Grinnell  College,  Iowa.  His  medical  degree 
was  awarded  by  the  University  of  Iowa  College 
of  Medicine  in  1972.  .An  internship  at  .Memorial 
Hos])ital  in  Johnstown,  Pennsylvania,  preceded 
two  years  of  service  with  the  .Air  Force.  From 
1975  to  1979,  Dr.  Woodward  served  a residency 
at  Kansas  University  Medical  Center  in  Kansas 
City. 

Dr.  Woodward,  a Urologist,  jjractices  at  903 
West  Grand  in  Hot  Springs. 

Jefferson  County  Medical  .Society  has  addeil 
two  to  its  membership  roll: 

Dr.  Siva  P.  Kaipa 

A native  of  India,  Dr.  Siva  Kaipa  attended 
Government  Arts  College  in  liitlia.  He  was  born 
July  1,  1949. 

Dr.  Kaipa  was  graduated  from  Kurnool 
.Metlical  College  Tiraipati  Ibiiversity,  Kurnool, 
.Aiulhra,  India,  with  an  M.D.  in  1973.  He  served 
an  internship  at  Cook  County  Hospital  in  (Chi- 
cago, Illinois,  and  a residency  at  Providence 
Hosjntal  in  Southfield,  Michigan. 

Before  moving  to  Pine  Bluff,  Dr.  Kaipa  prac- 
ticed in  Decatur,  .Alabama. 

Dr.  Kaipa  now  practices  Obstetrics-CA  necology 
at  1708  Doctors  Drive  in  Pine  Bluff  and  holds  a 
teaching  position  with  .AHEC  in  Pine  Blull. 

Dr.  Lloyd  Young 

A native  of  Cleveland,  Ohio,  Dr.  Lloyd  Young 
was  born  .May  6,  1926. 

Dr.  '\'oung’s  pre-med  education  was  at  Ohio 
State  Lbiiversity  in  Columbus  and  4VAishington 
Missionary  College  in  WAishington,  D.  C.  He  was 
granted  a medical  degree  by  .Medical  College  of 
Virginia  Health  Sciences  Division  of  Vdrginia 
Commonwealth  Ihiiiersity,  Richmond,  in  1952. 

Dr.  Young  served  a Straight  Pediatric  intern- 
ship and  residency  at  University  Hospitals  of 
Cleveland  (W^estern  Reserve  University)  and  at 
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Cleveland  Clinic.  From  1954  to  1956,  he  served 
as  a Pediatric  Fellow  and  staff  member  at  Cleve- 
land Clinic.  He  was  in  Pediatric  practice  in  Fort 
Pierce,  Florida,  from  1956  imtil  1963. 

In  1963,  Dr.  Young  entered  a General  Psychia- 
try residency  at  University  of  California  San 
Francisco  Medical  Center  (Langly  Porter  Insti- 
tute) and  in  1965,  a Cihild  Psychiatry  residency 
at  University  of  California,  San  Francisco.  Dr. 
Young  then  moved  to  Little  Rock  where  he  was 
an  .Assistant  Professor  of  Psychiatry  and  Pediatrics 
at  the  University  of  Arkansas  Metlical  Center  from 
1967  to  1976.  In  1976,  he  joined  the  Arkansas 
State  Hospital  in  Little  Rock  as  a Staff  Child 
Psychiatrist.  He  returned  to  Florida  in  1973  and 
served  as  a Staff  Child  Psychiatrist  with  Hills- 
boiough  Community  Mental  Health  Center  and 
as  Assistant  Professor  of  Psychiatry  at  the  Univer- 
sity of  South  Florida  School  of  Medicine  in 
Tampa. 

Dr.  Young  now  jjractices  Psychiatry  at  the 
Southeast  .Arkansas  Mental  Health  Center,  2566 
Rike  Drive,  in  Pine  Bltiff.  He  is  board  certified. 

Dr.  George  L.  Bohmfalk 

.A  new  mendjer  of  Miller  County  Aledical 
Society,  Dr.  George  Bohmfalk  was  born  July  13, 
1917,  in  Temple,  Texas. 

Dr.  Bohmfalk  received  a Bachelor  of  Science 
(Biology)  at  Tulane  LIniversity,  New  Orleans,  in 
I tine  of  1969.  In  1973,  he  was  granted  a medical 
degree  by  the  Lbiiversity  of  I'exas  Medical  School 
in  San  .Antonio.  His  internship  in  Surgery  was 
at  Vanderbilt  University  in  Nashville,  Tennessee. 
He  returned  to  Texas  to  serve  a Neurosurgery 
residency  at  the  University  of  Texas  Health 
Science  Center  at  San  Antonio  Teaching  Hospitals 
from  1974  to  1979.  .At  the  same  institution,  he 
served  as  clinical  instructor,  consulting  status,  for 
the  Division  of  Netirosurgery. 

Dr.  Bohmfalk  practices  Neurosurgery  at  1061 
Main  in  Texarkana,  Texas. 

Pulaski  Cotmty  Medical  Society  has  added  six 
regular  members  and  three  courtesy  members  to 
its  roll; 

Dr.  Larry  G.  Barnes 

Dr.  Larry  Barnes,  a native  of  Joplin,  Mis.souri, 
was  born  on  January  16,  1948. 

Dr.  Barnes  attended  the  University  of  Missouri 
at  Columbia.  In  1974,  he  was  graduated  from 
Tulane  University  School  of  Medicine  in  New 
Orleans.  His  internship  and  Internal  Medicine 


residency  were  at  Charity  Hospital  in  New  Or- 
leans. From  1977  to  1979,  he  practiced  with 
Sale  Memorial  Hospital  and  Clinic  in  Neosho, 
Missouri. 

.A  Board  Certified  Internist,  Dr.  Barnes  prac- 
tices in  the  Doctors  Building,  Suite  618,  at  500 
South  LIniversity  in  Little  Rock. 

Dr.  Robert  E.  Casali 

Dr.  Robert  Casali  was  born  in  Lake  \iillage 
November  25,  1940. 

In  1961,  he  was  graduated  from  .Arkansas  .A  & AI 
College  at  Monticello  with  a B.S.  Dr.  Casali  was 
granted  his  M.D.  by  the  University  of  Arkansas 
College  of  Medicine  in  1965.  His  internship  was 
served  at  the  LIniversity  of  Texas  Southwestern 
Medical  School  in  Dallas.  From  1966  to  1971,  he 
was  a resident  at  the  University  of  .Arkansas 
College  of  Medicine.  He  was  a chief  resident  in 
1976-1971. 

Dr.  Casali’s  specialty  is  Vascular  Surgery.  He  is 
an  .Assistant  Professor  of  Surgery  at  the  University 
of  .-Vrkansas  College  of  Aledicine. 

Dr.  Michael  L.  Glidden 

Dr.  Michael  Glidden  was  born  on  May  3,  1945, 
in  Orange,  Texas.  His  pre-med  education  was  at 
Lamar  University  in  Beaumont,  Texas.  The  Uni- 
versity of  Texas  Southwestern  Medical  School  in 
Dallas  granted  Dr.  Glidden  his  medical  degree  in 
1972. 

Dr.  Glidden’s  internship  was  at  the  United 
States  Naval  Hos])ital  in  Camp  Pendleton,  Cali- 
fornia. .An  .Anesthesiology  residency  followed  at 
the  U.  S.  Naval  Hospital  in  San  Diego. 

Dr.  Glidden  is  a Fellow  of  the  .American  Board 
of  .Anesthesiology  and  is  a member  of  the  .Ameri- 
can Society  of  .Anesthesiologists  and  the  Arkansas 
Society  of  .Anesthesiologists. 

Dr.  Glidden  is  in  practice  with  Capitol  .Anes- 
thesia Group,  P..A.  at  566  South  LIniversity,  Suite 
726,  in  Little  Rock. 

Dr.  Andrew  G.  Kumpuris 

Dr.  .Andrew  Kumpuris,  a native  of  Little  Rock, 
was  born  May  26,  1949. 

.A  graduate  of  Washington  and  Lee  in  Lexing- 
ton, Virginia,  Dr.  Kumpuris  received  his  M.D. 
from  Baylor  College  of  Medicine,  Houston,  Texas, 
in  1974.  His  internship  and  residencies  were  with 
Baylor  .Affiliated  Hospitals.  From  1975  to  1977, 
he  served  an  Internal  Medicine  residency  and 
from  1977  to  1979,  a Cardiology  residency.  Dr, 
Kumpuris  is  Board  Certified  in  both. 
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Dr.  Kimipui  is  practices  (iarcliology  at  501  North 
lliiivcrsity  iti  Little  Rock. 

Dr.  James  L.  Thomas 

.\  native  cO  Biloxi,  Mississippi,  Dr.  James 
I hoinas  was  hoi  n on  January  1 1,  104,-5. 

Dr.  Lhonias  attended  Anlnirn  Ihiiversity  in 
Alabama  and  Samlorcl  Ihiiversity  in  Birmingham, 
helorc  receiving  his  M.D.  Irom  the  LJniversity 
of  Alabama  School  of  Medicine.  He  served 
his  internship  and  residency  in  Psychiatry  at 
Ihiiversity  of  .Mabama  ffosjiitals  ;nicl  Clinics  in 
Birmingham. 

.\  cliplomate  of  the  American  Board  of  Psy- 
chiatry and  Neniology,  Dr.  Thomas  is  with  the 
State  Hospital  at  1313  WTst  Mtirkham,  Little 
Rock. 

Dr.  S.  Berry  Thompson,  Jr. 

Dr.  S.  Berry  4 hompson,  Jr.,  was  born  June  19, 
1949,  in  Little  Rock.  He  was  gradiuited  with  a 
B.A.  in  1971  from  Tnlane  University.  In  1975, 
the  Lhiiversity  of  .\rkansas  College  of  Medicine 
granted  him  an  M.D.  degree. 

His  internship  and  a residency  in  Orthopaedic 
Surgery  were  served  at  the  Lhiiversity  Hospital  in 
Little  Rock.  Dr.  Thompson  served  a Fellowship 
in  Orthojiaedic  Reconstrtictive  Surgery  at  Mayo 
Clinic  in  Rochester,  Minnesota,  and  a Fellowship 
in  Hand  Surgery  at  the  University  of  Arkansas 
College  of  Medicine. 

Dr.  Thompson  practices  Orthopaedic  Surgery 
at  1100  North  ITniversity  in  Little  Rock. 

Courtesy  Members 
Dr.  Phillip  R.  Alston 

Dr.  Phillip  Alston  is  an  Obstetric-Gynecology 
resident  at  the  University  of  Arkansas  College  of 
Medicine.  He  is  a graduate  of  the  University  of 
•Arkansas  College  of  Medicine. 

Dr.  Luis  Francisco  Ardon 

Dr.  Unis  Ardon  is  a resident  of  Internal  Medi- 
cine at  the  Lhiiversity  of  Arkansas  College  of 
Medicine.  He  received  his  M.D.  degree  at  the 
Lhiiversity  of  Bologna,  Italy. 

Dr.  John  M.  Tune 

Dr.  John  Time  is  a Fellow'  of  Gastroenterology 
at  the  lhiiversity  of  Arkansas  College  of  Medicine. 
He  was  graduated  from  the  University  of  Texas 
Medical  Branch  at  Galveston. 


Sebastian  County  Metlical  Society  hits  tidded 
two  new  members  to  its  roll: 

Dr.  M.  Louis  Poole 

Di'.  Louis  Poole  was  born  in  El  Dorado  on 
November  27,  1948. 

Dr.  Poole  wasgrantetl  ;i  B.S.  from  the  University 
of  .Irkansas  in  1971  and  an  M.D.  from  the  College 
of  Medicine  in  1975.  His  internship  was  at  Uni- 
versity Hospital  and  St.  Vincent  Infirmary.  From 
197(i  to  P)79,  he  was  in  residency  at  Washington 
University  ;ind  Barnes  Hospital  in  St.  Louis, 
Missouri. 

Dr.  Poole  jiractices  Obstetrics-Gynecology  at 
2704  Barry  in  Fort  Smith. 

Dr.  Rowland  P.  Vernon,  Jr. 

•A  graduate  of  Louisiana  Polytechnic  Institute, 
Dr.  Rowland  VTrnon  was  born  in  Riiston,  Louisi- 
ana, January  13,  19-14. 

Dr.  Vernon  received  his  medical  degree  in  1970 
from  Vanderbilt  University  School  of  Medicine. 
His  internship  and  residency  w'ere  at  Vanderbilt 
University  •Affiliated  Hospitals  from  1970  to  1977. 

Dr.  V'ernon  served  two  years  of  active  duty  witli 
the  United  States  Navy  Reserve  as  a Lieutenant 
Commander  in  the  Medical  Corps. 

•A  board  certified  Thoracic  and  Cardiovtiscnlar 
Smgeon,  Dr.  Vernon  practices  at  Holt-Krock 
Clinic,  1500  Dodson  .Avenne,  in  Fort  Smith. 

Dr.  Terrald  J.  Smith 

Dr.  Ferrald  Smith  is  a resident  member  of  llie 
Sebastian  County  Medical  Society. 

A native  of  Hinton,  Oklahoma,  Dr.  "Ferrald 
Smith  was  born  November  19,  1917.  He  served  as 
:i  combat  medic  with  the  United  States  •Army  Irom 
1908  to  190‘). 

Dr.  Smith  received  a B.S.  at  Central  State  Ihii- 
versity in  Oklahoma  and  an  M.S.  at  Oklahoma 
State  University.  In  1979,  he  was  awarded  an 
M.D.  from  University  of  Oklahoma  School  of 
Medicine,  Oklahoma  City. 

Dr.  Smith  is  a resident  of  Family  Practice  with 
•AHEC  at  100  South  Llth  Street  in  Fort  Smith. 

Dr.  Victor  M.  Rodriguez 

Dr.  Victor  Rodrigue/'  was  born  May  17,  1945, 
in  Ponce,  Puerto  Rico.  He  is  a new  member  of 
the  Ihiion  Comity  Medical  Society. 

Dr.  Rodriguez  received  a B.S.  from  the  Ihii- 
versity of  Puerto  Rico  in  1908.  His  medical 
degree  was  received  from  the  lhiiversity  of  Puerto 
Rico  .School  of  Medicine  in  1972.  .After  serving 
a rotating  internship  of  Internal  Medicine  and 
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Obstetrics-Gynecology  at  bhiiversit)  District  Hos- 
pital in  San  ftian.  Dr.  Rodrigtiez  served  a three 
year  Olrstetrics-Gynecology  residency  at  the  same 
institution.  While  in  San  jnan,  he  was  a lecturer 
of  General  Zoology  at  the  Interamerican  Univer- 
sity. 


Dr.  Rodrigtiez  served  a three-year  duty  at 
Maxwell  Air  Force  Base,  Alabama,  as  a Major  in 
the  United  States  Air  Force  Medical  Corp. 

.\n  Obstetrician-Gynecologist,  Dr.  Rodriguez 
has  his  practice  at  700  W^est  Fatdkner  in  El 
Dorado. 


OBITUARY 

Dr.  James  W.  Freeland,  Sr. 

Dr.  James  \V.  Freeland,  Sr.  of  Star  City  died 
■April  24,  1980.  Dr.  Freeland  was  born  in  Ivan, 
.Arkansas,  on  Decemlier  2,  1924. 

He  received  his  metlical  degree  from  the  Uni- 
versity of  Tennessee  School  of  Medicine  and 
served  an  internship  at  Philadelphia  Naval  Hos- 
pital in  Pennsylvania.  He  had  practiced  in  Star 
City  for  twenty-six  years.  He  was  a Mason  and  a 
Shriller. 

Dr.  Freelaml  is  survived  by  his  wife,  Mrs. 
Barbara  Ann  Casey  F'reeland,  his  son.  Dr.  Randall 
Flundley  of  Nashville,  Tennessee,  another  son  and 
three  daughters. 

Dr.  E.  J.  Chaffin 

Dr.  E.  J.  Chaffin  of  Hughes  died  .April  11,  1980. 
He  was  born  on  Jidy  20,  1887,  in  Eastman,  Missis- 
sippi. He  had  practiced  medicine  for  sixty-four 
years  at  Hughes. 

Dr.  Chaffin  was  a member  of  the  Eifty  ATar 
Clubs  of  the  LIniversity  of  Tennes.see  Medical 
School  and  the  .Arkansas  Medical  Society.  He  was 
an  active  Rotarian,  32nd  degree  Mason,  a founder 
of  the  Hughes  Lbiited  Methodist  Church,  and  a 
director  of  the  Planters  National  Bank  at  Hughes. 

Dr.  Chaffin  is  survived  by  a son  and  a daughter. 

Dr.  C.  Frank  Dodson 

Dr.  C.  Erank  Dodson,  Jr.  of  Little  Rock  died  on 
.April  26.  He  was  born  in  Nashville,  Tennessee, 
on  June  3,  1944. 


Dr.  Dodson  practiced  at  the  Little  Rock  Ortho- 
paedic Clinic.  He  was  a member  of  the  .Arkansas 
Orthopaedic  Society,  Mid-Central  States  Ortho- 
paedic Society,  and  the  .American  .Academy  of 
Orthojiaedic  Surgeons. 

Dr.  Dodson  was  a graduate  of  Akanderbilt  Uni- 
versity and  the  LIniversity  of  Tennessee  College 
of  Medicine.  He  .served  as  a medical  officer  dtiring 
the  A'ietnam  AVkar. 

Dr.  Dodson  is  survived  by  his  wife,  Mrs.  Susan 
Stitldeth  Dodson,  and  one  daughter. 


THINGS 


V'° 


July  31  - August  2,  1980 

Arkansas  Academy  of  Family  Physicians  will 
have  its  thirty-third  annual  scientific  assembly  at 
the  Camelot  Inn-Convention  Center  in  Little 
Rock.  Eor  further  information,  contact  Mrs.  .Alta 
Good,  Executive  Secretary,  Post  Office  Box  5721 
Brady  Station,  Little  Rock  72215,  phone  227-4633. 

February  26  - March  1,  1981 

Pediatric  Dermatology  Seminar  17/7  — The 
Eighth  .Annual  Pediatric  Dermatology  Seminar 
will  meet  at  the  Eden  Roc  Hotel,  Miami  Beach, 
Elorida.  Eor  information  contact:  Guinter  Kahn, 
M.D.,  16800  N.W.  2nd  .Avenue,  Miami,  Elorida 
33169,  phone  (305)  652-8600. 
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The  Arkansas  Model: 
Statewide  Cooperation* 


Ben  N.  Saltzman,  M.D.** 


T.e  Rural  Health  Movement  began  in  Ar- 
kansas in  1946  at  the  end  of  VVMrld  War  11.  At 
that  time  the  president  of  the  Arkan.sas  Medical 
Society  recommended  in  an  address  to  the  dele- 
gates that  a committee  be  appointed  from  the 
society  to  work  with  the  State  Board  of  Health 
for  the  betterment  of  rural  health.  That  was  the 
year  1 began  my  practice  in  Arkansas  and  joined 
the  society.  He  stated,  “This  is  a pha.se  of  our 
work  that  has  been  too  long  neglected.  This  is 
not  essentially  the  physicians’  whole  responsibili- 
ty, but  with  cooperation  with  women’s  organiza- 
tions, civic  clubs,  etc.,  it  can  bring  abotU  better 
.services.”  In  1947  after  attending  the  AMA’s 
National  Conference  on  Rural  Health,  held  in 
Chicago,  the  chairman  of  the  Committee  on  Rural 
Health  recommended  that  we  in  Arkansas  .shoidd: 

1.  Improve  the  small  town  hospital. 

2.  Advocate  and  stipport  in  every  way  po.ssible 
the  ljuilding  of  better  rural  roads. 

3.  Develop  a voluntary  prepayment  medical 
plan. 

4.  Expand  public  health  services  and  public 
health  edtication. 

5.  Impro\e  rural  nursing  care. 

6.  Provide  |)ositive  action  in  improving  the 
medical  care  of  the  black  populatioti. 

7.  Expand  medical  education  and  training. 

8.  Promote  more  active  particii)ation  l)y  otir 
society  in  the  annual  National  Conference 
on  Rtiral  flealth. 

In  1948,  the  chairman  planned  a state  confer- 
ence in  coojjeration  with  the  Cooperative  Exten- 
sion Service  and  various  faun  groups.  Elms  began 
a program  of  cooperation  that  expanded  into  the 
entire  state  and  functions  to  the  pre.setit  day. 

It  is  of  interest  that  the  proposals  for  rural 
health  improvement  in  1947  are  just  as  viable 

•Presented  to  “ riie  Third  Annual  Institute  Deliveir’  of  Human 
Services  to  Rural  Pcof>le'’,  June  24-26,  1979.  Gulf  Shores.  Alabama. 

••University  of  Arkansas  Metlhal  Sciences,  430!  \V.  Markham, 
Slot  592,  Little  Rock.  Arkansas  72201. 


today.  We  have  made  progress  but  we  certainly 
have  not  .solved  the  problem.  1 became  chairman 
of  the  Committee  on  Rural  Health  of  the  Arkan- 
sas Medical  Society  and  later  a member  of  the 
Council  on  Rural  Health  of  the  American  Medi- 
cal Association  and  also  chairman.  From  the 
beginning,  the  same  question  was  a.sked  me  over 
and  over  again,  “How  do  we  get  doctors  to 
jnactice  in  small  towns?”  In  fact,  this  question  is 
still  No.  I in  the  minds  of  community  leaders, 
interested  citizens,  prosjK'ctive  ]3atients  and  the 
medical  profe.ssion.  It  has  become  so  important 
a question  that  it  is  also  No.  1 in  the  minds  of  the 
legislators  of  our  country;  local,  state  and  na- 
tional. Everywhere  you  hear  possible  solutions. 
Manufacture  more  doctors.  Re-distribute  the 
doctors  we  already  Iiave.  Develop  other  types  of 
health  care  professionals.  These  are  all  good 
suggestitMis  but  they  do  not  meet  with  a])pro\al 
everywheie.  Also,  they  will  take  time  to  develo]3. 
Ehere  is  a great  need  right  now.  Our  older 
physicians  are  retiring  or  expiring.  Malj^ractice 
insurance  problems  are  increasing  the  attrition 
rate.  .Vuticipation  of  some  form  of  National 
Health  itisurance  is  causing  many  of  us  to  throw 
up  our  hands  itt  expression  of  the  futility  of  it  all. 
We  know  that  something  must  be  done.  The 
(piestions  are  what  and  how? 

Arkansas  has  long  known  that  the  physicians 
most  likely  to  practice  in  rural  comtmmilies  are 
the  general  practitioners  and  the  family  physi- 
cians. .Actually,  .Arkansas’  general  practitioner 
rate  is  higher  than  in  most  states.  Doctor  4’homas 
,A.  Bruce,  the  Dean  of  the  University  of  .Arkansas 
College  of  Medicine,  has  compiled  some  interest- 
ing information.  .Aikansas  is  admitting  136  new 
medical  sttidents  annually.  In  a few  years  the 
freshmatt  class  will  hold  approximately  170  an- 
nually. Ciontrary  to  ])opular  belief,  [)re-med 
sttidents  with  “C”  averages  often  become  super 
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specialists:  tliose  with  “A"  averages  become  family 
doctors.  AVe've  got  a lot  ol  smart  family  doctors. 
We  have  over  300  residents  this  year.  The  number 
is  increasing  anntially.  reaching  and  clinical 
facilities  are  strained.  We  have  become  very 
selective,  d he  grade  point  average  for  this  year 
is  3.5  out  ol  a possible  of  1.0. 

I he  .Arkansas  State  Legislature  enacted  a pro- 
gram in  1949  for  the  expressed  purpose  of  in- 
creasing the  number  ol  physicians  practicing  in 
rural  communities  in  the  state.  This  was  to  be 
accomplished  by  providing  editcational  assistance 
to  medical  students,  in  need  of  financial  aid  to 
complete  their  program  of  study,  and  who  have 
expressed  an  interest  in  practicing  medicine  in  a 
rural  community.  The  act  was  amended  in  1971 
to  extend  and  strengthen  the  provisions  of  the 
program  for  the  ptirpose  of  assisting  greater  num- 
bers of  students.  The  act  designated  a board 
composed  of  the  Dean  of  the  College  of  Medicine 
as  chairman;  the  Chancellor;  one  representative 
of  the  College  of  Medicine  named  by  the  Dean; 
the  president  of  the  .Arkansas  Medical  Society  as 
vice  chairman;  and  two  physicians  named  by  him. 
The  responsibility  of  the  board  included  deter- 
mining the  eligibility  of  applicants:  naming  the 
recipients  of  such  assistance;  setting  the  amounts 
of  loans  and  generally  taking  administrative 
responsibility.  I'he  program  had  a slow  start  as 
many  legislative  programs  do.  There  were  no 
funds  alloted  until  1956.  It  was  not  until  the 
s])ring  of  1971  when  the  act  was  amended  to 
strengthen  the  provisions  of  the  program  that 
fumls  were  made  available  in  amounts  sufficient 
to  sustain  interest  in  rural  practice  and  to  the 
development  of  the  fidl  potential  of  the  .Arkansas 
Rural  Medical  Student  Loan  Scholarship  pro- 
gram. Eligibility  recpiirements  are  simple.  .Any 
resident  of  .Arkansas  who  has  been  accepted  to  or 
is  enrolled  in  the  University  of  .Arkansas  College 
of  Medicine  in  a program  leading  to  the  degree 
of  Doctor  of  Medicine;  who  is  of  good  moral 
character;  in  good  standing  in  the  college;  in  need 
of  financial  assistance  to  complete  his  program  of 
study;  and  intends  to  practice  medicine  in  a rural 
community  in  .Arkansas  of  a popidation  of  le.ss 
than  6,000.  is  eligible  to  receive  assistance.  Grad- 
uates are  committed  to  serve  in  a rural  community 
for  one  year  for  each  year  of  the  loan.  If 
accomplished,  the  loan  is  forgiven.  If  this  is  not 
accomplished,  the  loan  is  repayable  at  the  current 
rate  of  interest.  Present  trends  indicate  that  the 


number  practicing  in  rural  communities  is  in- 
creasing. The  collection  rates  from  those  that 
have  defaulted  have  been  excellent.  This  year 
two  acts  were  passed  during  the  legislative  session 
involving  medical  services  in  rural  areas.  They 
are: 

1.  Act  1093  establishes  a fund  to  make  loans  or 
grants  to  construct,  repair,  or  expand  medi- 
cal clinics  in  rural,  under-served  communi- 
ties of  less  than  7,506  population.  Loans  to 
physicians  are  not  to  exceed  $150,000  and 
community  grants  are  not  to  exceed  $10,000. 
.A  total  of  $400,000  was  appropriated  by  the 
Legislature  for  this  purpose.  The  State 
Health  Department  has  been  designated  to 
receive  $200,000  and  requirements  and  regu- 
lations concerning  the  remaining  $200,000 
will  not  be  prepared  before  July  1,  1979. 

2.  Act  1094  establishes  a program  to  make 
grants  of  $6,000  per  year  for  up  to  five  years, 
to  physicians  who  will  practice  family  medi- 
cine in  medically  tmder-served  communities 
of  less  than  7,500  population.  Lite  amount 
of  funds  available  and  recpiirements  for  this 
program  have  not  been  determined  and  will 
not  be  available  before  July  1,  1979. 

“It’s  been  hard  to  even  locate  some  young 
doctors  to  talk  to,  ” said  a businessman  from  a 
small  town  a few'  days  ago  as  he  came  by  the  medi- 
cal center  on  a recruiting  trip.  This  was  a quota- 
tion from  a statement  made  by  Dean  Bruce.  Out 
of  this  discussion  a plan  developed  that  established 
an  annual  Physician's  Opjxtrtunity  Fair.  Wed- 
nesday, October  23,  1974,  was  the  day  set  aside  for 
representatives  from  the  towns  of  Arkansas  that 
were  seeking  doctors  to  get  together  with  medical 
sttidents,  interns  and  resident  physicians  who  were 
looking  for  practice  opportunities.  Booth  spaces 
and  tables  w'ere  set  np  for  community  representa- 
tives who  displayed  photographs,  products,  slide 
presentaticms,  movies  and  brochures.  Thirty-six 
communities  represented  by  mayors.  Chamber  of 
Commerce  officials,  sheriffs,  state  representatives 
and  senators,  hospital  and  clinic  administrators, 
physicians,  local  beauty  cpieens  and  just  plain 
tow'nfolk  gathered  in  the  student  union  building 
and  talked  to  students  and  housestaff  for  a wdiole 
day.  Practically  the  entire  medical  center  showed 
up.  Even  the  faculty  and  deans  of  the  schools  of 
medicine,  pharmacy  and  nursing  were  present. 
Coffee  and  dontits  w'ere  served  and  everyone  had 
a marvelotis  time.  The  medical  school  made  no 
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attempt  to  })lace  its  graduates.  Participants  were 
asked  not  to  discuss  linaiic  ial  at  rangenients.  The 
purpose  of  the  Pair  eras  simply  to  open  np  avenues 
lor  dialogue  itetween  the  interested  parties. 

1 he  Pair  was  a hnge  success.  It  served  to  estab- 
lish  rapport  l)etcveen  community  leadeis  and  tlie 
medical  center.  It  served  to  diminish  the  ivory 
tower  asjrects  ol  medical  education  by  biinging 
the  students  and  lacidty  together  with  the  citizens 
ol  the  state  on  the  same  level.  Most  ol  the  people 
present  reali/ed  that  theie  would  be  no  immediate 
inllux  ol  physicians  in  the  rural  communities  but 
they  also  realized  that  they  coidcl  talk  together  and 
set  up  opportunities  lor  luture  communication. 
Phe  .Arkansas  .Medical  .Society  has  operated  a 
year-round  placement  service  lor  years  and  was 
represented  at  the  F'air,  but  the  contacts  had  never 
belore  been  this  clo.se. 

To  introduce  the  purpose  ol  the  Pair,  a short 
plenary  session  was  held  in  the  medical  center 
auditorium.  Phe  jrlace  was  packed.  Phe  clean, 
the  chancellor,  a medical  student's  wile,  and  a 
stall  representative  trom  the  Arkansas  Medical 
Society  spoke.  I also  spoke  representing  the  .Medi- 
cal .Society  as  its  president  and  the  then  Chairman 
ol  the  Department  ol  Family  and  Commnnity 
Medicine  at  the  .Medical  Center.  My  topic  was 
“Why  I chose  a Small  Town  and  Stayed  lor  .More 
than  28  Years.”  In  the  talk,  1 outlined  some  ol 
the  pitlalls  and  many  ol  the  benelits  ol  a small 
community  practice.  It  w'as  the  con.sensus  ol  those 
cpieried  that  this  should  be  an  annual  event;  and 
it  has  happened. 

Phe  University  ol  Arkansas  College  ol  Medicine 
is  striving  to  iticrease  health  manpow'er,  particu- 
larly in  the  rural  areas  ol  the  state.  The  greatest 
need  is  lor  latnily  physicians  who  are  oriented 
toward  establishing  their  practices  in  the  shortage 
areas.  Toward  this  end  the  Area  Health  Educa- 
tion Centers  jjiogram  has  been  develo])etl.  Six 
communities,  away  Irom  the  Medical  Center  have 
established  AHEC  programs.  Family  Practice 
Residencies  have  begun  in  three  communities.  By 
utilizing  the  hospital  and  prolessional  re.sonrces 
ol  the  several  .AHEC  communities  as  they  are  best 
suited  lor  training  purposes,  it  is  projected  that 
when  all  lamily  practice  training  programs  are  in 
lull  operation  the  annual  graduates  will  total  40. 
Hopelnlly,  they  will  be  selecting  communities  that 
relate  to  the  rural  populations  ol  the  slate  ol 
.Arkansas. 

Basically,  the  AHEC  program  consists  ol  an 


ambulatory  leaching  cenicr  as  a lacilily  providing 
the  major  locus  and  orientation  toward  primary 
medical  care  lor  a lamily  practice  residency  pro- 
gram. Phis  is  really  a group  practice  clinic  stalled 
by  the  residents  anti  lacidty  ol  the  program. 
Within  the  center,  each  resident  accumulates  a 
practice  ol  patients  and  lamilies  lor  whom  he 
piotitles  services  under  lactdiy  supervision.  It  is 
lielieved  that  u|)on  completion  ol  the  program, 
the  resident  will  tend  to  remain  in  the  .AHPTi  area 
and  start  his  practice  there,  probably  in  associa- 
tion with  other  resitlents  in  the  program.  He  will 
aheady  have  a ready-made  jjatient  tollowing. 

Metlical  students,  too,  will  have  the  ojrpor- 
tnniiy  ol  utilizing  the  elective  periods  ol  their 
senior  year  in  the  .AHECi  program.  In  the  six 
communities  this  is  alreatly  taking  place.  It  is 
sale  to  assnnie  that  these  students  will  seek  resi- 
dency programs  in  the  .AHEC  s.  Each  .AHEC  can 
handle  three  to  lour  students  during  an  elective 
six  week  period.  Phe  .AHPXi’s  include  residents 
ol  certain  other  specialties  (Primary  (iare)  who 
rotate  Irom  the  Medical  Center,  thus  accomplish- 
ing a better  distribution  ol  physicians  thronghout 
the  state.  Phese  resitlents  will  become  better 
actpiainted  with  the  practicing  physicians  and 
ht)S|jilals,  encouraging  many  ol  them  to  locate 
away  Irom  the  metropolitan  area. 

Phe  Medical  Center  has  hatl  an  ongtiing  ctm- 
t inning  ethical itm  program  which  enables  con- 
sultants to  lly  tt)  all  areas  in  the  state  it)  colder 
with  practicing  ithysicians  anti  tt)  luridsh  a certain 
amount  ol  teaching.  It  serves  to  lessen  the  isola- 
tion that  existetl  in  the  rural  areas  in  the  past. 

Because  t)i  the  success  ol  the  Physician  Oppor- 
tunity Fair  Day  the  Dean  has  established  an  ollice 
lor  Conmundty  Metlical  .Allairs.  Its  purpttse  is  to 
sustain  student  interest  in  jtracticing  in  .Arkansas. 
A peiinanent  tlisplay  has  been  set  up  in  the  PJni- 
veisity  Hospital  lobby  whicb  tlepicts  photographs 
ol  commnnilies  which  seek  physicians.  "Phe 
tlisplay  is  changetl  as  new  material  bect)mes 
available.  Contact  persons  are  listetl  so  that  stn- 
tlents  and  honsestall  can  make  direct  intjitiries. 
•Stutlents  are  taken  on  bus  tt)urs  to  communities 
seeking  physicians  so  that  they  can  see  lirst-hantl 
what  is  available.  The  tlirector  ol  the  program. 
Bill  North,  has  a lirst-name  speaking  act|naintance 
with  coinmimity  leatlership  over  the  entire  state. 
In  this  way  the  Ciollege  ol  .Metlicine  is  in  constant 
touch.  .Students  no  longer  leel  that  upon  gratlua- 
tion  they  are  tossed  out  ol  the  nest  to  lly  or  perish. 
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A delinite  contimuini  has  been  established. 

Many  questions  have  confronted  medical 
jdanners,  administrators  and  teachers  over  the 
years.  Why  is  there  such  a great  turnover  of 
physicians  in  rural  areas?  .\re  medical  schools 
tledicated  to  tlevelojjing  sub-sjjecialists  rather  than 
generalists?  .Are  communities  falling  down  on  the 
job  of  retaining  their  physicians?  Do  spouses 
really  influence  the  recruitment  and  retention  of 
physicians?  Can  the  College  of  Medicine  teach 
students  and  communities  what  it  takes  to  develop 
good  rural  medical  practices?  There  are  hundreds 
of  questions  that  have  never  been  answered  .scien- 
tifically. It  is  time  we  developed  some  real 
answers.  The  Dean  has  established  an  Office  for 
Research  in  Medical  Practice.  Already  all  prac- 
ticing jjhysicians  in  the  state  have  been  contacted 
and  ba.se  data  has  been  obtained  on  a voluntary 
basis  from  all  but  three.  Over  1,800  })hysicians 
are  helping  us  get  some  real  answers  in  Arkansas. 
With  total  sampling  we  will  not  have  to  make 
a.ssumptions.  We  will  find  out  what  caused  the 
physicians  to  stay  and  what  forced  them  to  leave. 
We  will  learn  what  communities  should  be  doing. 
We  will  determine  what  our  housestaff  should  be 
doing  in  preparation  for  practice.  Facts  and 
figures  will  be  the  most  effective  way  of  con- 
vincing the  faculty.  After  all  the,se  men  are 
scientists. 

Metlical  schools  all  over  the  country  are  now 
foncentrating  on  providing  continuing  education 
to  all  physicians  in  practice.  The  American 
Academy  of  Family  Physicians  led  the  way  almost 
thirty  years  ago  when  it  emphasized  the  impor- 
tance of  up-to-date  medical  knowledge  for  the 
satisfactory  practice  of  medicine  and  as  a retpiire- 
ment  for  member.ship.  'Fhe  chief  benefit  is  to  the 
patient.  Flowever,  the  latest  knowledge  in  medi- 
cine piovides  the  physician  with  self  confidence 
and  a feeling  ol  accomplishment.  It  is  felt  that 
the  ])rovisi(m  of  continuing  education  for  the 
rural  physician  can  do  much  to  keep  him  happy 
in  the  location  of  his  practice,  d'hrough  the 
AllECs  it  is  now  |)ossible  to  actpiire  extra  hours 
ot  study  without  getting  too  far  away  from  one's 
]jractice.  d he  College  of  Medicine  has  a strong 
physician  education  program  which  is  expanding 
and  provides  ])racticing  physicians  with  an  oppor- 
tunity to  increase  their  knowledge  and  skills  and 
at  the  same  time  acquire  credits  for  maintenance 
of  academic  status.  It  extends  out  to  all  doctors 
in  Arkansas  and  encourages  some  to  participate  as 


teachers  in  the  program.  At  the  present  time  1 
head  a Rural  Medical  Development  Program  for 
the  College  of  Medicine.  This  is  an  arm  of  the 
College  that  attempts  to  implement  the  recom- 
mendations that  derive  from  the  findings  of  the 
Office  for  Research  in  Medical  Practice.  The 
program  is  basically  statewide  in  nature.  The 
office  concerns  itself  with  many  activities  that 
strengthen  rural  outreach.  It  provides  continuing 
education  programs  for  Family  Physicians.  It 
coordinates  the  Family  Practice  Residency  pro- 
grams in  the  Area  Health  Education  Centers  with 
the  Department  of  Family  and  Community  Medi- 
cine in  the  College  of  Medicine.  It  supervises  the 
junior  and  senior  medical  preceptorships  and 
establishes  seminars  for  preceptors  and  preceptees 
to  insure  quality  control  of  the  experience.  The 
program  cooperates  with  the  Arkansas  Medical 
.Society  in  ascertaining  community  health  needs 
and  siqDplies  appropriate  information.  The  pro- 
gram ultimately  will  help  Arkansas  communities 
organize  for  the  delivery  of  practical  medical 
jjrograms;  serve  in  a consultant  capacity  to  rural 
communities  in  their  efforts  to  attract  and  keep 
|)hysicians;  and  supervise,  develop  and  promote 
continuing  education  programs  for  family  phy- 
sicians in  Arkansas  through  the  College  of  Medi- 
cine, the  AH  EC  areas  and  the  local  communities. 

From  the  beginning  of  the  Rural  Health 
Program  in  Arkansas  there  has  been  close  co- 
operation between  the  Cooperative  Extension 
Service  and  the  Health  Department,  the  State 
.Medical  Society  and  the  College  of  Medicine. 
Fhe  extension  service  started  a health  education 
]jroject  many  years  ago.  This  included  the  devel- 
opment of  an  advisory  committee  which  has  been 
closely  related  to  the  College  of  Medicine.  We 
have  been  responsible  for  the  annual  presentation 
of  a State  Rural  Health  Conference.  This  confer- 
ence brings  together  community  leaders,  health 
workers,  extension  jieople  and  acknowledged 
health  leaders  from  over  the  state.  The  confer- 
ences are  of  one  day  duration  and  have  brought 
apjnoximately  600  people  to  Little  Rock  to 
discuss  the  changing  aspects  of  health  care.  The 
extension  service  has  been  quite  effective  in 
developing  the  program  of  work  of  the  Office  of 
Research  in  Medical  Practice.  The  Health  De- 
partment has  cooperated  in  providing  informa- 
tion and  support  from  all  over  the  state.  My 
office  has  been  continuously  involved  in  the 
health  education  program  of  the  extension  service. 
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We  h ave  spoken  to  group  meeting.s  established  by 
l-'.xtension  telling  ol  our  cooperative  ellort  and  of 
the  work  plans  of  the  Ciollege  of  Medicine.  We 
have  spoken  to  I'niversity  Career  Days  sponsored 
l)y  the  Extension  Service.  We  have  had  a part  in 
speaking  to  the  regiotial  directors  of  extension 
programs.  I'he  Dean  of  the  College  aiul  the 
associate  dean  for  the  .VflEC's  have  been  imolved 
in  training  sessions  for  extension  staff  toward 
helping  su|jply  health  manpower  for  rural  areas, 
d'he  faculty  of  the  College  of  .Medicine  serves  as 
a resource  to  health  education  specialists  in  ex- 
tension in  the  preparation  of  jninted  materials 
and  lecturers.  I have  served  as  trustee  of  a 4-H 
Eonndation  in  ilevelojting  a recreational  complex 
for  4-H  members.  4Ve  feel  that  conjointly  onr 
jnirpose  is  to  provide  better  health  care  for  the 
people  of  onr  state.  .\t  the  present  time  we  are 
in  the  proce.ss  of  planning  another  .State  Rural 
Elealth  Conference  to  be  held  in  the  early  fall. 
W^e  continue  to  involve  the  citizens  in  the  state 
with  health  education  |nograms.  \Ve  want  them 
to  know  what  good  health  practice  is.  We  Avant 
them  to  practice  preventive  medicine. 

1 he  College  of  Medicine  has  become  very  close 
to  the  hearts  and  minds  of  the  citizens  of  the  state 
for  its  efforts  on  their  behalf.  Eor  the  first  time 
people  OAcr  the  entire  state  understand  the 
problems  of  the  College  and  sympathize  with  its 
efforts  to  produce  high  (|uality  physicians.  They 
are  attempting  to  make  their  communities  more 
attractive  and  are  anxious  to  help  Avith  the  pro- 
A'ision  of  a facility  that  is  in  keeping  Avith  modern 


medicine.  Ehe  job  of  my  office  is  one  of  educa- 
tion. It  involves  the  process  of  urging  physicians 
to  form  groups  or  associations  that  can  serve  the 
peo|de  of  several  comtnunities  and  still  allow  time 
for  continuing  education,  time  for  their  fatnilies 
and  time  for  recreation.  It  tiecessitates  the  pro- 
motioti  of  better  tmderstanding  on  the  part  ol 
comtnunity  leatlers.  Ihey  must  learn  that  they 
can  be  better  served  if  groujts  of  physiciairs 
are  ]jertnitted  to  practice  in  coitnty  seats  or 
trade  cetiters.  Commutiities  must  also  utiderstand 
that  otice  a practice  is  established  it  must  be 
patronized.  I he  physician  Avho  is  bypas.sed  does 
tiot  remain  Aery  long.  Conversely  his  practice 
should  not  be  abused  by  over-utilizatioti  for  in- 
significant complaitits.  1 here  is  a great  deal  to 
learn  from  both  sides,  Intt  it  cati  be  accomplished 
by  talking  together  and  by  seeking  help  Irom  those 
Avho  knoAV  hoAV  to  help.  Medical  schools  and 
colleges  are  reaching  out  today  because  they 
realize  that  a rural  health  problem  exists.  I'his 
is  one  accomplishment  made  insible  after  more 
than  thirty  years.  Hoav  they  cati  be  of  help  will 
depend  on  Avhat  research  uticovers.  Charles 
Kettering  once  said,  “Research  is  an  organized 
method  of  fitiding  oitt  Avhat  yon  are  going  to  do 
Avhen  you  can't  keep  oti  doitig  Avhat  you  are  doing 
noAv.” 

Hopefitlly,  Ave  Avill  discoA-er  Avhat  Ave  need  to  be 
doing  differently.  MeaiiAvhile,  commutiities  and 
itniAersities  must  communicate.  Each  depemls 
upon  the  other  for  survival  in  otir  ever-more 
sophisticated  society. 
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Over  a period  ot  six  months  150  patients  were 
seen  on  a referral  basis  witli  pain  complaints. 
This  includes  jtatients  with  Itack  pain,  back  and 
leg  pain,  neck  and  shoulder  pain  and  headaclie. 

The  rationale  behind  viewing  this  group  of  pa- 
tients in  cross  section  is  Irased  on  two  assumptions. 

1.  k'ocal  hyperirritability  of  tissues,  including 
muscle  trigger  points  anti  pain  referred  from 
.small  joints  (facet  arthralgia)  appears  as  a 
common  factor  in  back  and  leg  pain  as  well 
as  in  headache  anti  neck  anti  shoultler  pain. 

2.  .Many  patients  manifest  both  headache  anti 
back  jtain  or  back  pain  with  neck  anti  shoid- 
der  tlisability  (32  ol  150). 

The  concejtt  of  focal  hyperirritability  of  tissues 
has  a companion  concept,  i.e.,  temporary  local 
anesthesia  reverses  this  hyperirritable  state.  In 
treating  patients  with  chronic  pain,  we  take  atl- 
vantage  of  this  secontl  cttncept  to  provitle  pain 
relief,  injecting  local  anesthesia  with  or  without 
a small  trace  of  steroid  into  painful  joints  or 
painfid  muscle  trigger  points. 

rhis  group  of  patients  indudes  102  male  and 
48  female  patients.  The  mean  duration  of  symp- 
toms was  six  years,  varying  from  five  weeks  to  41 
years.  Back  pain  patients  were  the  most  numer- 
ous (06).  There  were  30  who  sidfered  heatlache 
alone,  28  who  complained  of  headache  and  back- 
ache, and  10  who  complained  only  of  neck  and 
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Overlap  in  symjjtoms  tend  to  lend  validity  to 
the  concept  that  these  seemingly  c aricd  pain  com 
plaints  have  a common  denominator  in  their 
etiology. 

I'he  pathology  of  a mustle  trigger  point  is 
oedema  plus  jdatelei  aggregation  leading  to  local 
anoxia  of  the  muscle  tissue.  ;Ref.  1.  and  2.)  One 
might  postulate  that  the  small  joint,  which  sutl- 
deidy  gives  referred  pain  down  the  leg  oi  Iroin 
the  neck  into  the  head,  is  also  a “trigger  point’' 
and  in  some  way  sul feting  a dyslunction  rehited 
to  anoxia.  One  c;in  reproduce  this  refeiral  p;tt- 
tern  by  injecting  a small  amount  ol  hypertonic 
saline  in  a facet  joint.  As  in  muscle  trigger  point 

*1200  Noitii  ustin  Avenue.  Santa  Ana.  California  92705. 

* * Pre.sented  at  the  .\nnual  Meeting  of  the  Arkansas  Medical  So- 
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pain,  a small  amount  of  local  anesthesia  reverses 
this  state  of  hyperirritability. 

Despite  the  chronicity  in  these  patients  with 
the  mean  duration  of  symptoms  being  six  years, 
plus,  we  have  been  able  to  achieve  rather  pleasing 
results.  Chart  2 results  are  considered  good  to 
excellent  when  patient  is  relatively  pain  free  and 
able  to  function  in  society. 
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It  one  adds  all  the  lost  to  follow-up  patients  as 
failures,  the  failure  rate  becomes  12.8%.  One 
would  like  to  believe  that  such  results  would  be 
duplicated  by  other  physicians  who  would  spend 
the  time  and  effort  necessary  to  learn  the,se  rela- 
tively simple  injection  technicjues. 

4 he  most  essential  element  of  success  is  that 
the  physician  communicate  acceptance.  “I  will 
try  to  put  my  finger  on  yc:)ur  pain  and  do  some- 
thing about  it.”  The  touching  and  searching  for 
localized  tenderness  of  muscle  trigger  points  and 
extpiisitely  tender  small  joints  carries  a strong 
positive  suggestion  for  improvement.  In  terms  of 
accurate  location  of  the  involved  joint,  there  is 
no  sidistitute  for  finding  the  preci,se  source  of 
pain  by  observing  the  patient  for  body  reaction. 
.A  fingernail  or  thumbnail  with  an  alcohol  wipe 
drajted  over  it  will  elicit  a response  when  the  in- 
volved joint  is  palpated.  The  nail  print  can  re- 
main to  identify  the  precise  location.  It  is  very 
sur|)rising  how  readily  one  finds  the  joints  by  so 
marking  the  precise  area  of  tenderness,  whether 
it  be  cervical  facet  joints  or  lumbar  facet  joints. 

.Afuscle  trigger  points  have  been  “mapped”  by 
I ravell  and  Bonica.  I hey  are  readily  located 
by  the  oedematous  “Itubble”  that  slides  under  the 
palpating  fingers.  It  is  helpful  to  know  the  re- 
ferral patterns  of  the  common  trigger  points  so 
that  one  can  feel  confident  that  the  pain  and  the 
trigger  |x)int  go  together,  f.ocal  injection  of  mus- 
cle trigger  points  or  of  small  joints  may  be  diag- 
nostic as  well  as  therapeutic. 

It  is  important  to  involve  the  patient  in  his  own 
recovery.  A patient  who  has  had  six  years  ol 
headache,  has  only  10  or  15  degrees  of  rotation  of 
the  heatl,  will  be  totally  amazed  and  incredulous 
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alter  the  cervical  facets  are  injectetl  at  one  or  two 
levels  (usually  (14  - Cla  or  Clf)  - Cih)  and  they  can 
at  that  very  moment  turn  the  hearl  and  look  over 
their  shotdder  at  yoti.  I'he  next  cjnestion  will  be, 
■“How  long  will  it  last?”  I'he  answer  shonld  he 
“It  will  depend  on  yoti.”  II  the  patient  can  tise 
the  pain-free  interval  to  improve  function, 
strength  and  range  of  motion,  then  improvement 
will  be  persistent  and  progressive. 

A painfnl  lumbar  facet  joint  will  be  manifest 
in  several  ways.  Lateral  flexion  may  be  painful 
as  the  presstire  is  increa,sed  on  the  facet  on  the 
side  of  flexion.  Extension  is  painftd  and  often 
there  is  a zero  range  of  hy  perextension.  The  most 
typical  manifestion  of  lumbar  facet  disorder  is 
hitching  as  the  patient  attempts  to  straighten  up 
from  forward  flexion.  “Hitching”  refers  to  a 
break  in  the  rhythm  as  the  erector  spinal  comes 
into  contraction,  d'his  will  manifest  on  the  dy- 
namic E.MG  as  a btirst  of  irregular  discharges. 
Flexion  may  be  limited. 

.\fter  the  thumbnail  locates  the  involvetl  facets, 
the  lumbar  5 sacral  1 are  most  often  involved,  and 
the  joints  are  injected,  the  improved  pain-free 
range  of  motion  can  be  demonstrated  at  once.  By 
the  time  the  patient  is  off  the  table,  they  can 
(.lemonstrate  the  results.  For  Itimbar  facet  in- 
jections, the  preferred  position  for  the  patient  is 
lying  face  down,  with  a pillow  under  the  hips. 

THERAPY  PRIOR  TO  THIS 
Interventions: 

high  percentage  of  patients  had  been  on 
minor  traiu|uili/ers,  of  which  diazepam  is  the 
most  pcjpular.  Many  had  been  on  prolonged 
courses  of  passive  physiotheraj)y,  heat,  whirlpool, 
massage,  etc.  Some  had  undergone  varying  de- 
grees of  success. 

It  is  impossible  to  evaluate  retrospectively  w'ho 
might  have  been  relieved  without  surgery,  as  few 
had  sufficient  records  to  make  surgical  indica- 
tions clear.  .\  general  impression  is  that  many  pa- 
tients could  have  done  better  with  jjallative  facet 
injection  ami  exercise,  rather  than  surgical 
intervention. 

Muscle  (Trad ion)  Surgery  C.liiro-  Codeine  ir 
Relaxaiils  l^assive  l>riidor  .Iniilgesirs 

Physio- 
therapy 

13  11  32  8 20 

Dr.  Frasell  advocates  spray  and  strelth  tech- 
nitjues  for  treatment  of  these  trigger  points.  1 
have  no  fault  to  find  with  this  except  that  treat- 


ment tnust  be  lepeateif  mote  often,  ami  more 
total  times.  .Some  muscles,  such  as  the  piriform, 
are  totally  inaccessttble  to  spray  techni(|ues.  I 
also  object  to  her  concept  of  "paiidul  muscle 
spasm.”’* 

In  personal  discussion,  before  a physician.  Dr. 
Travell  has  been  receptive  to  the  basic  concept  of 
anoxia  or  ischemia  as  the  common  denominator 
of  trigger  point  spasm. 

SUMMARY 

Whereas  muscle  trigger  point  pain  has  been 
extensively  studied,  reproduced  and  patterns  es- 
tablished over  a period  of  the  past  forty  years, 
and  pain  referral  from  the  small  joints  of  the 
back  wars  demonstrated  by  Inman  and  .Satinders 
thirty-four  years  ago,  there  remains  a tremendous 
gap  between  the  advice  fotmd  in  the  literature 
and  the  individtial  physician  performance.  7 he 
patient  w'ith  muscular  skeletal  dysfunction,  in- 
cluding painftd  small  joints  and  tender  muscle 
trigger  points,  has  perhaps  one  chance  in  a hun- 
dred of  coming  into  the  hamls  of  someone  ftdly 
versed  in  these  relatively  simjjle  technicjues. 

The  orthopedic  surgeon  with  his  intensive 
training  in  surgery  and  operative  orthopedics 
seldom  takes  an  active  interest  in  soft  tissue  trigger 
points.  VVT  have  trained  a considerable  number 
of  orthopedic  residents  on  the  problem  back  serc- 
ice  at  Rancho  Los  .\migos  Hospital.  Hopefnlly, 
they  wdll  titilize  the.se  non-surgical  non-destructive 
techni(|ties. 

It  would  be  impossible  to  recover  the  charts 
and  trace  the  five  thousand  |)ain  patients  that 
have  been  evaluated  through  the  Problem  Back 
•Service  at  Rancho  Los  .\migos  Hospital.  1 have 
attempteil  the  more  realistic  goal  of  evaluating 
one  hundred  fifty  pri^ately  referred  patients  the 
records  of  whom  are  leatlily  accessible  and  easih 
reviewed. 

The  philosophy  of  the  RL.\H  Back  Set  vice  was 

1.  Improved  lunction  was  the  only  real  measure 
of  success. 

2.  Fhe  only  real  physical  thei  apy  is  exercise. 

3.  Simple  non-destructive  local  inject icjiis  to  per- 
mit the  patient  a jcaiti-free  stai  t on  the  exeicise 
program,  can  be  of  lasting  betiefit  with  \ ii  tu- 
ally  no  hazard. 

-1.  Focal  hyperin  itability  in  muscle  triggei  points 
or  small  joints,  tends  to  be  leversible  bv  local 
injection. 

5.  Focal  anoxia,  oi  ischemi.i,  clue  to  oedema  and 
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platelet  agglutination  in  muscle  trigger  points 
jjrocluces  pain  referred  at  a distance.  Focal 
ischemia  of  joint  cartilage  and  ligaments  pro- 
duced by  loss  of  motion  in  the  joint  presents 
a reasonable  hypothesis  to  explain  the  sudden 
"locking  ' and  dysfunction  of  small  joints. 

6.  It  is  reasonable  to  tise  local  injection  of  muscle 
trigger  points  and/or  dysfunctional  joints  as  a 
therapentic  diagnostic  trial  before  any  in- 
vasive or  potentially  destructive  surgical  pro- 
cedure is  elected. 
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INTRODUCTION 

An  Area  Health  Education  Center  (AHEC) 
Program  for  the  State  of  Arkansas  was  originally 
proposed  in  Jatiuary,  1973,  by  the  Governor’s 
Committee  on  Primary  Health  Care  as  one  of  six 
major  components  of  a State  Plan  for  Primary 
Health  Care,  d’he  proposed  AHEC  plan  was  sub- 
sequently adopted,  authorized  and  funded  by  the 
State  Legislature  in  Eebruary,  1973.  The  program 
was  assigned  administrativeh  to  the  Lltiiversity 
of  Arkansas  for  ^^edical  Sciences  and  the  responsi- 
bility for  the  program  was  delegated  specifically 
to  the  Chancellor,  Unitersity  of  Arkansas  for 
Medical  Sciences. 


As  originally  conceived,  the  AHEC  Program 
was  to  focus  principally  on  the  state's  primary 
health  care  needs,  particularly  in  the  medically 
underservetl  areas.  The  program  was  to  include 
efforts  to  retain  more  of  the  graduates  of  the 
state’s  College  of  Medicine  for  practice  in  Arkan- 
sas; the  training  of  more  primary  care  physicians, 
particularly  family  practitioners,  for  the  state; 
and  to  improve  the  geographic  distriiiution  of 
these  physicians  over  the  state.  The  program  was 
also  to  address  the  needs  of  the  medically  under- 
served areas  of  the  state  for  other  health  care  pro- 
fessionals and  disciplines,  including  nurses,  din- 
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Associate  Dean,  College  of  Medicine,  University  of  Arkansas  for 
Medical  Sciences,  4301  West  Markham.  Little  Rock,  Arkansas  72201. 
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ical  nurse  practitioners,  physicians’  assistants,  and 
other  personnel  needed  fcjr  improved  primary 
health  care.  The  plan  called  for  the  demonstra- 
tion of  the  team  approach  to  the  delivery  of  pri- 
mary health  care  services,  and  the  utilization  of 
this  ajjproach  in  the  training  of  the  various  health 
and  health-related  professions  students.  It  was 
invisioned  that  there  woidd  be  six  Area  Health 
Education  Centers  over  the  state  ami  that  each 
woidd  be  involved  in  the  recruitment  and  woidd 
provide  a portion  of  the  training  of  individuals 
from  within  the  area,  wdth  the  aim  that  they 
would  ultimately  return  to  their  home  communi- 
ties for  careers  in  the  practice  of  primary  health 
care. 

The  purpose  of  this  article  is  to  describe  the 
.\HEC  Program,  sjtecifically  its  aims  and  pur- 
jx)ses,  its  teaching  resources,  and  the  progress  of 
its  various  programs  over  the  past  six  years. 

OBJECTIVES 

During  the  period  from  July,  1973,  to  date,  the 
.\HEC  Program  has  been  pursuing  the  following 
major  program  objectives: 

• The  establishment  and  operation  of  a system 
of  AHEC  medical  libraries  with  uidts  at  each 
of  the  six  locations,  linked  with  the  Lh\MS 
.Medical  Library  at  Little  Rock  and  ultimate- 
ly to  the  National  Library  of  Afedicine  in 
\Vashington. 

• The  adnnidstration  and  supervision  of  the 
College  of  Medicine’s  preceptorship  program 
for  entering  third  year  medical  students. 

• d’he  })rovision  of  elective  clinical  rotations 
for  .senior  medical  students  in  each  .AHEC. 

• I’he  development  and  operation  of  accredited 
family  practice  residency  training  programs. 

• ’Lite  provision  of  clinical  rotations  in  the 
.AHECs  for  U.AMS  residents  in  the  primary 
care  specialties  of  internal  medicine  and 
pediatrics. 

• The  provision  of  clinical  training  in  the 
.AHECs  for  students  of  other  health  profes- 
sions, health-related  professions,  and  allied 
health  discipline  schools. 
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• The  provision  ol  continuing  education  pro- 
grams lor  practicing  physicians  and  other 
health  profession  practitioners  over  the  state. 

RESOURCES 

AHEC  Centers 

The  AHEC  Program  has  estalilished  six  educa- 
tion centers  throughout  Arkansas.  These  are  lo- 
cated in  El  Dorado,  Eayetteville/. Springdale,  Fort 
Smith,  Jonesboro,  Pine  Bluff,  and  Texarkana. 


419  practicing  physicians  serve  as  the  clinical 
teaching  faculty  in  the  following  six  AHECs: 


El  Dorado  41 

Fayetteville/Springdale  88 

Fort  Smith  124 

Jonesboro  5ti 

Pine  Bluff  73 

Texarkana  37 


d hese  centers  not  only  serve  as  primary  training 
sites  but  are  also  utilized  for  coordinating  various 
etlucational  programs  for  health  professionals 
within  their  respective  areas,  d he  AHEC  Central 
Office  located  on  the  medical  sciences  campus  at 
Little  Rock  coordinates  and  is  administratively 
responsible  for  all  the  activities  within  and  among 
the  six  statewide  .AHECs. 


Community  Hospitals 

Each  AHEC  program  is  designed  to  make  the 
most  effective  use  possible  of  the  teaching  and 
training  resources  of  the  community  hospitals, 
dhose  hospitals  presently  affiliated  with  the 
.AHEC  program  include: 

El  Dorado  Union  Memorial  Hospital 

Warner  Brown  Hospital 

Fayetteville/ 

Springdale  Eayetteville  City  Hospital 

Springdale  Memorial  Hospital 
V.A.  Hospital 

Washington  Regional  Medical 
Center 


Fort  Smith 


Jonesboro 

Pitie  Bhdf 
d'exarkana 


Sparks  Regional  Medical 
Center 

St.  Edward  Mercy  Medical 
Center 

Craighead  County  Hospital 
St.  Bernard's  Hospital 
Jefferson  Hospital 
St.  Michael  Hospital 
Wadley  Hospital 


Faculty 

Each  AHEC  has  a full-time  physiciati  director, 
who  is  resjtonsible  for  all  piograms  within  his 
specific  area,  d hose  .AHECs  that  have  a Family 
Practice  Residency  Program  also  have  a full-time 
resideticy  ])rogram  director  atid  assistant  director. 

.\  lull  complement  of  physician-teachers,  repre- 
sentative ol  the  various  medical  specialties  and 
subsjjecialties,  paiticipate  in  the  teaching  and 
traitiing  jjrograms  ol  each  .\flEC.  ddiese  are 
practicing  physicians  in  the  .\HEC  communities, 
specially  chosen  because  of  their  cptalificatiotis, 
includiiig  in  most  instances  speciality  Board  Cer- 
tilication,  and  extensive  experietice  in  clinical 
piaclice.  Each  physician  has  received  ;it)  appoint- 
nietii  to  the  clinical  lacithy  of  the  appropriate 
de|)artment  of  the  Ciollege  of  .Medicine,  Plniver- 
sity  ol  .-\ikansas  foi  Medical  Sciences.  .\  total  of 


Library  System 

Each  .AHEC  has  a medical  library  of  printed 
and  audio-visual  material  to  support  the  etluca- 
tional Jjrograms  of  the  cetiter  with  between  eighty 
to  one  hitndred-twenty  current  subscrijjtions  with 
three  to  five  years  of  backfiles.  d his  library  serv- 
ice is  extended  to  health  jjractitioners  and  health 
care  institutions  of  the  surrounding  geograjjhic 
area.  Services  available  through  the  .AHEC  li- 
braries include:  searches,  jjhotocojning,  current 
awareness  searches,  interlibrary  loan  services, 
bibliograjjhic  checks,  and  comjjuter-assisted  re- 
search through  the  l.I.-\.MS  Library  (AfEDLlNE, 
d OXl.lXE,  CANCERl.lNE,  and  AVLINE).  Ehe 
.Area  Health  Education  Center  Libraries  serve  as 
the  entry  jjoints  into  the  LLAMS  .Medical  Library 
and  the  National  Biomedical  Communications 
Nettvork. 
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PROGRAMS 

Sophomore  Preceptorship 

Sponsored  by  the  College  of  Medicine  at  the 
LJ.\.MS,  the  Sophomore  Precejjtorship  Program  is 
administered  by  AHEC.  d'lie  six  Area  Health 
Education  Centers  are  responsible  tor  the  coordi- 
nation, selection,  and  supervision  of  preceptor- 
ships  in  the  areas  in  which  they  are  situated.  The 
preceptorship  is  an  optional  program  which  offers 
students  an  opportunity  to  work  on  a one-to-one 
relationship  with  a physician-teacher  for  periods 
ranging  from  four  to  eight  weeks.  The  program 
is  designed  to  provide  educational  experiences 
for  medical  students  who  have  completed  their 
second  year  and  to  introtluce  these  future  phy- 
.sicians  to  the  conditions  and  opportunities  for 
practice  in  Arkansas  communities  with  a popida- 
tion  of  less  than  20,000.  Ehe  following  statistics 
are  for  1978  and  1979,  the  two  years  that  AHEC 
has  been  formally  involved  in  the  prece])torship 
program. 


SOPHOMORE  PRECEPTORSHIP  PROGRAM 


I97S 

1979 

Number  of  stutlents 

partici])ating 

53 

(f9 

Number  of  physicians 

.serving  as  preceptors 

45 

58 

.Arkansas  communities 

29 

35 

Senior  Medical  Student  Elective  Program 

1 he  senior  year  of  medical  school  consists  of  a 
witle  variety  of  educational  experiences  designed 
to  allow  students  to  elect  programs  which  sup- 
plement theii  prior  training  and  are  best  suited 
to  their  career  goals.  Ehose  electives  oftered 
through  the  AHECs  are  intended  to  augment  the 
existing  Lbiiversity  meilical  education  experience 
by  |>roviding  stutlents  an  opportunity  to  observe 
and  participate  in  sarious  aspects  of  private  jtrac- 
tice  medicine  ;is  it  exists  in  a communiiy  and 
private  hospital  setting.  Students  may  clioose 
single  or  multijtle  electives  ranging  from  three  to 
six  weeks  diti  ation  and  are  tissigned  by  the  .\H1- 
Director  to  ;i  community  physician  engaged  in 
that  particulai  field  ol  medicine. 

.\11  six  of  the  .\HECis  participate  in  this  jtro- 
giam,  and  the  niutiber  of  senior  stutlents  electing 
to  spend  at  least  one  six-week  rotation  in  an 
A1  lEC  1 las  |u ogressively  increa.sed  since  tlie  pro- 
gram w'tis  initiiitetl  in  1971. 


SENIOR  MEDICAL  STUDENT 
ELECTIVE  ROTATIONS 


71 

75 

76 

77 

78 

79 

75 

76 

77 

78 

79 

89 

Fort  .Smith 

19 

22 

20 

12 

20 

13 

Pine  Bluff 

16 

19 

25 

29 

29 

23 

El  Dorado 

f 

2 

5 

3 

2 

24 

f ones  boro 

5 

5 

5 

6 

19 

Fayetteville 

5 

15 

19 

16 

Texarkana 

5 

2 

10 

14 

dotal 

Stutlents 

39 

48 

65 

66 

86 

109 

1 otal 

Rotations 

47 

57 

93 

87 

115 

123 

AHEC  Family  Practice  Residency  Program 

Eully  accreditetl  three-year  residency  training 
programs  in  Family  Practice  were  begun  at 
.AHEC-Fort  Smith  and  A H EC-Eaye t tevi  1 le 
Sjtringdale  in  fitly,  1975,  and  at  AHEC-Pine  Hlufl 
in  fitly,  1977.  Each  of  these  training  programs 
has  a physician  tlirector  and  other  full-time  staff, 
anti  a full  complement  of  College  of  Medicine  ap- 
pointetl  teaching  faculty  in  all  the  major  metlical 
specialties  and  subsjjecialties  from  among  the 
prticticing  physicians  in  each  of  the  three  .AHEC 
communities. 


The  overall  gotil  of  the  residency  progrtim  is 
to  teach  anti  train  future  family  practitioners,  em- 
phasi/ing  continuing  care,  anti  focusing  on  the 
total  patient,  his  family,  anti  ettmmunity.  .An- 
t)thei  impt)!  taut  goal  of  the  program  is  tt)  achieve 
:i  better  tlistributit)n  of  primtiry  ctire  physicitins 
iluoughout  the  state,  particularly  in  the  less  jKtpu- 
hitetl  tueas  of  Arktuisas. 


In  ortlei  to  achieve  these  goals,  the  residenty 
tiiiining  pitygrams  emjjhasi/e  inslmction  in  in- 
tei  iud  medicine,  petlitilrics,  obsteti  ics-gynecologt', 
siugeiy,  emergency  rot)m,  behtiviortii  science  and 
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psychiatry,  with  adtlitional  experience  in  a variety 
of  siibspecialities.  Also,  each  program  has  a fully 
staffed  ami  equipj)ed  model  Family  Practice 
Center  which  is  the  focus  of  activity  for  out- 
patient training  during  the  three-year  program. 

Each  of  the  three  AHEC  Family  Practice  Resi- 
dency Programs  is  partially  supported  by  a fed- 
eral training  grant.  Ehrough  these  grants,  it  has 
been  possible  to  expand  the  programs,  and  train 
a large  number  of  residents.  The  grants  were  ef- 
fective July  I,  11)77,  and  each  is  assured  for  a 
period  of  three  years,  with  provision  for  renewal 
upon  successful  application  for  a period  of  two 
additional  years.  .Similar  residency  programs  have 
been  pro|)osed  for  the  AHECs  at  El  Dorado, 
Jonesboro,  and  Texarkana. 

AHEC  FAMILY  PRACTICE  RESIDENTS 

75  7(5  77  78  79 

76'  77  78  79  80 

Fort  Smith  2 9 14  14  21 

Fayetteville/ 

Springdale  3 6 9 11  13 

Pine  Bltiff  3 6 6 

Total  6 15  26  31  40 

Other  Primary  Care  Residencies 

1 he  major  portion  of  the  training  of  residents 
in  internal  medicine,  pediatrics  and  other  sjte- 
cialities  and  subsjtecialities  is  accomplished  at 
Little  Rock  tinder  the  direct  supervision  of  the 
resjtective  UAMS  academic  department  respon- 
sible for  program  accreditation.  However,  in 
some  of  the  training  programs,  j^eriods  of  rota- 
tion away  from  the  primary  training  base  are 
permitted. 

During  the  first  three  years  of  the  AHEC  Pro- 
gram, each  second-year  resident  of  the  Depart- 
ment of  Medicine  of  the  College  of  Medicine 
served  a two-month  AHEC  rotation.  Three 
AHECs  participated  in  this  activity,  Fort  Smith, 
Pine  Bluff,  and  El  Doratlo.  The  rotations  were 
mandatory  until  the  Iteginning  of  the  1977-78 
academic  year,  when  they  became  elective.  With 
this  change,  the  number  of  medicine  residents 
participating  in  this  AHEC  rotation  has  de- 
creased. 4'he  Department  of  Pediatrics  is  sending 
a limited  number  of  its  .second-year  residents  to 
AHEC-Pine  Bluff  on  a regular  basis  this  year  and 
plans  to  expand  this  to  include  AHEC- Jonesboro 
starting  in  Jtme,  1979. 


INTERNAL  MEDICINE  RESIDENTS 

7-f  75  76  77* * 
75  76  77  78 

Fort  Smith  6 5 6 3 

Pine  Bluff  5 5 5 1 

El  Dorado  5 5 4 

I'exarkana 

Total  16  15  15  4 

*Re(piired  rotation  dropped. 


78 

79 

~2 

2 

2 

~6 


Continuing  Education 

The  University  of  Arkansas  for  Medical  Sci- 
ences is  strongly  committed  to  provide  opportuni- 
ties for  the  practicing  physicians  and  other  health 
profe.ssionals  of  the  state  to  keep  abreast  of  cur- 
rent knowledge  and  procedures  related  to  their 
professional  practice  ihrottgh  continuing 
edtication. 

Each  Area  Health  Education  Center  provides 
an  ideal  organizational  system  for  this  continuing 
education,  and  an  increasing  number  of  offerings 
are  being  provided  in  each  of  the  six  AHECs 
(usually  at  the  affiliated  teaching  hospitals)  for 
the  practicing  physicians,  nurses,  and  other  health 
professionals  of  the  area.  Local  specialists  as  well 
as  full-time  faculty  from  the  UAM.S  present  and/ 
or  participate  in  the  many  regtdarly  scheduled 
AHEC  conference  sessions,  formal  courses  and 
seminars  in  each  of  the  six  locations. 


FUTURE  DIRECTIONS 

Progress  towartl  more  involvement  in  the  clin- 
ical training  of  students  of  the  other  health  pro- 
fessions and  allied  health  disciplines  has  been 
very  limited  to  date.  Early  in  1978,  preliminary 
discussions  began  with  representatives  of  the 
UAMS  Colleges  of  Nursing  and  Pharmacy.  These 
have  now  led  to  the  development  of  formal  pro- 
grams of  clinical  training  for  senior  nursing  stu- 
dents in  the  AHECs,  and  the  initiation  of  plan- 
ning of  programs  for  pharmacy  students. 

Additional  anticipated  expansion  of  the  AHEC 
Program  includes  the  establishment  of:  1)  Family 
Practice  Residency  Programs  at  El  Dorado,  Jones- 
boro, and  Texarkana  AHECs;  2)  sub-area  or 
SAHEC  centers;  3)  outlying  satellite  clinics; 

4)  health  education  programs  for  the  public;  and 

5)  increased  AHEC  involvement  in  regionalized 
continuing  education  programs  for  physicians 
and  other  health  professionals. 

SAHEC  centers  would  be  strategically  located 
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over  the  state  in  intei mediate  sized  communities 
in  order  to  provide  another  level  of  clinical  ex- 
perience and  traininj>  for  health  profession  stu- 
dents and  primary  care  residents.  Each  vvoukl 
relate  to  ami  be  a part  of  one  of  the  six  AHECs. 
One  such  .SAHEC  has  been  established  by  AHEC- 
Fayetteville /Springdale  at  Harrison,  Arkansas. 

I'he  satellite  clinics  will  be  established  in  small, 
isolaterl,  rural  communities,  and  will  relate  closely 
to  the  AHEO  or  S.\HEO  in  which  each  is  located 
and  would  become  model  jjrograms  of  front  line 
rural  health  care,  serving  as  training  sites  for 
health  profession  students,  particularly  future 
primary  care  jjractitioners.  One  such  clinic  has 
been  established  at  Lincoln,  Arkansas.  I'he  clinic 
is  open  three  half-days  per  week  and  is  staffed  by 
faculty  and  residents  from  the  AHEC-Eayetteville/ 
Springdale  Family  Practice  Residency  Program. 


A cooperative  program  between  AHEC,  State 
and  (lounty  Health  Departments  and  public 
schools  would  offer  health  education  to  the  pid> 
lic,  particidarly  children.  I'his  program  would 
emphasize  the  wellness  concept,  and  awareness  of 
the  health  hazards,  and  the  responsibility  of  the 
individual  in  the  maintenance  of  the  healthy 
state. 

Although  continuing  education  for  Arkansas 
physicians  and  other  health  professionals  pre,sent- 
ly  exists,  futtire  emphasis  will  be  placed  on  ex- 
panding the  programs  to  meet  the  needs  of  the 
various  health  professions  over  the  state  in  the 
most  convenient  and  accessible  manner  possible. 
The  planning,  coordination,  and  administration 
of  these  activities  will  be  through  the  AHECs  in 
cooperation  with  the  contintiing  education  pro- 
grams ol  the  four  colleges  at  the  UAMS. 
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For  many  years  now,  myelography  has  Ijeen  an 
important  diagnostic  tool  in  the  area  ot  spine 
pain.  Until  recently  the  standard  agent  for  my- 
elography was  Pantopaqne.  This  is  an  oil  based 
iodine  compound  that  is  radiopaque  when  placed 
in  the  spinal  canal.  It  has  been  well  recognized 
that  there  is  a 10  to  15%  false  jxtsitive  and  a sim- 
ilar percentage  of  false  negati\e  readings  and 
interpretations  from  Pantopatpie  myelography. 

In  recent  years,  particidarly  in  Europe,  a new 
water  solidile  comjzound  called  Metrizamide  has 
been  used  extensively.  The  annotated  bibliog- 
raphy is  available  frotn  Winthrop  Laboratories 
on  the  extensive  research  both  in  the  country  and 
in  Europe.  In  comparing  Pantopaqne  and  Metri- 
zamide, or  as  it  is  known  commercially,  Ami- 
paque,  it  was  immediately  evident  that  Amipaque 
made  a simpler  test  in  that  being  water  soluble, 
it  was  absorbed  by  the  body  and  excreted  through 
the  kidneys.  Therefore,  the  material  did  not  have 
to  be  removed  via  the  needle  route  as  did  the 
Pantopaqne.  ft  was  also  noted  on  myelographic 
lihns  using  Amipacjue  that  greater  detail  is  evi- 
dent in  the  cervical  and  lumbar  spine  areas,  ft 
was  also  noted  in  numerous  studies  such  as  that 
of  Hindmarsh  in  Sweden  that  the  incidents  of 
symptoms  following  Amipacjue  myelogram  such 
as  headache,  nausea,  dizziness,  and  meningeal  re- 
action was  smaller.  It  is  generally  accejzted  that 
incidents  of  nausea,  vomiting  and  headaches  fol- 
lowing Pantojzaque  myelogra|diy  will  be  ajajrroxi- 
mately  30%.  In  most  reported  series  these  comjjli- 
cations  have  a lower  incidence  following  .\mi- 
jjaque  myelograjzhy. 

*Liltlc  Rock  Orthopedic  Clinic,  P.A.,  9500  Lile  Drive.  P.  O.  Box 
5270.  Little  Rock.  .Arkansas  72215. 


.Amijzacjue  Myelograjzhy,  however,  was  noted  to 
have  another  comjdication,  that  of  convulsion. 
This  incidence  has  Izeen  noted  to  ajjjzroximately 
1 1/2%  in  most  series  following  Amijjacjue  myelo- 
grajzhy.  I’his  article  is  designed  to  rejjort  on  80 
consecutive  .VmijDacjue  myelograms  jzerformed  at 
Bajjtist  .Medical  Center  between  January  and 
March  of  1980.  These  80  studies  were  done  be- 
cause of  symjjtoms  of  pain  related  to  the  cervical, 
thoracic  or  lumbar  sjjine.  I’here  were  52  males, 
and  28  females.  The  j^atients  were  from  20  to  79 
years  of  age  with  an  average  age  of  40.  Of  these 
jjatients,  25%  showed  some  degree  of  headache, 
nausea  and/or  vomiting  following  the  .Amijzaque 
myelogram.  3.75%  of  these  jtatients  had  some 
degree  of  convulsive  disorder  following  the  .Vmi- 
jxique  myelogram. 

In  reviewing  these  cases,  it  is  noted  that  myelo- 
grajjhic  studies  were  jjerfornied  by  members  of 
the  neurological,  neurosurgical,  radiological  and 
orthopaedic  medical  staffs.  It  was  also  noted  that 
the  jne-  and  jjost-myelogram  care  of  these  jzatients 
varied  considerably  according  to  the  wishes  and 
desires  of  the  attending  jzhysician.  It  was  also 
noted  that  34  of  the  80  studies  were  done  by  one 
doctor  who  used  a j^rotocol  of  jzre-myelogram 
and  |zost-myelogram  hydration  with  intravenous 
fluids.  In  these  34  cases  there  was  an  incidence 
of  convulsion  of  less  than  1%.  It  was  also  noted 
in  this  survey  that  all  doctors  carefidly  avoided 
the  use  of  phenothiazine  medication  prior  to  or 
shortly  following  the  myelogram  examination.  In 
one  case  where  jjhenothiazine  medication  was  ad- 
ministered to  the  |)atient  the  day  before  the  my- 
elogram examination,  a mild  convulsive  disorder 
did  develojz  following  the  myelogram. 


106 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


1.  Lik-hton  Mii.i.aki),  M.l). 


Jn  coiulusion,  this  biicl  icpoit  sliovvs  that  a 
iioii-toxic  water  soltiblc  agent  with  verv  low 
neiiiotoxieity  is  a tpiitc  stiitable  agetit  lor  in- 
jection itito  the  spintil  canal  lor  dye  contrast 
radiological  studies.  It  is  lelt  horn  this  briel  study 
which  is  admittedly  not  statistically  signilicant, 
that  pre-  atid  post-myelogram  hydration  and  care- 
ful avoidance  ol  coticotnitatit  phenothia/ine  drug 
administration  is  important,  d’herefore  it  apjtears 
that  Metrizamide  (.\tnipa(|nc)  has  more  advan- 
tages in  clinical  diagnosis  of  spinal  jtain  than 
disadvantages. 
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ELECTROCARDIOGRAM 


OP  THE  MONTH 


• •••••  •••  •••  •••  ••• 

The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  117) 

HISTORY:  Mr.  J.  J.  is  a 68-year-old  black  patient  who  presented  with  a near-syncopal  episode  experienced 
while  attending  the  funeral  of  a friend.  He  denied  chest  pain  of  any  type.  There  was  a recent  history  of  an 
upper  respiratory  infection  thought  to  have  been  viral  in  etiology  but  his  past  history  was  otherwise  negative. 
Physical  examination  revealed  a diaphoretic  hypotensive  man  with  pulmonary  rales,  a pericardial  friction  rub, 
end  an  S;:  gallop.  His  ECG  is  shown. 

Based  upon  the  history  as  presented  and  the  ECG,  which  of  the  following  statements  are  true  and  which  are 
false? 

1.  Either  acute  myocardial  infarction  or  myocarditis  could  account  for  most  abnormalities  described  in  the 
patient's  history  and  physical  examination. 

2.  The  ECG  shows  evidence  of  LBBB,  first  degree  AV  block,  and  inferior  infarction. 

3.  Electrocardiographic  findings  of  infarction  cannot  be  seen  on  this  trace  because  of  conduction  disturbance. 

4.  The  trace  shows  conduction  disturbance  that  would  merit  at  least  temporary  pacing. 


5 If  the  ECG  changes  are  secondary  to  an  infarct  and  not  myocarditis,  then  the  patient  has  a good  prognosis. 

I II  III 


John  W.  Watson,  M.D. 

Assistant  Professor 
Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Pediatric  Review: 

Urinary  Tract  Infection  in  Childhood 

Eileen  Ellis,  M.D.,  and  Watson  C.  Arnold,  Jr.,  M.D.* 


Inlections  ol  the  urogenital  tract  are  a common 
proljlem  in  chiklren.  In  aiUlition,  urinary  tract 
infections  in  chiklren  more  olten  lead  to  acute 
pyelonephritis.  .\n  episode  ol  acute  pyelonephri- 
tis or  recurrent  urinary  tract  infection  in  a child 
should  alert  the  clinician  to  the  possible  jrresence 
of  strnctnral  abnormalities  of  the  urinary  tract. 
'This  paper  trill  review  the  current  inlormation 
available  on  the  incidence,  iliagnosis,  therapy  and 
evaluation  of  chi  hi  ten  with  urinary  tract 
infections. 

INCIDENCE 

At  any  one  time,  approximately  one  jtercent  of 
the  pediatric  age  group  will  have  a urinary  tract 
infection.  The  incidence  of  urinary  tract  in- 
fection in  chiklren  varies  with  both  age  and  sex. 
Urogenital  infections  occur  in  approximately  1% 
of  newborns  with  a 2:1  male  predominance.  In 
older  children  the  incidence  rate  rises  to  2.5% 
with  a female  predominance. ^ Congenital  delects 
causing  obstruction  and  subsequent  infection  are 
more  prevalent  in  males.  Currently,  urinary  tract 
infections  (U  11)  are  thought  to  residt  from  as- 
cending infection.  In  the  lower  urinary  tract,  en- 
tericbacteria  reach  the  bladder  via  the  urethra  and 
in  acute  pyelonephritis  bacteria  ascend  the  ureter 
to  the  kidney.  Neonates,  however,  are  an  excep- 
tion. A L'  ri  in  a newborn  usually  residts  from 
.septicemia  and  hematogenous  dissemination  to 
the  kidney. 1 Though  acute  pyelonejjhrilis  may 
result  in  renal  scarring,  the  risk  of  significant  ]jro- 
gressive  renal  insufficiency  is  small  and  usually 
occurs  with  structural  abnormalities  of  the  uri- 
nary tract.  It  is  now  recognized  that  chronic  in- 
terstitial nephritis  can  residt  from  a variety  of 
causes  other  than  chronic  })yelonephritis  and  that 
chronic  pyelonephritis  therefore  is  an  uncommon 
cause  of  renal  failure. 

DIAGNOSIS 

d'he  clinician  presented  with  a child  with  a 
urinary  tract  inlection  must  attempt  to  differenti- 
ate between  lower  and  upper  tract  inlection.  The 
clinical  manifestations  of  UTI  are  commonly 
vague  and  non-specific,  bhinary  frecpicncy,  clys- 

•Department  of  Pediatrics,  Uivisiou  of  Nephrology,  University  of 
.\rkansas  for  Medical  Sciences,  4301  West  Markham,  Little  Rock, 
.Arkansas  72201. 


uria,  and  siqjrapubic  tenderness  may  not  occur 
even  in  older  chiklren,  and  conversely,  half  ol 
girls  presenting  with  frecpiency  and  dysuria  cki 
not  have  U l l.  Other  causes  of  frecjuenc)  and  dys- 
uria  include  urethritis  from  chemical  irritants 
such  as  bubble  bath,  vulvovaginitis,  foreign 
bodies,  viral  inlections,  pinworms  or  emotional 
disturbances,  d'he  child  with  acute  pyelonephritis 
more  often  will  present  with  signs  of  systemic  in- 
fection including  fever  greater  than  102°  F,  cos- 
toverteftral  angle  tenderness,  nausea  and  vomit- 
ing. Since  the  clinical  findings  are  non-sjjecilic. 
other  tests  are  needed  to  ascertain  the  presence 
and  site  of  urinary  infection. 

1 he  most  important  step  in  the  diagnosis  of  a 
II  ri  is  the  collection  of  a proper  urine  specimen 
lor  culture.  Fhis  can  be  accomplished  in  one  of 
three  ways:  1.)  suprapubic  bladder  tap,  2.)  blad- 
der catheterization,  or  3.)  midstream  clean-catch 
urine.  suprapid)ic  bladder  tap  is  a sale  and 
simple  procetlure  that  is  recommended  in  inknns 
under  12  months  of  age.  bladder  catheterization 
using  sterile  technicpie  is  indicated  in  females 
over  ti  months  of  age.  A mitlstream,  clean  catch 
specimen  can  be  obtained  with  direct  nursing 
supervision  horn  chiklren  who  are  able  to  \oid 
on  command,  bag  urine  collections  are  seldom 
adetpiate  and  should  only  be  usetl  in  screening 
for  jjyuria  or  bacternria. 

.\  presumptive  diagnosis  of  urinary  tract  in- 
fection can  be  made  from  an  abnormal  urinalysis 
particularly  when  the  signs  and  symptoms  of 
urinary  tract  infection  ate  present.  However, 
defitiilive  diagnosis  must  be  based  on  (piantita- 
tive  cultures  of  the  urine.  Fhe  pie.sence  of  bac- 
teria in  a Ireslily  sjjun  urine  correlate  best  tvith 
c ulture  results.  Pyui  ia,  defined  as  five  or  more 
white  blood  cells  per  high  power  Held  on  a cen- 
trifuged specimen  correlates  poorly  tvilh  bacter- 
uria  and  pyruria  may  occur  in  as  few  as  10%  of 
children  with  documented  lotcer  tract  infection. 
Conversely,  children  with  jnruria  may  not  ha\e 
bacteruria.  broieinuria  and  hematuria  also  occur 
in  ptitients  with  urinary  tract  infection  but  cor- 
relate poorly  with  presence  and  site  of  infection 
and  chiklren  with  fever  from  any  cause  mav  also 
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have  white  cells,  reel  cells  and  protein  in  their 
mine. 

Signil'icant  bacternria  is  present  when  a mid- 
stream clean-catch  urine  specimen  contains  a 
pure  ciiltnre  of  100,000  bacteria  ml.  Mixed  cul- 
tures should  be  repeated  as  they  probably  repre- 
sent contamination.  The  accuracy  of  a single 
positive  cnltnre  obtained  from  a clean-catch  speci- 
men is  80%.  This  accuracy  increases  to  95%  when 
a second  positive  culture  is  obtained. ^ A urine 
culture  containing  greater  than  10,000  bacteria/ 
ml  is  significant  if  the  sjrecimen  is  collected  by 
uretheral  catheterization.  A urine  culture  ob- 
tained by  a suprapubic  bladder  tap  is  considered 
positive  if  any  organisms  are  present  in  the 
culture. 

E.  coU  is  the  organism  cultured  from  80-90% 
of  all  initial  lower  tract  infections  and  in  70% 
of  recurrences.  In  children  with  a second  urinaiw 
tract  infection  80%  are  reinfections  with  a dif- 
ferent bacterial  species  or  serotype.  In  acute  py- 
elonephritis, E.  coli  remains  the  most  common 
organism  but  accounts  for  only  00-65%  of  positive 
culttires.  Proteus  and  klebsiella  species  are  the 
most  common  other  organism  cultured  from  pa- 
tients with  pyelonephritis.^ 

Once  the  presence  of  a UTI  is  documented  by 
a positive  urine  culture  lower  tract  infection 
(cystitis)  must  be  differentiated  from  upper  tract 
infection  (pyelonephritis).  The  definitive  test  to 
determine  the  presence  of  upper  tract  infection 
is  the  bladder  washout  test  as  developed  by 
Fairlay.5  However,  since  the  bladder  washout 
technique  is  invasive,  other  more  indirect  tests 
have  been  used  to  differentiate  upper  and  lower 
tract  infection. 

Two  easily  performed,  non-specific  tests  often 
used  to  differentiate  upper  from  lower  tract  in- 
fections include  the  erythrocyte  sedimentation 
rate  (E.8R)  and  the  C-reactive  protein  (CRP).  Pa- 
tients with  an  E.SR  ^21  mm/hr  and  CRP  30 
yug/ml  are  more  likely  to  have  lower  tract  infec- 
tion. Those  with  ESR  > 25  mm/hr  and  CRP 
> 30  /zg/ml  more  commonly  have  pyelonephri- 
tis.® However,  elevations  of  the  ESR  and  CRP 
are  only  indicators  of  systemic  infection  and  are 
not  direct  evidence  for  renal  parenchymal  infec- 
tion. Though  decreased  urinary  concentrating 
ability  occurs  commonly  in  patients  with  acute 
pyelonephritis,  this  is  not  a reliable  means  for 
differentiation  between  upper  and  lower  tract 
infections,  especially  in  newborns  who  cannot 


maximally  concentrate  their  urine  until  six 
months  of  age. 

The  measurement  of  total  urinary  lactic  de- 
hydrogenase (LDH)  and  urinary  LDH  isoenzymes 
are  the  most  useful  tests  to  determine  the  site  of 
urinary  infection.  In  normal  children  and  chil- 
dren with  lower  urinary  tract  infection,  total 
urinary  LDH  is  les  than  30  mLI  ml  and  isoen- 
zymes I and  II  predominate.  Children  with  acute 
pyelonephritis  have  a total  urinary  LDH  greater 
than  30  niLb  ml  and  urinary  LDH  isoenzymes  IV 
or  are  greater  than  10%  of  the  total  LDH. 

Antibody-coated  bacteria  in  the  urine  have 
been  reported  to  correlate  with  upper  tract  in- 
fection in  adults.  In  children  no  significant  cor- 
relation between  the  presence  of  antibody-coated 
bacteria  in  the  urine  and  the  localization  of  in- 
fection has  been  shown.®  The  presence  of  anti- 
body-coated bacteria  in  the  urine  indicates  that 
the  uroepithelium  has  been  invaded  by  bacteria 
rather  than  the  site  of  the  infection.  This  test  is 
expensive,  not  readily  available  and  unreliable 
in  children. 

TREATMENT 

The  antibiotic  chosen  for  the  treatment  of 
urinary  tract  infections  depends  on  the  sensitivity 
of  the  infecting  organism.  Eradication  of  bac- 
teruria  correlates  more  closely  with  the  urine  con- 
centration of  antibiotics  than  with  the  serum  anti- 
biotic concentration.^  Most  antibiotics  are  ex- 
creted and  concentrated  by  the  kidney,  resulting 
in  a urine  with  antibiotic  levels  much  higher  than 
in  the  serum.  Renal  corticol  concentrations  of 
antibiotics  are  5-10  times  serum  levels  and  renal 
mednllary  and  urinary  antibiotic  concentrations 
are  10-50  times  serum  levels.^ 

Neonates  with  urinarv  tract  infections  should 

z 

be  treated  for  sepsis  with  intravenous  ampicillin, 
50-75  mg/kg/day,  and  intravenous  or  intramus- 
cular gentamicin,  5 mg/kg/day.  In  older  infants 
and  children  ampicillin,  50-100  mg/kg/day,  is  the 
recommended  antibiotic  for  initial  therapy  in 
both  upper  and  lower  tract  infections.  Sulfasoxa- 
zole  150  mg/kg/day  may  also  be  used  at  this 
setting.  In  patients  who  cannot  concentrate  their 
urine  such  as  those  with  sickle  cell  disease  and 
mild  chronic  renal  insufficiency,  the  dosage  of 
ampicillin  should  be  increased  to  100-200  mg/kg/ 
day.  Cephalosporins,  aminoglycosides,  or  other 
appropriate  antibiotics  may  be  used  depending 
on  bacterial  sensitivities.  A repeat  urine  culture 
is  obtained  48  to  72  hours  after  therapy  has  begun 
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ami  will  be  negative  il  antibiolie  iherapy  has  been 
effective.  Eor  lioth  lower  anil  upper  tract  in- 
fection, treatment  shonkl  be  continued  for  10  to 

1 f days:  longer  treatment  has  not  been  found  to 
be  more  effective.*'  In  addition  to  antibiotics, 
increased  fliiiil  intake  and  increased  mine  flow 
rate  with  freipicnt  voiding  is  recommended,  d’he 
use  of  cranberry  juice  to  acidify  the  urine  is  both 
expensive  and  futile.  Most  patients  rebel  after 
ingesting  the  1-2  (piarts  a day  of  cranberry  juice 
needed  to  niaintain  ati  acid  urine.  Ascorbic  acid 
(V'itamin  C),  100  mg  twice  a day,  will  adeipiately 
acidify  the  urine  and  is  needed  only  in  those  pa- 
tients on  Methenamine  mandelate. 

'Ereatnient  for  pyelonephritis  may  lie  given 
orally  or  intravenously.  I'he  intravenous  route  is 
preferred  if  the  child  is  too  ill  to  tolerate  oral 
medications.  Sulfonamides  are  not  recommended 
for  treatment  of  acute  pyelonephritis  as  they  are 
not  concentrated  in  the  renal  parenchyma.  Once 
the  child  improves,  oral  medications  may  be 
started.  Treatment,  fo!low'-up  and  cultures  are 
similar  to  those  children  with  urinary  tract 
infection. 

A marked  reduction  in  the  incidence  of  recur- 
rent EITI  has  been  demonstrated  with  prolonged, 
low'-dose  antibiotic  therapy.  However,  the  ex- 
pense and  potential  toxicity  of  prolonged  anti- 
biotic prophylaxis  should  be  limited  to  those  chil- 
dren with  closely  spaced,  recurrent  urinary  tract 
infection.  Recommended  therapy  for  adults  or 
children  includes  trimethoprim-sulfamethoxazole, 

2 ingTMP/lO  mgSMX/kg,  or  nitrofurantoin,  1-2 
mg/kg,  given  nightly  for  three  to  six  months.  Bac- 
terial resistance  seldom  occurs  with  these  anti- 
biotics. Methenamine  mandelate  has  the  disad- 
vantage of  requiring  multiple  daily  doses  of  an 
urinary  acidifying  agent.  Sulfonamide  therapy  is 
limited  by  the  rapid  development  of  resistant 
strains  of  bacteria. 

FOLLOW-UP 

Repeat  urine  cultures  are  important  in  docu- 
menting relapse  or  reinfection.  A urine  culture 
should  be  obtained  one  week  after  the  end  of 
antibiotic  therapy  to  ensure  that  the  infection  has 
responded  to  therapy.  Thereafter,  urine  cultures 
should  be  obtained  at  three-month  intervals  in  the 
first  year  and  four-month  intervals  during  the 
second  year.  Recurrences  are  often  asymptomatic 
and  most  frequently  occur  in  the  three  months 
following  initial  infection.  As  many  as  80%  of 
girls  with  urinary  tract  infection  will  have  recur- 


rences in  the  three  years  following  their  initial 
infection  and  half  of  these  recufrences  are  asymp- 
tomatic.'' Ehese  girls  may  also  be  more  suscepiilile 
to  recurrences  during  pregnancy. 

Radiographic  studies  should  be  included  in  the 
evaluation  of  Ud  I in  certain  patients.  An  intra- 
venous pyelogram  (IVP)  and  voiding  cystoure- 
throgram  (VCU)  should  be  .scheduled  four  to  six 
weeks  following  resolution  of  the  second  infec- 
tion in  girls  or  following  the  initial  infection  in 
neonates,  boys,  or  in  any  patient  with  pyelone- 
phritis. During  an  acute  episode  of  urinary  tract 
infection,  swelling  of  the  bladder  wall  may  result 
in  vesicoureteral  reflux  that  spontaneously  re- 
solves. Vesicoureteral  reflux,  a common  finding 
on  VCU,  is  graded  by  the  following  criteria; 
glade  1:  reflux  limited  to  the  ureter;  grade  2:  re- 
flux reaching  the  pelvis  and  calyces  without  dila- 
tion of  the  collecting  system;  grade  3:  complete 
reflux  with  some  distention  of  the  ureter,  pelvis 
and  calyces;  and  grade  4:  reflux  associated  with 
massive  dilation  of  ureter,  pelvis,  and  calyces. 
Spontaneous  resolution  of  grade  1 and  2 reflux 
occurs  in  75  to  80%  of  children. Spontaneous 
resolution  of  grade  3 and  4 reflux  is  rarer  and 
the.se  patients  should  be  referred  to  a urologist  for 
follow-up.'®  Serial  VCU’s  shottld  be  performed 
in  children  with  reflux  every  (3-24  months  until 
resolution.  If  reflux  progresses,  then  urologic  con- 
sultation should  be  obtained.  If  structural  ab- 
normalities of  the  kidney  are  absent  on  initial 
exam,  an  IVP  neeil  be  repeated  no  more  often 
than  every  three  to  five  years  to  determine  if 
scarring  has  occurred.  Cystoscopy  is  seldom  indi- 
cated if  structural  abnormalities  are  not  present. 
Bladder  neck  obstruction  and  distal  ureteral 
stenosis  are  present  as  often  in  normal  girls  as  in 
those  with  recurrent  UTI  and  the  effectiveness  of 
uretheral  dilatation  has  never  been  demonstrated 
in  a controlled  study.3 

SUMMARY 

Urinary  tract  infections  are  a common  occur- 
rence in  the  pediatric  age  group.  Differentiation 
between  upper  and  lower  tract  infections  may 
be  difficult.  Symptoms  of  lower  tract  infection 
include  urinary  frequency,  dysuria,  and  supra- 
pubic tenderness.  Symptoms  of  upper  tract  in- 
fection include  fever  >102°F,  chills,  and  costo- 
vertebral angle  tenderness.  A properly  collected 
urine  culture  must  be  obtained.  Though  sug- 
gestive, a urinalysis  is  of  little  help  in  determin- 
ing if  a UTI  is  present.  Tests  to  determine  the 
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.site  of  infection  include  urinary  concentrating 
al)ility,  CRP,  ESR,  total  urinary  LDH  and  uri- 
nary LDH  isoenzymes.  The  bladder  washout 
technique  is  the  definitive  test  for  determining 
the  site  of  infection.  After  a urine  cidture  is  ob- 
tained, treatment  is  initiated  with  approjtriate 
antibiotics  for  10  to  14  ilays.  Ampicillin  50-100 
mg,  kg/clay  is  the  recommended  initial  treatment. 
Follow-up  should  iuclude  frecjuent  urine  cultures 
during  the  first  three  years  following  initial  in- 
fection. Closely  spaced  recurrent  infections 
should  be  treated  wdth  nitrofurantoin  or  tri- 
methoprim-sulfamethoxasole  for  three  to  six 
months.  Radiologic  evaluation  with  an  IVP  and 
VCU  should  be  performed  four  to  six  weeks  fol- 
lowing the  second  infection  in  girls  or  following 
tlie  lirst  infection  in  neonates,  boys,  or  patients 
diagno.sed  as  having  acute  pyelonephritis. 

TABLE  1. 

DIAGNOSIS  OF  PYELONEPHRITIS 

.Symptoms: 

fever  > 102°  F 
chills 

CV,\  tenderness 
Suggestive  tests: 

loss  of  urinary  concentrating  ability 
ESR  > 25  mm  'min 
CRP  > 30/xg/ml 
urinary  l.DH  > 30  mil, ml 
urinary  LDH  isoenzyme  IV  or  V > 10% 
Confinuatory  test: 

positive  bladder  w'ashout  test 

TABLE  2. 

RECOMMENDATIONS  FOR 
UROLOGIC  EVALUATION 

A.  Radiographic  evaluatioa 

1.  Males  (all  ages)  and  females  le.ss  than  one 
year  old:  Intravenous  jjyelogram  (IVP)  and 
voiding  cystourethrogram  (VCT)  4-6  weeks 
after  resolution  of  initial  infection. 

2.  Females: 

a.  IVP  and  VCU  after  first  documented 
infection  if  symptoms  suggest  pyelone- 
])hritis,  or 

b.  IVP  and  VCU  after  second  infection 
for  all  others. 

P).  Further  urologic  evaluation  including  cystos- 
copy is  considered  for  patients  with  any  radio- 
graphic  abnoimality. 
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Mayo  Symposium  on  Duodenal  Ulceration 

Alfred  Kahn,  Jr.,  M.D. 


Ciastro-iiitestinal  disorders  make  up  a very  high 
percentage  of  those  confronting  the  primary  phy- 
sician. Of  the  gastro-intestinal  group,  duodenal 
ulcer  is  one  of  the  most  commonplace  .serious  dis- 
orders. It  is  well  agreed  that  the  treatment  of 
the  uncomplicated  duodenal  idcer  is  medical  in- 
cluding antacids,  anti-secretory  drugs,  avoidance 
of  stress  if  possible  and  moderate  dietary  limita- 
tion. The  avoidance  of  caffeine,  alcohol,  tobacco 
and  spices  is  usually  recommended. 

For  a long  time  it  has  l)een  taught  that  duo- 
denal ulcer  surgery  should  he  recommended  for 
four  complications:  intractilrle  pain,  bleeding, 
perforation  and  obstruction,  d’hese  criteria  still 
hold.  But  there  is  much  controversy  as  to  which 
type  of  surgery  should  be  used.  This  is  the  topic 
of  a symjjosium  from  the  Mayo  Cdinic  (Mayo 
Cdinic  Proceedings  Volume  5,5,  page  5,  (anuary 
1980)  — although  there  is  one  paper  in  the  group 
on  “Medical  Versus  .Surgical  d’herapy  for  Duo- 
denal Ulcer”  by  Juan-Ramon  Malagelada  from 
1 he  Division  of  Internal  Medicine.  Malagelada 
feels  that  Cimitidine  which  is  an  Ho  receptor  an- 
tagonist is  an  effective  valuable  drug  to  employ 
in  a medical  j)rogram.  He,  of  course,  recommends 
antacids  as  aluminum  preparations  and  magne- 
sium preparations,  dhe  ^'alue  of  anticholinergic 
drugs  has  been  questioned  but  Malagelada  feels 
that  they  probably  are  of  value  — especially  in 
combination  with  lU  blocking  agents.  Under  in- 
sestigation  are  some  new  drugs  including  bismuth 
compounds,  carbenoxolone  derisatives,  sulpride, 
etc.  Prostaglandin  derivatives  are  also  being 
studied.  The  author  feels  that  70%  to  90%  of 
duodenal  ulcer  cases  slioidd  get  healing  on  ap- 
propriate, good  medical  treatmetit  using  Cimiti- 
dine and  one  or  more  antacids.  This  really 
means  accelerated  healing  as  ulcers  have  a tend- 
ency to  heal  anyway.  Pain  relief  does  not  parallel 


crater  healing  and  cases  shoidd  be  monitored  for 
this  — higher  drug  doses  or  more  extensive  drug 
combinations  may  be  necessary.  Malagelada  re- 
ports that  duodenal  ulcer  recurrence  rate  after 
Cimitidine  treatment  may  be  as  high  as  80%; 
this  is  said  to  be  no  higher  than  where  no  specific 
treatment  is  used;  prophylactic  Cimitidine  ther- 
a[)y  is  said  to  cause  a definite  decrease  in  duct- 
denal  recurrence.  The  side  effects  and  risk  of 
medical  treatment  of  duotlenal  idcer  consists 
mainly  of  the  side  effects  of  the  drugs  which  are 
u.sed  as  stasis  with  anticholinergic  drugs,  etc. 
Malagelada  reviewed  in  some  detail  the  matter 
of  ulcer  surgery  and  its  comjilications  as  viewed 
by  gastro-enterologist  with  internal  medicine 
background;  he  mentions  at  the  outset  that  there 
is  mortality  rate  from  surgical  ]M'ocedures  that 
would  be  unaccejitable  from  drug  use;  surgical 
statistics  are  not  as  accurate  in  evaluating  cases 
as  .so  many  medical  ca.ses  are  followed  by  gastro- 
•scofie  and  the  surgical  cases  are  not;  post  surgical 
cases  may  have  complications  as  dumping  syn- 
drome, diarrhea,  reflux  gastritis,  etc.;  the  cost  ef- 
fectiveness has  not  been  thoioughly  worked  out 
for  medical  or  surgical  treatment. 

Assuming  medical  therapy  is  for  some  reason 
a failure,  then  the  question  arises  “Which  Opera- 
tion for  Duodenal  Ulcer.”  This  is  the  subject  of 
a discussion  in  the  same  synqjosium  on  Duodenal 
Ulcers  as  Malagelada’s  paper;  Keith  A.  Kelly  is 
the  author.  He  outlined  the  pros  and  cons  of 
three  types  of  surgery:  Vagotomy  and  jiyloro- 
plasty,  vagotomy  and  antrectomy,  and  proximal 
gastric  vagotomy,  d he  older  procedures  of  partial 
gastrectomy  and  gastro  enterostomy  are  not  used 
much  at  the  Mayo  Clinic  anymore.  Kelly  says 
that  truncal  vagotomy  results  in  as  good  healing 
of  duodenal  ulcer  as  gastrectomy;  it  does  cause 
diarrhea  in  some  individuals;  truncal  vagotomy 


Volume  77,  Number  2 — July,  1980 


113 


Editorial 


is  also  said  to  decrease  gastric  contractions  and 
to  lengthen  gastric  emptying  time;  if  a pyloro- 
plasty was  performed  to  speed  gastric  and  empty- 
ing, it  caused  troublesome  symptoms  at  times. 
The  Mayo  Clinic  got  good  control  of  ulcer  symp- 
toms with  antrectomy  and  vagotomy  but  again, 
the  patients  had  some  post  operative  symptoms. 
Kelly  reports  that  proximal  gastric  vagotomy  has 
been  an  effective  operation;  this  reduces  the  out- 
put of  hydrochloric  acid  and  pepsin;  this  pro- 
cedure reduces  post  ojierative  setjuelae,  but  it  was 
not  as  effective  as  vagotomy  and  antrectomy.  In 
a separate  paper  Kelly  and  his  associates  found 
a recurrent  ulcer  rate  of  4.9%  in  223  patients 
after  ])roximal  gastric  vagotomy.  There  was  no 
mortality.  Serious  prolonged  post  operative  symp- 
toms occurred  in  less  than  3%  of  the  patients. 

Pemberton  and  van  Heerden  reported  on 
“Vagotomy  and  Pyloroplasty  In  The  Treatment 
of  Duodenal  Tlceration”  — in  182  patients.  They 
had  an  overall  mortality  of  4.4%.  Recurrent 


idcers  appeared  in  12.3%.  Post  gastrectomy  oc- 
curred in  61  patients.  Diarrhea  was  present  in 
16%  and  dumping  7.8%.  The  authors  state  “We 
believe  that  vagotomy  and  pyloroplasty  under- 
taken electively  for  the  cure  of  chronic  duodenal 
ulcer  disease  does  not  sufficiently  protect  against 
recurrence.” 

Hubert,  et  al.,  reviewed  some  of  The  Mayo 
Clinic  statistics  on  “Truncal  Vagotomy  and  Re- 
section In  The  Treatment  of  Duodenal  Ulcer.” 
Their  results  revealed  a ])ost-operative  mortality 
of  1.1%.  The  recurrence  rate  was  0.7%.  Serious 
postoperative  symptoms  were  low  — diarrhea 
0.7%  and  dumping  1%.  They  feel  that  this  is  a 
worthwhile  procedure. 

In  view  of  the  fact  that  there  is  some  mortality 
involved  in  the  surgical  therapy  of  duodenal  ulcer, 
cases  selected  for  surgery  should  be  carefully 
chosen  — and  the  procedure  used  should  best  suit 
the  individual  patient’s  need. 


Othef 


Arkansas  Medical  Monthly 
Vol.  1 No.  3 June,  1880  p.  134 

EUREKA  SPRINGS 

The  following  analysis  of  the  water  from  these 
sjirings  was  made  by  Wright  8c  Merrill,  analytical 
chemists,  of  St.  Louis,  for  the  benefit  of  Dr.  B.  M. 
Hughes,  of  Eureka: 

Grammes.  Grains. 


Total  solids  per  gallon .220  3.397 

of  which  there  is  of 

Carbonate  of  Lime  .104  1.606 

Soluble  Silica  .007  0.108 

Organic  matter  composed  of 

Crenic  Acid  (Mulder) .026  0.400 

Extractive  Matter  .074  1.141 

Loss  .009  0.138 


This  water  is  remarkable  for  its  purity,  as  its 
specific  gravity,  which  is  at  60  deg.  F.,  only 
1.000103,  and  the  small  amount  of  solids  found, 
plainly  indicates.  In  this  respect  it  is  very  similar 
to  the  celebrated  medicinal  waters  of  Baden  in 

Germany  and  Pfeffers  in  Switzerland. 

* # # * 


Arkansas  Medical  Monthly 
Vol.  1 No.  2 May,  1880  p.  93 

MOSQUITOES  AS  A STIMULANT 
TO  REPRODUCTION 

A gentleman  traveling  in  the  lowlands  of  this 
State  was  surpri.sed  to  find  a gieat  number  of 
children  at  the  different  houses  which  he  passed. 
Stopping  at  a house  where  a numerous  progency 
seemed  to  abound,  he  inquired  of  its  maternal 
guardian  for  the  cause  of  this  universal  human 
prolificness,  ‘Oh!  my  dear  sir,’  she  answered, 
‘the  mosquitoes  are  so  had  in  this  country  that 

we  folks  can’t  sleep  at  night!’ 

* * * * 

T ransactioiis  of  the  State  Medical  Society 
of  Arkansas 

5th  Annual  Session  — May  1880 

Address  of  E.  T.  Dale,  M.D. 

President  of  the  Society 

...  It  is  time  that  the  profession  should  take  a 
more  prominent  part  in  public  affairs,  be  more 
interested  workers  for  and  promoters  of  public 
legislation.  It  is  the  duty  of  the  physicians,  as 
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citizens,  to  sec  that  the  interests  ol  State  medicine 
are  cared  tor;  if  they  do  not  do  this,  hut  leave  the 
matter  of  public  Iiygiene  or  preventive  medicine, 
the  establishment  of  a Hoard  of  Hcaltli,  of  insti- 
tutions for  the  care  of  the  sick,  the  questions  of 
medical  education  and  medical  jurisprudence, 
together  with  the  thotisand-and-one  other  tjties- 
tions,  which  bear  upon  the  lives  and  health  of  our 
people,  to  be  rcgidated  by  those  who  know  little 
ami  care  less  about  these  subjects,  Arkansas  will 
long  be  far  behind  those  States  in  which  more 
enlightened  ideas  are  held  and  more  earnest  citi- 
zens’ work  done  by  their  medical  men. 

I’he  necessity  for  a State  Board  of  Health,  made 
more  apparent  by  the  yellow^  fever  epidemics  of 
the  past  two  years,  and  the  good  accomplished  by 
the  various  health  organizations  of  the  country 
in  preventing  the  spread  of  this  disease,  is  be- 
coming more  and  more  appreciated  by  the  people 
of  our  State,  and  I have  little  doubt  if  the  pro- 
fession w'ill  make  the  proper  effort,  our  next 
Legislature  w'ill  pass  a law  creating  a State  Board 
of  Health,  as  well  as  one  providing  for  the  es- 
tablishment of  a State  Lunatic  Asylum.  . . . Let 
me,  then,  urge  you  and  all  other  physicians  in 
the  State  w'ho  have  the  interests  of  medical  science 
at  heart,  as  physicians  and  citizens  who  have  the 
interests  of  the  State  and  its  people  constantly 
claiming  your  attention,  to  begin  now  and  work 
until  a proper  law  is  passed  creating  a State  Board 
of  Health,  with  authority  and  means  to  prosecute 
its  work. 

# # # # 

Arkansas  Medical  Monthly 
Vol.  1 No.  3 June,  1880  p.  136 
d’he  Philadelphia  Medical  Times  says  that  a 
correspondent  writing  from  the  famine  districts 
of  Ireland,  claims  to  have  seen  ‘Hundreds  of  chil- 
dren from  the  age  of  tw'o  to  twelve,  with  hair  on 
their  skinny  arms  and  checks  fully  one  inch  long, 
a false  growth  caused  by  decay  and  hunger.’ 

If  this  w'ere  the  universal  result  of  poverty  and 
starvation,  two-thirds  of  the  doctors  in  Arkansas 
woidd  be  as  shaggy  as  Newfoundland  dogs.  On 
the  contrary,  they  are  generally  as  naked  as 
Spanish  curs  and  thin  as  greyhound. 

* # # # 

Arkansas  Medical  Monthly 
Vol.  1 No.  3 June,  1880  p.  137 
There  are  fifteen  hundred  practicing  physicians 
(so-called)  in  the  state  of  Arkansas,  of  whom  only 


five  hundred  are  graduates  of  medicine.  Cin- 
cinnati and  Philadelphia  might  afford  a branch 
office  here  for  the  sale  of  bogus  diplomas. 

# # # # 

Arkansas  Medical  Monthly 

Vol.  1 No.  5 August,  1880 

ARKANSAW  DOCTORS 
EDITORIAL 

Lhe  profession  of  this  State  are  as  universally 
scientific  and  thorotigh  in  their  medical  educa- 
tions as  the  average  jdiysician  of  any  State  in  the 
Union.  But  a majority  of  them  are  undoubtedly 
too  much  domesticated.  ’Lhey  are  so  much  ab- 
sorbed in  their  village  or  neighborhood  practice, 
and  so  hapjty  in  their  own  (piiet  family  circles, 
that  a spirit  ol  itidifference  is  engendered  among 
them  tow'ard  all  enterprises  which  seek  to  arotise 
them  from  this  happy  but  fatal  lethargy.  More 
adventurous  but  unworthily  itispired  spirits, 
usually  of  the  cities  and  larger  towns,  take  ad- 
vantage of  this  condition  of  affairs,  and  like  po- 
litical demagogues  with  brass-htted  cheeks,  create 
monopolies  and  usurp  powers  which  they  could 
not  accjtiire  through  the  poptdar  voice.  This  au- 
thority, initpiitotisly  begotten,  is  prostituted  to 
the  l)aser  j:)ur]joses  of  pecuniary  gain  and  self 
aggrandizement. 

We  ask  the  thinking,  reasonable  members  of 
the  profession  in  this  .State,  w'ho  are  the  ])rofessed 
leading  jjractitioners  of  the  day,  and  how  diil  they 
acquire  their  distinction?  AVdio  rules  and  governs 
our  medical  societies,  and  reflects  falsely  our  char- 
acters abroad?  We  answer  in  a spirit  of  un impas- 
sioned earnestness,  that  with  a few  honorable  ex- 
cej)tions,  they  arc  men  who  owe  their  rank  and 
prosperity  in  life  to  other  than  medical  tpialifica- 
tions.  With  such  arrogance,  chicanery,  hypocrisy 
and  ‘tricks  of  trade’  as  enrich  rogues,  they  are 
living  exemplars  of  political  lobbyists,  falsely  en- 
grafted upon  our  professional  body.  We  appeal 
to  the  Arkansaw  doctors,  to  come  out  and  note. 
Join  yotir  county  .societies,  organize  ami  work  for 
the  general  good  and  advancement  of  the  jjiofes- 
sion.  Throw  off  the  inciibns  put  uj)on  yoti  by 
‘rule  or  ruin’  spirits,  and  come  to  our  State  meet- 
ings in  fitture  for  the  jjurpose  of  advancing  yotir 
professional  interests,  and  not  to  eulogize  and 
magnify  the  self-assumed  grandetir  of  any  man. 
Do  not  swell  your  local  .societies  to  unjust  pro- 
portions by  taking  into  active  membershij)  all  the 
druggists  and  retired  practitioners  of  your  re- 
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spective  counties,  aiitl  thus  falsely  increase  your 
basis  of  representation  in  our  State  meetings. 
Fhev  have  no  professional  allegiance  to  the  laws 
YOU  make,  and  should  not  be  allowed  to  assist  in 
their  making.  "Work  for  the  legitimate  advance- 
ment of  the  profession  and  take  dotvn  those  stero- 
tvped  names,  adulterous  images  upon  the  pro- 
posed altar  of  your  affections,  and  subserve  the 
true  principles  of  organized  medicine.  ^Vhen  this 
is  done  your  duties  will  have  been  fulfilled,  and 
t\e  can  proudly  assume  a place  among  the  ad- 
\ ancing  spirits  of  the  age. 

* * * # 

T ransactions  of  the  State  Medical  Society 
of  Arkansas  at  its 

Fifth  Annual  Session  — May  18S0  p.  15 
\\'hereas.  The  Arkansas  Medical  Morithly  has 
l)een  recently  established  in  this  city,  and  its 
editor,  in  the  initial  number  of  said  journal; 
having  announced  his  intention  of  supporting  the 
interests  of  organized  medicine  in  this  state,  and 
all  its  principles  as  endorsed  by  the  American 
Medical  Association,  and  expressed  himself  in 
favor  of  medical  legislation  to  protect  the  people 
from  the  outrages  of  cpiacks  and  charlatans,  and 
furthermore,  being  in  favor  of  all  interest  which 
tends  to  the  advancement  of  medicine  and  med- 
ical education,  be  it  therefore 

‘Resolved,  That  we,  as  a body,  give  our  heart- 
felt endorsement  to  this  enterprise,  and  pledge 
ourselves  as  indi\  idual  members  to  do  all  in  our 
potver  toward  its  material  aid  and  encouragement, 
and  promise  to  exercise  our  personal  influence 
in  its  behalf.’ 

* # # # 

Arkansas  Medical  Monthly 
Vol.  1 No.  8 Nov.  1880 

THE  DOCTOR  OF  THE  PAST  COMPARED  WITH 
THE  DOCTOR  OF  THE  PRESENT 

By  J.  A.  .Seaver,  M.D. 

The  time  once  was  when  to  be  a doctor  of 
medicine  was  as  great  as  to  be  a king,  for  he 
ranked  second  to  no  other  professional  man,  and 
teas  looked  upon  as  Ijeing  a man  of  high  mental 
culture,  possessing  a moral  tvorth  tvhich  placed 
him  above  reproach;  in  short,  he  was  the  ideal 
man.  In  those  gootl  old  days  the  tvealthy  man 
tvould  give  his  son  a medical  education,  because 
it  was  social  promotion,  and  in  case  he  should 
lose  his  tvealth  he  would  still  have  a lucrative  and 
highly  respectable  calling  by  which  he  coidd 


maintain  his  position  in  society;  consetjuently  his 
profession  to  him  would  be  what  an  insurance  is 
to  the  merchant.  . . . 

But  how  is  it  at  present  with  the  man  who 
decides  to  study  medicine?  He  must  make  up  his 
mind  to  undergo  all  the  privations  that  a girl 
does  when  she  tlecides  to  take  the  ^■eil  and  be- 
come a sister  of  charity.  And  as  far  as  the  honor 
of  the  title  of  ‘Doctor  of  Medicine'  — where  is  the 
sensible  man  who  is  unfortunate  enough  to  bear 
the  same  who  wotdd  not  fain  exchange  it  for  the 
plain  Mister?  realizing  that  the  latter  carries  far 
more  dignity  than  the  former.  . . . 

Let  us  take  a view  of  the  matter  and  see  if  we 
can  discover  the  reason  tvhy  the  profession  has 
so  sadly  retrograded  from  its  former  greatness. 
There  is  no  one  tvho  trill  presume  to  say  there 
is  not  as  much  natural  talent  and  genius  among 
the  doctors  of  to-day  as  there  was  a half  century 
ago.  Just  at  present  onr  country  is  agitated  from 
center  to  circumference  on  the  subject  of  a higher 
standard  of  medical  education.  Every  .State  is 
legislating  against  the  so-called  cpiacks,  and  all 
of  the  colleges  are  advocating  the  three-term  sys- 
tem. Now,  1 think  those  who  have  passed  through 
a collegiate  course  will  coincide  with  me  when  I 
say  that  much  of  the  chattering  which  is  being 
done  about  elevating  the  profession  by  legisla- 
tion, and  by  prolonging  the  collegiate  course  — 
both  of  these  moves,  I say,  savors  much  of  ‘red 
tape.’  And  while  I have  not  seen  that  much  learn- 
ing makes  a man  mad,  yet  tvhen  -ue  see  there  is 
something  tvrong,  the  surest  tvay  to  remove  the 
odium  is  to  find  where  it  lies.  I believe  that  all 
will  agree  with  me  when  I say  that  the  average 
doctor  is  much  better  fitted  for  his  calling  than 
the  average  doctor  of  a half  century  ago  was;  and 
I would  rather  have  one  of  the  young  doctors, 
echo  had  just  received  a diploma  in  the  spring  of 
1880,  prescribe  for  me  than  to  have  Dr.  Hip- 
pocrates himself.  . . . 

The  principles  of  medical  societies  and  ethics 
are  good,  but  how  often  do  we  see  it  is  only  a 
game  where  the  big  fish  eat  the  little  ones?  The 
intent  and  purpose  of  medical  societies  is  to  pro- 
tect good  men,  and  not  to  make  good  men  out 
of  bad  ones;  for  when  a man  is  destitute  of  prin- 
cipal, you  may  sanchvich  him  between  good  men 
as  much  as  you  please  and  yet  he  will  still  have 
the  same  odor.  . . . 

Even  here  in  the  ‘City  of  Roses,’  where  nature 


116 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


I'ROM  OlHFR  \ faR.S 


has  hcstoAvecl  Ikm  gills  so  hnislily  that  one  vvoukl 
supjx)se  the  Iteaulies  anti  gi  aiulenrs  of  tlie  locality 
tvonltl  exercise  such  a salutary  ellect  on  the  in- 
haltitants  that  we  would  not  need  medical  so- 
cieties nor  ethics  to  iiulnce  c\ery  one  to  tlo  just 
right;  but  sometimes  a doctor,  who  is  a member 
ot  all  the  societies,  will  attenil  a case  ol  labor  for 
half  price!  of  course,  he  just  tloes  it  because  he 
has  such  a sympathetic  nature,  and  knows  if  he 
does  not  deviate  from  his  usual  fee  it  may  fall 
into  the  hantls  of  some  incompetent  'tpiack.’  . . . 

.-\fter  reviewing  the  matter  impartially,  I have 
come  to  the  conclusion  that  it  is  more  cunning 
that  is  neetled  to  enable  the  young  iloctor  to  make 
a success  of  life,  and  not  a higher  education  in 
medicine.  It  would  be  a good  idea  to  establish 
a new  chair  in  all  of  the  colleges.  Take  some  old 
fellow  who  was  well  versed  in  all  the  arts  of  gain- 
ing practice,  and  let  him  lecture  the  students 
thoroughly,  and  instead  of  tinning  out  graduates 
who  are  as  incapable  of  self-jneservation  as  an 
infant  just  born,  we  could  turn  the  young  doctors 
out  with  the  assurance  that  they  could  tope  with 
the  craftiest  of  their  contemporaries.  What  I have 
had  to  say  on  the  subject  of  degeneracy  of  the 
metlical  profession  is  only  my  opiinon,  but  in 
reality  he  who  woidd  attempt  to  restore  it  to  the 
excellency  w'hich  it  once  enjoyed  would  have  very 
much  the  same  task  that  Rienzi  had  when  he  at- 
tempted to  restore  the  Italians  to  what  the 
Romans  once  were. 

Little  Rock. 

TT  Tf* 
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THE  OLD  OAKEN  BUCKET 

^Vith  what  anguish  of  mind  I remember  my  childhood. 
Recalled  in  the  light  of  a knotvledgc  since  gained; 

The  malariotis  farm,  the  wet  fnngns-grown  wildwood. 

The  chills  then  contracted  that  since  have  remained; 

The  sctnn-covered  duck-pond,  the  pig-sty  close  by  it, 

The  ditch  where  the  sotir-smelling  house  drainage  fell: 
The  damp,  shaded  dwelling,  the  foul  barnyard  nigh  it  — 

But  worse  than  all  else  was  that  terrible  well. 

And  the  old  oaken  bucket,  the  mould-eucrusted  btteket. 

The  moss-covered  bucket  that  hung  in  tlie  well. 

Just  think  of  it!  Moss  on  the  vessel  that  lifted 
The  water  I drank  in  the  days  railed  to  mind! 

Ere  I knew  what  professors  and  scientists  gifted 
In  the  water  of  wells  by  analysis  find. 

The  rotting  wood  fibre,  the  oxide  of  iron. 

The  algae,  the  frog  of  tniusual  size; 

The  water-impure  as  the  verses  of  Byron  — 

Are  things  I remendrer  with  tears  in  my  eyes. 


.-\nd  to  tell  the  sa<l  truth  — tliougli  1 shtidder  to  think  it  — 

1 considered  tliat  water  uncommonly  clear. 

And  often  at  noon,  when  I went  there  to  drink  it, 

I enjoyed  it  as  much  as  I tiow  enjoy  beer. 

How  ardetit  I seized  it  w ith  liands  that  were  grimy, 

.\nd  (piick  to  the  mtid-covered  Irottom  it  fell; 

1 hen  .soon,  w ith  its  nitrates  and  nitrites,  and  slimy 
\Vitli  matter  organic,  it  rose  from  the  w'cll. 

Oh!  Had  1 but  realized,  in  time  to  avoid  them, 

rite  dangers  that  lurked  in  that  pestiletit  draught. 

I'd  have  tested  for  organic  germs  and  destroyed  them 
AN'itli  potassic  jtermanganate  ere  1 had  (|uaffecl: 

Or.  perchance.  I'd  have  boiled  it  and  afterwards  straincti  it 
Through  filters  of  charcoal  and  gravel  combined. 

Or.  after  distilling,  condensed  and  regained  it 
In  potable  foini  tvith  its  filth  left  behind. 

How  little  I knenv  of  the  dread  ty  phoid  fever 
ff’hich  Itirked  in  the  water  I vetitured  to  drink; 

But  since  I've  become  a devoted  believer 

In  the  teachings  of  science.  1 shudder  to  think. 

\nd  now,  far  removed  from  the  scenes  I'm  describing, 

I he  story  for  rvarning  to  others  I tell, 

\s  memory  reverts  to  my  youthful  itubibing, 

.\nd  I gag  at  the  thought  of  that  horrilile  well, 

.\nd  the  old  oaken  bucket,  the  fungtis  grown  bucket  — 

111  fact,  the  slop-bucket  that  hitng  in  the  rvell. 

* * * * 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  history  and  physical  as  presented  are 
both  consistent  with  either  an  infarct  or  myocarditis.  Many 
infarcts  may  be  "silent"  with  respect  to  chest  pain,  indeed, 
as  many  as  20%  In  some  reported  series.  The  ECG  shows 
sinus  rhythm,  first  degree  block,  right  bundle  branch  block, 
right  axis  deviation  and  left  posterior  fasicular  block,  and 
Q-waves  in  Vi  through  V4  with  loss  of  anterior  forces  sug- 
gesting anterior  infarction.  LBBB,  not  present,  generally 
conceals  electrocardiographic  findings  of  infarction.  Tem- 
porary pacing  would  be  indicated  in  the  face  of  acute 
infarction  and  RBBB  alone  or  RBBB  with  LPFB  because  of 
the  high  incidence  of  progression  to  complete  AV  block. 
Even  with  temporary  pacing,  roughly  one-half  the  patients 
will  expire,  often  of  myocardial  failure.  Thus  1)  and  4) 
are  true  while  2),  3),  and  5)  are  false. 
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NEW  COUNCILOR  OF  THE 
ARKANSAS  MEDICAL  SOCIETY 


CAL  R.  SANDERS,  M.D. 

Camden 

Councilor,  Fifth  District 

Dr.  Cal  Sanders  was  elected  councilor  for  the 
fifth  district  during  the  recent  annual  meeting 
of  the  Arkansas  Medical  Society.  The  counties  in 
Dr.  Sanders’  district  are:  Bradley,  Calhotin,  Cleve- 
land, Columbia,  Dallas,  Ouachita  and  llnion. 

Dr.  Sanders  was  born  in  Stephens,  .Arkansas, 
and  was  graduated  from  school  there.  In  1962,  he 
received  his  B.S.  degree  from  Ouachita  Baptist 
University  in  Arkadelphia.  He  worked  for  three 
years  as  a chemist  at  Union  Carbide  in  Texas 
City,  Texas. 

In  1969,  Dr.  Sanders  was  graduated  from  the 
University  of  Arkansas  College  of  Medicine.  His 
internship  was  served  at  St.  Vincent  Hospital  in 
Little  Rock.  Dr.  Sanders  is  board  certified  by 
the  American  Academy  of  Family  Physicians. 

Before  being  elected  as  councilor  of  his  district. 
Dr.  Sanders  served  as  Ouachita  County’s  delegate 
to  the  Arkansas  Medical  Society.  He  has  recently 
been  appointed  as  Chief  of  Staff  to  Ouachita 
County  Hospital  and  is  associated  with  Ouachita 
Clinic  in  Camden. 


Dr.  Sanders’  hobbies  consist  of  bird  hunting, 
fishing,  camping,  jogging,  dirt  bike  riding  and 
raccjuet  ball.  He  is  a member  of  the  First  Baptist 
Church  in  Camden. 

* # * * 

THE  MONTH  IN  WASHINGTON 

Congressional  appropriations  committees  are 
considering  the  Administration’s  proposals  for  a 
further  S500  million  reduction  in  health  program 
funding. 

The  cuts  in  an  already  Spartan  health  budget, 
made  as  part  of  President  Carter’s  all-out  drive  to 
balance  the  budget  to  fight  inflation,  normally 
would  receive  short  shrift  in  Congress  where 
health  usually  is  treated  generously.  However, 
this  year  promises  to  be  different  as  Congress 
generally  shares  the  Administration’s  concern 
about  budget  deficits. 

In  addition  to  the  cuts  for  the  fiscal  year  1981 
starting  next  October,  the  Administration  is  seek- 
ing reductions  in  appropriations  for  the  current 
year  and  rescissions  of  appropriations  already  ap- 
jiroved  by  Congress.  Congress  was  asked  to  delay 
action  on  the  S300  million  Child  Health  Assur- 
ance Program,  originally  slated  to  take  effect  next 
fiscal  year,  and  on  legislation  expanding  Medi- 
care and  Medicaid  benefits.  There  was  even  a 
six-month  postponement,  until  1983,  of  the  Ad- 
ministration’s National  Health  Insurance  plan. 

There  was  little  policy  evident  in  the  indis- 
criminate, down-the-line  budget  paring  of  health 
programs.  Disease  prevention,  mental  health, 
alcoholism,  and  the  National  Health  Service 
Corps,  not  to  mention  the  Child  Health  Assur- 
ance Program,  had  all  been  .Administration 
favorites. 

Proposed  Health,  Education  and  'WTlfare  cuts 
are  as  follows: 

• Health  Services  .Administration  — cut  by  SI  17 
million,  including  $47  million  for  the  National 
Health  Service  Corps,  S21  million  for  commu- 
nity health  centers,  and  $15  million  for  family 
planning. 

• Center  for  Disease  Control  — cut  by  $98  mil- 
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lion,  led  by  $52  million  lor  health  incentive 
grants. 

National  Institutes  of  Health  — cut  by  $91  mil- 
lion plus  another  $41  million  from  this  year’s 
appropriation. 

• National  Cancer  Institute  — cut  by  $43  million. 

• National  Heart,  Blood  and  Lung  Institute  — 
cut  by  $15.6  million. 

• Alcohol,  Drug  Abuse  and  Mental  Health  Ad- 
ministration-cut by  $102  million  for  state 
formula  grants. 

• Health  Resources  Administration  — cut  by  $73 
million  including  $38  million  for  local  health 
planning. 

^ ^ ^ 

The  AMA  has  told  the  Congress  that  “In  these 
times  of  escalating  costs  and  growing  demands 
for  increased  federal  financial  support  in  gov- 
ernmental programs,  it  is  more  important  than 
ever  that  the  Congress  provide  the  leadership 
necessary  to  establish  priorities  for  the  expendi- 
tures of  finite  federal  funds.” 

In  testimony  before  a subcommittee  of  the 
House  Committee  on  Appropriations,  the  AMA 
warned  that  it  was  essential  that  all  sectors  of  the 
economy  cooperate. 

“In  this  connection  the  medical  profession  has 
undertaken  an  examination  of  all  aspects  of 
health  care  delivery  in  order  to  constrain  rising 
costs  and  conserve  the  public  and  private  health 
care  dollar  without  sacrificing  the  quality  or 
availability  of  health  care  services,”  the  AMA 
5aid.  “Through  the  ‘Voluntary  Effort’  the  med- 
ical profession  and  other  organizations  have  cre- 
ated an  affirmative  and  jjositive  program  demon- 
strating the  concern  of  the  private  sector  in  con- 
trolling hospital  expenditures  and  seeking  to 
ameliorate  the  impact  of  inflation  on  health  care 
costs.  This  program  has  proven  itself  effective. 
Physicians,  too,  in  response  to  an  AMA  call  for 
moderated  increases  in  physician  fees,  have  re- 
sponded effectively,  with  jthysician  fee  increa.ses 
being  below  the  ‘all  items’  portion  of  the  Con- 
sumer Price  Index  for  the  past  two  years.” 

In  conclusion,  the  AMA  testified  that  “While 
we  recognize  that  governmental  priorities  must 
be  established  and  that  certain  programs  must  be 
cut,  we  believe  that  other  programs,  including 
those  we  have  discussed  with  you,  should  be 
strongly  supported  if  the  health  needs  of  the 
American  people  are  to  be  met.  We  urge  this 
Committee  to  consider  carefully  any  reductions 


in  federal  funding  that  might  compromise  the 
health  of  the  American  people.” 

* # # * # 

The  AMA  has  said  no  to  a federal  proposal 
that  physicians  be  asked  to  limit  their  fee  in- 
creases to  6.5  percent  this  year.  AMA  Executive 
Vice  President  James  H.  Sammons,  M.D.,  has  told 
government  officials  that  the  overall  rate  of  in- 
flation is  running  at  about  18  percent  and  that 
Wage  Guideline  limits  have  been  set  at  from  7.5 
percent  to  9 percent. 

The  Health  and  Human  Services  Department 
(the  new  name  for  the  old  HEW  Department)  and 
the  Council  on  Wage  and  Price  Stability  (COWPS) 
have  been  meeting  with  leaders  of  the  health  pro- 
viders in  an  attempt  to  set  voluntary  fee  and 
price  limits. 

Dr.  Sammons  said  the  AMA  will  continue  to 
urge  individual  physicians  to  exercise  restraint, 
a policy  that  has  resulted  over  the  past  two  years 
in  a rate  of  increase  well  behind  the  Consumer 
Price  Index  for  the  rest  of  the  economy.  In  1978 
the  CPI  was  9 percent;  pliysicians'  fee  increases, 
8.1  percent.  Last  year  the  figures  were  13.3  per- 
cent and  9.4  percent,  respectively. 

The  talks  with  the  private  sector  organizations 
making  up  the  VE  mark  a distinct  change  in 
official  attitude.  Former  HEW  Secretary  Joseph 
Califano  did  not  recognize  the  VE  as  a legitimate 
effort  to  hold  down  inflation  and  made  it  the 
subject  of  snide  attacks.  The  present  Secretary 
Patricia  Harris  has  inaugurated  a policy  of  work- 
ing with  the  private  sector  and  refraining  from 
name-calling. 

# # # # # 

An  economic  recession  will  see  more  peoj^le 
visiting  physicians  and  hospitals,  the  AMA  has 
cautioned  the  Administration. 

“As  unemployment  levels  rise,  an  increasing 
number  of  individuals  will  not  have  to  take  time 
off  from  their  jolis  in  order  to  obtain  medical 
care,”  noted  Lowell  Steen,  M.D.,  Chairman  of 
the  AMA  Board  of  Trustees.  “In  addition,  ex- 
[terience  in  past  recessions  indicates  that  recently 
unemployetl  workers  will  try  to  obtain  medical 
.services  before  their  work-related  health  insur- 
ance benefits  expire.” 

Lestifying  before  tlie  Administration's  Price 
Advi.sory  Committee,  Dr.  Steen  said  that  the  pro- 
jected recession  thus  could  increase  demand  for 
medical  services  and  force  practice  costs  to  rise. 

Another  factor  to  bear  in  mind,  according  to 
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tlie  AMA  oltitial,  is  that  health  care  policy  makers 

— inclucling  the  members  of  the  Voluntary  Effort 

— have  adopted  the  goal  of  reducing  hospital 
niilization.  " To  the  extent  that  this  goal  is  met, 
it  is  expected  that  the  demand  for  care  in  an  am- 
bulatory setting  will  increase,  which,  in  turn,  may 
lead  to  price  increases  for  services  rendered  in 
physicians’  offices.” 

The  physicians  of  the  nation  have  helped  write 
‘‘a  real  success  story  for  voluntary  restraint,”  said 
Dr.  Steen,  the  “Physicians’  Services”  price  index 
increased  less  rapidly  than  the  “All-items”  index 
of  the  Consnmer  Price  Index  in  both  1978  and 
1979  (see  story  above  for  figures). 

Dr.  Steen  said  the  AMA’s  policies  and  programs 
represent  a groundswell  of  physician  concern  for 
tlie  costs  faced  by  their  own  patients. 

I'hrough  the  years,  he  noted,  the  AMA  has 
urged  physicians  to  seek  the  most  economical 
form  of  treatment  consistent  with  good  care;  it 
has  encouraged  jihysician-patient  discussion  of 
fees  prior  to  treatment;  and  it  has  supported  vol- 
untary health  jilaiming  programs  at  the  commu- 
nity level  to  assure  appropriate  distribution  of 
health  care  resources. 

Dr.  Steen  concluded  his  testimony  before  the 
Price  Advisory  Committee  with  details  of  eight 
current  AMA  cost  containment  programs. 

# * # # # 

1 he  Administration  has  told  Congress  there 
will  be  plenty  of  physicians  around  in  the  1980s. 
The  bright  outlook  on  the  jdiysician  supply  hap- 
]iens  to  coincide  with  the  .Xdministration’s  desire 
to  slash  funding  for  medical  education.  Hearings 
are  underway  in  Congress  on  extending  the  med- 
ical manpower  laws. 

1 he  report  to  Congress  said  the  number  of 
active  United  States  physicians  increased  more 
than  17  percent  from  323,000  in  1970  to  379,000 
in  1978.  d’he  “new”  publication,  a report  to  the 
President  and  Congress  on  the  Status  of  Health 
Professions  Personnel  in  the  United  States  (1980), 
also  cited  increases  during  the  period  in  the  num- 
bers of  active  practitioners  in  other  health  jiro- 
fessions:  Dentistiy  up  19  jtercent  from  102,000 
to  121,000;  Optometrists,  15  percent,  from  18,400 
to  21,200;  Pharmacists,  23  jtercent  from  109,000 
to  134,600;  Podiatrists,  14  percent,  from  7,100  to 
8,100;  and  Veterinarians,  32  jrercent,  from  25,000 
to  34,200. 

The  HEW  Department  which  issued  a similar 
report  last  year,  said  projections  for  the  1980s  in- 


dicate that  the  supply  of  physicians  “probably 
will  be  adet[nate  to  meet  the  nation’s  needs  and 
could  actually  exceed  ret|uirements.  By  1990 
physician  recpnrements  are  predicted  to  range 
from  553,000  to  596,000  compared  to  an  antici- 
pated supply  of  600,000.” 

4'he  report  jioints  out  that  the  projectetl  in- 
crease in  physician  supjily  does  not  solve  geo- 
graphic distribution  problems. 

“To  solve  geographic  inec|uitie.s  will  retjuire 
some  leeway  in  the  supply  to  encourage  potenti- 
ally excess  health  personnel  to  locate  in  areas  that 
would  not  otherwise  get  the  manpoiver  ret|uired,” 
according  to  the  report. 

The  report  also  said  the  anticipated  increase 
in  the  supply  of  U..S.- trained  physicians  should 
lessen  a previous  reliance  on  Eoreign  Medical 
Graduates  who  accounted  for  11  percent  of  phy- 
sicians in  1963  and  20  percent  in  1977. 

There  have  been  substantial  increases  in  the 
numbers  of  women  and  minority  students  pursu- 
ing health  careers,  but  there  is  no  health  ]jrofes- 
sion  in  which  the  percentage  of  practitioners  or 
the  level  of  enrollment  of  minorities  and  women 
is  etjual  to  their  representation  in  the  civilian 
jjopulation,  according  to  the  report. 

#.V.  4^  4/, 

^ ^ ^ TV 

d'he  AMA  has  opposed  as  unnecessary  a pend- 
ing bill  in  the  House  titled  the  "Privacy  of  Med- 
ical Information  Act”  (HR  5935). 

Appearing  before  Ways  and  Means  sulicommit- 
tee  on  Health,  spokesman  Erederick  W.  .Acker- 
man, M.D.,  Chairman  of  the  AM.\  Council  on 
Legislation,  said  that  while  the  .\.ssociation  shared 
with  the  Congress  its  deep  concerns  over  increas- 
ing threats  to  the  confidentiality  of  medical  rec- 
ords and  the  erosion  of  privacy  of  patients,  it  was 
seeking  appropriate  state  legislative  solutions  to 
the  problems,  while  at  the  same  time  working  to 
educate  physicians  and  others  to  be  sensitive  to 
these  issues. 

” Basic  to  our  objection  to  enactment  of  the 
bill  is  our  view  that  there  is  no  need  for  compre- 
hensive federal  legislation,”  Dr.  Ackerman  said. 
“.Any  deficiencies  in  the  present  system  relating 
to  confidentiality  of  medical  records  do  not 
justify  enactment  of  federal  legislation  with  the 
morass  of  regidation  assuredly  to  follow. 

"We  believe  that  the  states  have  shown  an  in- 
creased willingness  and  ability  to  respond  to  these 
problems.  Congress  should  encourage  these  ac- 
tivities, not  supplant  them.  .Accordingly,  we  urge 
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the  Congress  not  to  adopt  conijirehensive  ledertil 
legislation,  but  to  limit  its  activities  to  appropri- 
ate federal  areas  in  which  the  states  cannot  act.” 

* * * * # 

Legislation  in  another  area  to  protect  medical 
peer  review  records  maintained  by  the  Veterans’ 
Administration  from  public  reletise  was  backed, 
however,  by  the  AMA.  Confiilentiality  is  critical 


to  the  sitccess  of  any  peer  review  program,  the 
A.M.\  said  in  sitpport  of  an  amendment  of  Sen. 
Herman  1 ahnadge  (D-GA)  to  the  VA  Physicians 
Pay  bill  (S.  2534). 

rite  A.M.\  noted  it  has  consistently  supported 
congressional  efforts  in  assuring  the  confidenti- 
ality of  records  of  Professional  Staiulards  Review 
Organizations. 


keeping  up 


Category  1 

Continuing  Medicai  Education 
Programs  Available  in 
Arkansas 


AMERICAN  COLLEGE  OF  PHYSICIANS  - 
MKSAP  REVIEW  COURSE 

Presented  by  Peter  O.  Kohler,  M.D.,  August  25- 
28,  8:00  a.m.  to  5:00  p.m.,  Hilton  Inn,  Little  Rock. 
Thirty  hottrs  Category  I credit.  Registration  fee: 
ACP  Associates,  $100;  ACP  .\fembers,  F.\CiP,  Resi- 
dents and  Research  Fellows,  $200;  Non-members, 
S300. 

CONFERENCES 
FRONTIERS  IN  PSYCHIATRY 

Presented  by  Keong-Chye  Cdieah,  M.D.,  co- 
sponsored by  Mid-Continent  Psychiatry  Associa- 
tion, Arkansas  Psychiatry  Society  and  UAMSC, 
8:50  a.m.  to  1:00  p.m.,  .September  12-14,  1980, 
Indian  Rock  Resort,  Fairfield  Bay.  Eight  hours 
Category  1 credit.  Registration  fee:  $50  tor  ^fid- 
Continent  and  Arkansas  Psychiatry  members, 
spouse  or  family  and  Psychiatry  residents:  $75  for 
others. 


GERIATRICS  FOR  THE  FAMILY  PHYSICIAN 

Presented  by  Ben  N.  Saltzman,  Af.D.,  Septem- 
ber 15,  1980,  time  tmdetermined,  Education  11 
Building,  U.\MSC.  Seven  hours  Category  I credit. 
Registration  fee  $40.  Sponsored  by  LIAMSC. 

ARKANSAS  ACADEMY  OF  OPHTHALMOLOGY- 
ANNUAL  MEETING 

Presented  by  James  Landers,  M.l).,  Septem ber 
19-20,  1980,  time  undetermined.  Red  Apple  Inn, 
Heber  Springs.  Nine  hours  Category  I credit. 
Registration  fee  $50. 

THE  AGING  GUT 

Presenteil  by  E.  Clinton  Texter,  .M.l).,  Profes- 
sor ol  Afedicine,  Lbiiversily  of  Arkansas  for  Med- 
ical Sciences,  September  25-26,  1980,  time  unde- 
termined, Little  Rock  Hilton  Inn.  Sixteen  hours 
Category  1 credit.  Registration  fee  $120:  $40  for 
VA  sponsored  physicians.  Sponsored  by  L'.VMSC. 


RECURRING  EDUCATION  PROGRAMS 

Unless  otherwise  indicated,  programs  are  for  one  to  one  and  one-half  hours  Category  I credit. 
FAYETTEVILLE  — AHEC-NW 

Medicine  Teaching  Conference,  7:30  a.m.  cadi  .Saturday,  tVashinglon  Regional  Medical  Center. 

FAYETTEVILLE — VA  MEDICAL  CENTER 

Radiology  Conference,  .August  5th  and  20th  and  .September  2nd  and  17th,  3:00  p.m.,  C.onterence  Room. 

Pathology  Conference,  .Augtist  19th,  3:00  p.m.,  and  September  9th,  1:30  p.m.,  Conlercncc  Room. 

Mortality  Conference,  .August  1 Itb  and  September  11th,  3:00  p.m,,  Conference  Room. 

Pulmonary  Conference,  .Atigust  (chetk  for  date  and  time). 

FORT  SMITH  — AHEC 

Tumor  Conference,  every  Tttesday,  12:00  noon,  l ottrth  Floor  Cotiference  Room.  Sparks  Regional  Medical  Center. 

As  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  .Association. 
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JONESBORO  — ST.  BERNARD’S  REGIONAL  MEDICAL  CENTER 

Interesting  Cases,  second  and  foiiiih  Tuesday,  12:00  noon,  Dietary  Conference  Room.  Sponsored  by  AHEC-NE. 

Tumor  Conference,  third  Tuesday.  12:00  noon.  Dietary  Conference  Room.  Sponsored  by  .AHEC-NE. 

Medical  Lecture  Series,  each  Friday  except  third  Friday,  11:50  a.m..  Dietary  Conference  Room.  Sponsored  by  .\HEC-NE. 
Chest  Conference,  third  Friday.  11:50  a.m..  Dietary  Conference  Room.  Sponsored  by  AHEC-NE. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Care  Conference,  each  Tuesday,  12:00  noon  to  1:00  p.m..  Dining  Room  #4. 

Central  Arkansas  Primary  Care  Conference,  September  9,  7:00  p.m.  to  9:00  p.m.,  .Auditorium.  Two  hours  Category  I credit. 
Cardiopulmonary  Resuscitation  Course,  second  4Vcdnesday,  6:00  p.m.  to  midnight.  Human  Resource  Development  Area. 
Six  hours  Category  1 credit. 

Emergency  Room  Medicine  Conference,  second  and  fourth  Wednesday,  12:00  noon  to  1:00  p.m..  Conference  Room  # 1. 
Morbidity  and  Mortality  Conference,  first  Thtirsday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Surgery  Conference,  each  Thursday  except  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  # 1. 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  E155,  Education  Wing. 

Pediatric  Conference,  first  and  third  Monday,  12:30  p.m.  to  1:30  p.m..  Room  E159,  Education  AVing. 

Interhospital  Urology  Grand  Rounds,  first  Tuesdav,  5:30  p.m.  to  6:30  p.m..  Room  E159,  Education  Wing. 

Peripheral  Vascular  Disease  Conference,  third  Tuesday,  6:00  p.m.  to  7:00  p.m..  Room  E155,  Education  AVing. 
Neuropathology  Conference,  third  Ttiesday,  5:00  p.m.  to  6:00  p.m..  Room  SI  169,  Laboratory. 

Pulmonary  Conference,  first  and  third  Thursday,  12:00  noon  to  1:00  p.m..  Room  E159,  Education  AVing. 

Cardiology  Conference,  second  and  fourth  Thursday,  12:00  noon  to  1:00  p.m..  Room  E159,  Education  AVTng. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Internal  Medicine  Grand  Rounds,  each  Tuesday,  8:00  a.m.  to  9:00  a.m..  Education  I Auditorium. 

Neuroradiology  Conference,  each  AVednesday,  4:00  p.m.  to  5:00  p.m..  Department  of  Radiology  Conference  Room. 
Radiology  CojUinuing  Education  Lecture  Series,  two  AV’ednesdays  each  montli,  6:00  p.m.  to  7:30  p.m..  Department  of 
Radiology  Conference  Room. 

Categorical  Course  in  Radiology,  each  weekday  except  AVednesday,  4:15  p.m.  to  5:00  p.m.;  AVednesday,  5:00  p.m.  to  5:45 
p.m..  Department  of  Radiology  Conference  Room. 

POCAHONTAS 

Medical  Lecture  Series,  third  Titesday  in  .Atigust,  7:30  p.m.,  Randolph  Cotmty  Hospital.  Sponsored  by  AHEC-NE. 

WALNUT  RIDGE 

Medical  Lecture  Series,  third  TTicsday  in  September,  7:30  p.m.,  Lawrence  Memorial  Hospital.  Sponsored  by  ,AHEC-NE. 


PERSONA 


Scholarship 

I)rs.  I homas  E.  Bell  and  Thomas  R.  Hoberock 
ot  Harrison  have  donated  a nursing  scholarship 
to  North  Arkansas  Community  College. 

Pediatric  Officers 

At  the  May  1980  meeting  of  the  Arkansas  Chap- 
ter of  the  American  Academy  of  Pediatrics,  the 
following  officers  were  elected  for  a term  of  three 
years:  Dr.  John  Trieschmann  of  Hot  .Springs, 
chapter  chairman;  Dr.  Horace  Green  of  Pine 
Bluff,  alternate  chapter  chairman:  Dr.  Sue  Keath- 
ley  of  Little  Rock,  secretary-treasurer.  Drs.  T.  E. 
Townsend  of  Pine  Bluff,  Jim  Sykes  of  El  Dorado 


L AND  NIWS  ITEMS 


and  Margaret  Harrison  of  Hot  Springs  were 
elected  as  board  members. 

Physician  Moves  to  Paris 

Dr.  Wayne  Enns,  formerly  of  Canada,  has 
joined  Drs.  Pierre  Boissinot  and  Guy  Ulrich  of 
Paris  in  the  General  Practice  of  Medicine. 

Commissioner  of  Mental  Health 

Dr.  James  L.  Thomas,  Little  Rock,  has  been 
chosen  as  the  State  Mental  Health  Commissioner. 
Dr.  Thomas  had  been  serving  as  medical  director 
of  the  State  Hospital  at  Little  Rock  before  being 
appointed  Commissioner. 
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DR.  ALFRED  KAHN,  JR. 
Little  Rock 


Dr.  Kahn  Receives  Award 

Dr.  Alfred  Kahn,  Jr.,  editor  of  the  Journal  of 
the  Arkansas  Medical  Society,  was  the  1980  re- 
cipient of  the  distinguished  alumnus  award,  the 
Shield  of  the  Trojan,  from  the  University  of  Ar- 
kansas at  Little  Rock.  Dr.  Kahn  was  pre.sented 
the  award  for  his  outstanding  contributions  to 
Society. 

Hall  of  Fame 

During  the  recent  annual  meeting  of  the  .\meri- 
can-Canadian  Lung  Association,  Dr.  Ben  Saltzman 
of  Little  Rock  was  elected  to  the  American  lAing 
Association’s  75th  Anniversary  Hall  of  Fame. 

Dr.  Saltzman  was  chosen  because  of  his  years  of 
work  with  the  Arkansas  Lung  Association  and  its 
predecessor,  the  Tuberculosis  .Association. 

Dr.  Jackson  Honored 

Dr.  Jabez  F.  Jackson,  Sr.,  of  Newport,  was  pre- 
sented the  Distinguished  .Alumnus  1980  award  by 
the  Board  of  Trustees  and  .Alumni  Council  of 
.Arkansas  College.  Dr.  Jackson  is  a 1930  graduate 
of  the  college. 

Plaque  Presented  to  Dr.  Lee 

Dr.  W.  J.  Lee  of  Stamps  was  recently  honored 
by  the  Board  of  Governors  of  the  Lafayette  Coun- 
ty Memorial  Hospital  for  his  service  to  the  hos- 
pital. Dr.  Lee  has  retired  from  the  practice  of 
medicine. 


DR.  ROBERT  WATSON 
Little  Rock 


Library  Room  Dedicated 

The  History  of  Afedicine  Room  in  the  LTni- 
versity  of  .Arkansas  Medical  Sciences  Campus  Li- 
braiy  has  been  dedicated  to  Dr.  Rolrert  Watson 
of  Little  Rock.  The  “Robert  AVatson  History  of 
Medicine  Room”  will  contain  rare  books  and 
manuscripts,  general  works  on  the  history  ol  medi- 
cine and  donated  collections  pertaining  to  medi- 
cine in  .Arkansas. 

Dr.  Watson's  six  partners  in  Neurological  Sur- 
gery .Associates  donated  funds  in  his  honor  to 
furnish  the  room. 

Dr.  W atson  was  honored  becatise  of  his  life- 
long interest  in  developing  his  alma  mater  and 
in  the  broad  history  of  medicine  in  .Arkansas. 

Recognition  Award 

Dr.  Bill  Livingston,  1979  Chief  of  Staff  at 
Ouachita  Cotmty  Hospital,  was  recently  honored 
with  a recognition  award  for  his  work  as  Chief 
of  Stall. 

Psychiatrists  Elect  Officers 

The  .Arkansas  Psychiatric  Society  has  elected 
officers  as  follows;  Dr.  Keong-Chye  Cheah  of 
North  Little  Rock,  president;  Dr.  Robert  R.  Mat- 
thews, president-elect;  Dr.  Emile  Eckart,  secretary, 
and  Dr.  Roy  R.  Ragsdill,  Jr.,  treasurer,  all  of 
Little  Rock. 
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Physician  Locates 

Dr.  Wesley  J.  Asiialiranner  has  joined  Dr.  Na- 
than Poll  in  Hebei  .Springs  for  the  General  Prac- 
tice of  Medicine. 

Dr.  Taylor  Speaks 

Dr.  Charles  Taylor  of  Batesville  recently  ad- 
dressed tlie  Batesville  Kivvanis  Club  on  the  causes 
and  treatment  of  hypertension. 

Posthumous  Award 

posthnmons  awartl  by  the  University  of  Ar- 
kansas College  of  Medicine  in  May  honored  Dr. 
A\'.  Mage  Honeycutt.  “The  College  of  Medicine 


1980  Distinguished  Service  Award"  gave  recogni- 
tion to  the  work  of  Dr.  Honeycutt  as  a teacher, 
physician  and  clinical  mytologist.  Dr.  Honeycutt 
had  been  a faculty  member  at  the  University  for 
17  years. 

Dr.  Thomas  A.  Bruce,  Dean  of  the  Medical  Col- 
lege, made  the  presentation  to  Mrs.  Honeycutt 
during  the  recent  Honors  Convocation. 

Caduceus  Club 

Dr.  Paul  Wallick  of  Monticello  was  installed  as 
president  of  the  Caduceus  Club  of  the  University 
of  Arkansas  College  of  Medicine  at  the  Twelfth 
.\nnual  Alumni  'Weekend. 


Dr.  James  E.  Griffin 

Di.  James  E.  Griffin  has  recently  joined  the 
(iarland  County  .Medical  .Society.  He  eras  born 
in  El  Dorado. 

.\fter  receiving  a B.S.  from  Brigham  Young 
University,  Provo,  LUah,  in  1971,  Dr.  Chiffin  at- 
tended the  University  of  .\rkansas  College  of 
Medicine.  He  received  his  M.D.  degree  in  1975. 

Dr.  Griffin  served  his  internshijj  and  residency 
in  Otolaryngology  at  Parklantl  Memorial  Hos- 
pital, a hospital  with  the  Lhiiversity  of  Texas 
Southwestern  Medical  School  in  Dallas. 

Dr.  Griffin  practices  Otolaryngology  at  100 
Ridgeway  Boidecard  in  Hot  Springs. 


.\rm),  Dr.  W'addy  -was  a member  of  the  Army 
Band  stationed  at  Eort  Cordon,  Georgia. 

Dr.  Whiddy  was  graduated  from  Howard  Uni- 
versity in  Washington,  1).  C.,  with  a B.A.  degree 
and  was  granted  his  medical  degree  by  the  Me- 
harry  Medical  College  School  of  Medicine  in 
Nashville,  Tennessee,  in  1978.  He  served  his  in- 
ternship at  Hurley  Medical  Center  in  Flint, 
Michigan. 

Dr.  Waddy  j^ractices  General  Medicine  at  530 
W est  Atkins  Boulevard  in  Marianna. 

Dr.  Maurice  L.  Stephens 

A native  of  Texarkana,  Arkansas,  Dr.  Maurice 
Stephens  has  joined  the  Polk  County  Medical 

Societv. 

/ 

Dr.  Stephens'  pre-med  education  was  at  Baylor 
khiiversity,  ^Vaco,  Eexas;  Ehiiversity  of  Houston, 
Eexas;  and  Herman  Hospital  School  of  Medical 
Technology  in  Houston.  He  received  his  M.D.  at 
the  University  of  Arkansas  College  of  Medicine 
in  1972. 

After  an  internship  at  St.  Vincent  Infirmary  in 
Eittle  Rock,  he  practiced  in  Cfarksville  before 
moving  to  Mena  in  1974. 

Dr.  Stephens  practices  Eamily  Medicine  in 
Memi. 


Dr.  Leon  M.  Waddy,  Jr. 

The  Lee  County  Medical  Society  has  added  Dr. 
l.eou  M.  Whiddy,  Jr.,  to  its  membership  roll.  He 
is  a native  of  Pittsburgh,  Pennsylvania. 

During  a two-year  service  in  the  Lhiited  States 


Dr.  William  F.  Dudding 

Dr.  4Villiam  F.  Dudding,  a native  of  Topeka, 
Kansas,  has  become  a mendier  of  the  Sebastian 
County  Medical  Society. 

Dr.  Dudding  received  his  B.S.  from  ^Vashburn 
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University  in  lOpeka  and  an  M.S.  Iroin  the  Uni- 
versity ot  Arkansas.  His  M.D.  was  granted  by  the 
University  ot  Arkansas  Uollege  of  Medicine.  He 
ser\ed  his  residency  in  Family  Practice  in  the 
.\HEC  program  at  Fort  Smith. 

Before  opening  his  private  practice,  Dr.  Diid- 
ding  jjracticeil  Emergency  Medicine  at  St.  Ed- 
wards Hospital  in  Fort  Smith.  A board  certified 
Family  Physician,  Dr.  f)ndding  practices  at  3120 


Jenny  I, inti  in  Fort  Smith. 

***** 

I he  Sebastian  Cioimty  Medical  .Society  has  tom 
new  resident  members.  They  are  in  the  Family 
Practice  Residency  program  in  Fort  Smith: 

Dr.  William  G.  Barron 
Dr.  Stephen  C.  Golden 
Dr.  Jerry  L.  Russell 
Dr.  Gf)rdon  \V.  McGraw 


RESOLUTIONS 


C.  Frank  Dodson,  Jr.,  M.D. 

\VHERE.\S,  the  recent  untimely  death  of  our 
colleague,  G.  Frank  Dodson,  Jr.,  M.D.,  has  caused 
the  members  ot  this  organization  deepest  sorrow; 
and 

WHEREAS,  the  .Society  regrets  the  loss  at  such 
an  early  age  of  one  of  its  members  whose  contri- 
butions to  the  betterment  of  the  profession  woidd 
have  been  most  significant;  and 

W^HEREAS,  Dr.  Dod.son  had  in  his  brief  time 
as  a member  of  organized  medicine  achieved 
enviable  recognition  for  his  skill  in  his  cho.sen 
specialty  and  for  his  contribution  to  medical 
literature: 

BE  IT  THEREEORE  RESOLVED: 

TH.AT,  this  resolution  be  adopted  as  an  ex- 
pression of  appreciation  for  his  contributions  to 
the  profession;  and 

TH.\T,  a copy  of  this  resolution  be  forw'arded 
to  Dr.  Dodson’s  family  to  express  our  sincere 
sympathy;  and 

1 H.\T,  a copy  be  forw'arded  to  the  Journal  of 
the  Arkansas  Medical  Society  for  pidjlication. 

By  Direction  of  the  Memorials  Committee: 

F.  Duel  Brown,  M.D.,  Chairman 

Henry  Hollenberg,  M.D. 

Robert  Watson,  M.D. 

Pulaski  County  Medical  Society 


THINGS 


TO 

COME 


July  31  - August  2,  1980 

Arkansas  Academy  of  Family  Physicians  Thirty- 
Third  Annual  Scientific  As.sembly.  Canielot  Inn 
Convention  Center,  Little  Rock.  Registration 
fees  are  .$35  for  members,  $45  for  non-members, 
and  $5  for  residents;  there  is  no  charge  to  students. 
The  program,  as  outlined  below,  is  acceptable  for 
11  prescribed  hours. 

Thursday,  July  31 

12:00  noon 

Board  of  Directors  Luncheon 
3:00  p.m. 

Member  and  Guest  Registration 
6:30  p.m. 

Cocktail  Party,  Camelot  Inn 
Friday,  August  1 

8:00  a. m. 

“The  Diagnosis  and  treatment  of  Head- 
ache,” Seymore  Diamond,  M.D.,  Diamond 
Heatlache  Clinic,  Chicago 

12:00  noon 

Business  Luncheon 

1:30  p.m. 

“.\dolescent  Sexuality  and  Its  Problems,”  W. 

Daniel,  Jr.,  M.D.,  Professor  of  Pediatrics, 
Chief  of  Adolescent  Medicine,  University  ol 
Birmingham,  Alabama 

3:30  jt.m. 

“Colon  Cancer  — Prevention  and  Early  Diag- 
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Things  to  Come 


nosis,  " W^ahei  L.  Peterson,  M.D.,  Assistant 
Cliief.  Gastroenterolog) , Dallas  Medical 
Center.  Texas 

7;00  jj.in. 

Cocktail  Parly,  Ciajnn's  VVharl 
Satiixlay,  August  2 

7:(10  a. in. 

Ra/orback  Breaklast  — Dave  Woodman, 
Speaker 

S:S0  a. in. 

“Exercise  Prescribing,”  Sheppartl  Odom, 
M.D.,  Presitlent  ot  Montgomery  Medical 
Center,  Alabama 

1 TOO  a.m. 

“Medical  Protessional  Tiability,”  W.  A.  Eld- 
redge,  Jr.,  y\ttorney-at-Taw,  Friday,  Eldredge 
& Clark  Taw  Firm,  Little  Rock 

12:00  noon 

Installation  ol  Ofticers’  Luncheon  — Ciuest 
Sjieaker,  John  S.  Derryberry,  M.D.,  President, 
American  Academy  ol  Family  Physicians 

2:00  p.m. 

“Narcolepsy,  Sleep  Apnea,  and  Other  Sleep 
Disorders,”  “Sleep  Physiology,  Insomnia  and 
Sleeping  Pills,”  William  C.  On,  Ph.D.,  Ad- 
junct Associate  Prole.s.sor  Psychiatry  and  Be- 
havioral Sciences,  LIniversity  ol  Oklahoma 
Health  Sciences  Center;  Director,  Sleep  Dis- 
orders Center,  Presbyterian  Hos})ital,  Okla- 
homa City 

For  advance  registration  or  Iiirther  informa- 
tion, contact:  Mrs.  Alta  Good,  Executive  Secre- 
tary, Arkansas  Academy  of  Family  Physicians. 
Post  Office  Box  ,772 1.  Brady  Station,  Little  Rock 
7221.5. 

***** 

AMA  Regional  Scientific  Meetings 

Hyannis  (Cape  Cod),  Massachusetts  — Dunfey’s 
Resort  — .September  12-11. 

Chicago,  Illinois  — Chicago  Marriott  — .Septem- 
ber 19-21. 

Huron,  Ohio  — Sawmill  Creek  Lodge  — October 
17-19. 


Philadelphia,  Pennsylvania  — Fairmont  Hotel  — 
October  24-26. 

New  York,  New  York  — New  York  Hyatt  — No- 
vember 14-16. 

San  Antonio,  Texas  — San  Antonio  Convention 
Center  (with  .Southern  Medical  Association) 
— November  16-19. 

For  additional  information,  contact  Gale  Jew- 
ett, Continuing  Medical  Studies,  AMA,  535  North 
Dearborn,  Chicago,  Illinois  60610,  phone  (312) 
751-6570. 

***** 

September  27-28 

American  Medical  .Association  Theme  Meet- 
ing. “Drugs  in  Medical  Practice,  1981:  A Critical 
Review  and  Workshops.”  Crown  Center  Hotel, 
Kansas  City,  Missouri.  Co-sponsored  by  the 
.American  .Society  of  Clinical  Pharmacology  and 
4 herapeutics.  For  further  information,  contact 
Gale  Jewett,  Continuing  Medical  Studies,  Ameri- 
can Medical  Association,  535  North  Dearborn, 
Chicago,  Illinois  60610,  phone  (312)  751-6570. 

* # * # * 

October  6-10,  1980 

Basic  Science  in  Obstetrics  and  Gynecology. 
Sponsored  by  The  LIniversity  of  Texas  Medical 
School,  Department  of  Pathology,  in  Houston. 
.\pproved  for  40  hours  of  AMA  Category  I credit. 
Fee:  $350  or  $75  per  tlay.  For  further  informa- 
tion, contact:  Sarah  J.  Clegg,  Office  of  Continu- 
ing Education,  The  University  of  Fexas  Health 
Science  Center  at  Houston,  Medical  .School,  Post 
Of  lice  Box  20708,  Houston  77025. 

* * * * * 

March  2-6,  1981 

Seventieth  Annual  Meeting  of  the  LInited 
States-Canadian  Division  of  the  International 
.Academy  of  Pathology.  Palmer  Hou.se,  Chicago, 
Illinois.  Further  information  about  the  meeting 
and  courses  offered  may  be  obtained  from  Dr. 
Nathan  Kaufman,  .Secretary-Treasurer,  United 
States-Canadian  Division  of  the  International 
.Academy  of  Pathology,  1003  Chafee  .Avenue,  Au- 
gusta, Georgia  30904,  phone  (404)  724-2973. 

***** 
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A SPECIAL  THANKS  TO  AMELIA 

I'he  Dr.  and  Mrs.  W.  R.  Brooksher  Student 
Loan  Fund  was  estal)lished  by  tlie  Council  of  the 
Arkansas  Medical  Society  in  1958.  d'he  Innd  pro- 
vides financial  assistance  to  stiulents  in  training 
for  medical  technologist,  degree  X-ray  technician, 
degree  physical  therapist,  degree  occupational 
therapist,  medical  social  worker,  and  other  para- 
medical specialists. 

I'he  fund  has  been  handletl  by  the  Arkansas 
Medical  Society  Auxiliary.  Since  the  hind  was 
established,  Mrs.  Art  (Amelia)  Martin  of  Fort 
Smith  has  served  as  chairman  ol  the  Auxiliary 
committee  responsible  for  the  fund.  Since  the 
fund  is  available  to  a wide  range  of  students,  there 


is  an  al)nndance  ol  [japcrwork  and  research. 
Amelia  has  diligenily  and  faithfully  done  die 
WO)  k and  kept  all  l ecords.  'Fhis  year,  she  passes 
the  responsibility  on  to  tinotlier. 

.Amelia  has  lieen  a member  ol  the  Meilical  .Aux- 
iliary for  many  yeais  ;mil  served  in  many  capaci- 
ties on  county,  state,  southern  and  national  levels, 
including  president  of  Iroth  the  Sebastian  County 
Afedical  Society  .Auxiliary  and  the  Arkansas  Med- 
ical Society  Auxiliary.  In  1971,  she  was  the  re- 
cipient of  the  first  “Doctor’s  Wife  of  the  A'ear” 
awaril.  I'he  .Arkansas  Auxiliary  ow'es  much  to 
Amelia  and  would  like  to  take  this  opportunity 
to  say  a very  special  “thank  you.” 

Idle  new  chairman  for  the  Brooksher  Student 
Loan  Fund  will  be  Mrs.  Carlos  (Eulalia)  Araoz 
of  Little  Rock.  She  works  in  the  para-medical 
field  as  a cytological  technician  at  the  Veterans 
Hospital.  She  is  a past  president  of  the  Central 
Arkansas  Association  of  Laboratory  Scientists,  is 
present  secretary  ol  the  State  Audubon  Society 
anil  is  president-elect  of  the  Pulaski  County  Chajj- 
ter  of  Medical  Assistants. 
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PHYSICIANS’  DIRECTORY 

AFFILIATED  EAR.  NOSE.  & THROAT  CLINICS  OF  ARKANSAS.  INC. 

ENT.  HEAD  AND  NECK.  AND  MAXILLOFACIAL  SURGERY 

MEDICAL  TOWERS  BUILDING.  SUITE  330 

LITTLE  ROCK.  ARKANSAS  72205 

OFFICE  TELEPHONE  227-4863 

TOM  SMITH,  M.D.*  GUY  GARDNER,  M.D. 

RESIDENCE  TELEPHONE  225-1101  RESIDENCE  TELEPHONE  227-4793 

*DIploma+e,  AM  Board  of  Otolaryngology 

ARKANSAS  EAR.  NOSE  AND  THROAT  CLINIC.  P.A. 

Medical  Towers  Building 

Little  Rocit,  Arkansas  72205 

Phone  227-8501 

If  no  answer  call  664-3402 

JAMES  F.  KYSER,  M.D.,  F.A.C.S.  JOSEPH  B.  TURBEVILLE,  Ph.D. 

Otolaryngology 

Audiology 

Audiology  Department 

Vestibular  Lab 

Diagnostic  and  Aural  Rehabilitation 

Electronystagmography 

Hearing  Aid  Evaluations 

used  in  evaluating  the 

dizzy  patient 

ARKANSAS  KNEE  CLINIC,  P.A. 

JAMES  S.  MULHOLLAN,  M.D. 

Practice  Limited  to  Orthopaedic  Conditions 

of  the  Knee  Joint-Arthroscopic  Surgery 

410  Parkview  Medical  Office  Building 

I St.  Vincent  Circle 

Phone:  664-6334 

Little  Rock,  Arkansas  72206 

Exchange:  664-3402 

D.  BUD  DICKSON,  M.D.,  P.A. 

Practice  limited  to  orthopaedic 

conditions  of  the  hip  and  knee 

TOTAL  JOINT  REPLACEMENT 

and 

ARTHROSCOPIC  KNEE  SURGERY 

500  South  University 

501-663-4163  office 

Little  Rock,  Arkansas  72205 

501-664-3402  exchange 

Fellow,  American  Academy  Diplomate,  American  Board 

Fellow,  American  College 

of  Orthopaedic  Surgeons  of  Orthopaedic  Surgeons 

of  Surgeons 
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Nowy  Iwo  dosoge  forms 


Nolfon* 

fenoprofen  calcium 


300-mg.  Pulvules^ond  600-mg.  Tablets 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Additional  information  available  to  the  profession 
on  request. 

‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


^ DISTA 


700934 


Aspects  of  management 


Monitoring  patient 

response  tO^^llUin  (diazepam/Roche) 


Assessing  initial  response  to  therapy 

During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt- 
ly report  a feeling  of  relaxation  and  relief  of 
anxiety-linked  symptoms  such  as  insom- 
nia, headaches,  palpitations  and 
hyperventilation. You  will  probably 
observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 

, / patient  response  does  not  meas- 

ure up  to  expectations,  a reeval  - 
M,  nation  of  the  patient's  profile 

'-I  with  modification  of  the  dosage 

iii.  regimen  should  be  considered. 


Making  dosage  adjustments 


START 


to 

2x  to  4x 
daily 


ADJUST 


With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient's 
needs.  With  Valium,  experience  has  shown 
that  5 mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 
dosage  is  2 to  21/2  mg  once  or  twice  daily. 


When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient's  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 


SET  GCALS 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

Discontinuing  pharmacologic 

intervention  When  you  decide  to  discontinue 

therapy,  tapering  dosage 
is  good  medical  practice. 
Although  rarely  nec- 
essary after  short-term 
treatment  with  Valium, 
gradual  dosage  reduction 
is  advisable  for  patients 
who  have  been  on  ex- 
tended therapy.  This  grad- 
ual discontinuance 
should  preclude  either 
recurrence  of  pretreatment  symptoms  or  development  of  un- 
toward side  effects.  Symptoms  of  withdrawal  have  almost  al- 
ways been  associated  with  abrupt  discontinuance  of  therapy  at 
higher  dosages  taken  continuously  over  long  periods  of  time. 


"W  "Y  9 2-mg,  5-mg,  lO-nig  scored  tablets 

\3huni(E 


See  the  following  page  for  a summary 
of  product  information. 


diazepam/Roche 

An  Important  Adjunct  to\bur Treatment 
Program  for  Excessive  Anxiety 


(diazepam/ Roche)  (S 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  functional  or  organic  disorders, 
psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive 
symptoms  or  agitation;  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adiunclively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use.  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 

Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adjunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  seventy  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use.  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines.  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action.  Usual  precautions  indicated  m 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  laundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  m salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term therapy 

Dosage:  Inrjividualize  for  maximum  beneficial 
effect  Adults.  Tension,  anxiety  and  psycho- 
neurotic  states,  2 to  10  mg  b I d to  q i d . 
alcoholism,  10  mg  1 1 d or  q i d m first  24  hours, 
then  5 mg  1 1 d or  q,i  d as  needed,  adjunctively 
in  skeletal  muscle  spasm,  2 to  10  mg  1 1 d or 
q I d , adjunctively  m convulsive  disorders.  2 to 
10  mg  bid  to  q 1 d Geriatric  or  debilitated 
patients  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Pre- 
cautions ) Children.  1 to  2V2  mg  t i d.  or  q.i  d 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6 months) 

Supplied:  Valium®  Tablets.  2 mg,  5 mg  and 
10  mg — bottles  of  100  and  500.  Tel-E-Dose' 
packages  of  100.  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10,  Prescription  Paks  of  50,  available 
in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


MEDICAL  PHOTOGRAPHY 

Cindy  Momchilov,  R.B.P.* 

Photography  of  clinical,  surgical,  and 
general  subjects  for  documentation,  pub- 
lication, and  presentation. 

220  West  20th  Street 
Little  Rock,  Arkansas  72206 
(501 ) 371-0655 

’''Registered  Biological  Photographer 
Member,  Biological  Photographic  Association 


EMERGENCY  MEDICINE 
OPPORTUNITIES  AVAILABLE 

Clinical  and  directorship  positions  available  in  east- 
ern Arkansas  and  western  Tennessee.  Excellent  in- 
come while  enjoying  the  freedom  of  flexible  sched- 
uling and  no  “on-call”  responsibilities.  Professional 
liability  insurance  in  the  amount  of  $5,000,000.00  is 
provided.  For  further  information,  submit  creden- 
tials in  confidence  to  Mr.  Joe  Woddail,  970  Ex- 
ecutive Parkway,  St.  Louis,  MO  63141,  or  call  toll- 
free.  1-800-325-3982. 


HAVE 
YOU  SEEN 
THIS  MAN 
LATELY? 

He  will  welcome  the  opportunity  to  discuss  the  endorsed 
plan  of  Income  protection  Insurance  of  the  Arkansas 
Medical  Society. 

Up  to  $500  per  week  — $26,000  a year  of  tax  free 
benefits  are  available  through  this  low  cost  plan  while 
you  are  disabled  and  RENEWAL  SECURITY  Is  made, 
a part  of  the  policy. 

Administered  by 

_ _ RATHER.  BEYER  & HARPER 

362  Prospect  Building  Phone  664-8791 

Little  Rock,  Arkansas 
"Service  Beyond  The  Contract" 
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Arkansas  High  Risk  Registry: 

Early  Identification  of  Infant  Deafness 

Joe  B.  Colclasure,  M.D.,  H.  A.  Ted  Bailey,  Jr.,  M.D., 

Sharon  S.  Graham,  M.A.,  and  Michael  E.  Winston,  Ph.D.* 


ABSTRACT: 

1)  Auclitory-dein  ived  neural  pathways  are  nuich 
less  receptive  to  learning  language  alter  the 
lirst  two  years  oi  lile. 

2)  The  early  identilication  ol  chiklreu  with  seri- 
ous hearing  loss  is  thus  critical  to  the  develop- 
ment ol  speech  anti  language. 

3)  \ew  objective  tests  permit  early  diagnosis  of 
deafness  as  early  as  three  months  ol  age. 

4)  With  intensive  early  aural  habilitation,  pro- 
foundlv  tleaf  per.sons  may  more  lully  partici- 
pate in  a hearing  society. 

‘‘4’he  Problems  of  Deafness  are  tleejjer  and 
more  complex,  if  not  more  important,  tlian  those 
of  blindness.  Deafness  is  a much  worse  misfor- 
tune. For  it  means  the  loss  of  the  most  vital 
stimulus— the  sound  of  the  voice  that  brings 
language,  sets  thoughts  astir  and  keeps  us  in  the 
intellectual  company  ol  man.  "—Helen  Keller 

Each  year,  ajjproximately  50(H)  profoundly  deaf 
infants,  (one  in  every  2000  births)  are  born  in  the 
United  States.  The  incidence  of  profound  tleal- 
ness  increases  to  one  in  e\ery  1200  by  schoof  age, 
as  some  childhood  hearing  losses  occur  after  the 
neonatal  period  due  to  both  progressive  genetic 
causes  and  actjinred  diseases.  Based  on  populatioti 
growth,  it  is  postidated  that  000,000  children  may 
be  born  deaf  or  with  serious  loss  iti  the  next  20 
years.  Currentlv  over  50,000  chihlren  are  enrolled 
in  schools  or  classes  for  the  deaf;  the  1970  enroll- 
ment at  the  .Arkansas  School  for  the  Deaf  (grades 
kindergarten  thru  12)  is  300  children.  Fhe  cost 
to  society  for  the  care  and  education  of  these  chil- 
dren with  hearing  losses  is  high;  lunvever,  the  cost 
to  the  deaf  individual— communicatively,  socially, 

*'riie  Ear  & Nose-'l  tiroat  Caiiiic.  12IH)  Medical  fovvers  Build- 

ing, I.iltle  Rock,  .Arkansas  7220,5. 


economically  and  psychologic;illy,  in  terms  of 
diminished  person;d  fulfillment,  is  incalculable. 

Fhe  ramil ications  of  early  hearing  loss  have 
far-reaching  effects  throughout  the  life  of  the  deaf 
indi\idual.  All  of  the  potential  problems  have 
the  same  source:  the  inability  to  learn  and  utilize 
our  language  system  effectively  with  other  mem- 
bers of  society.  'These  difficulties  are  greatly 
intensified  when  a deaf  child  is  not  identified  in 
the  first  two  years  of  life. 

The  tieed  lor  early  auditory  habilitation  is 
supported  by  neurological  research  findings.  Lan- 
guage acc|ui.sition  is  a time-locked  function, 
physiologically  programmed  during  the  first  two 
years  of  life.  Fhe  first  year  has  been  referred  to 
as  tlie  period  of  “readiness  to  listen”;  the  second 
year,  the  period  of  "readiness  to  s|)e;ik”.^  Neuro- 
physiologicid  maturation  studies-’^  itulicate  that 
iiudiiory  nerve  fibers  continue  to  imdergo  myeli- 
nizatiou  during  tlie  first  two  years  of  life.  1 his 
mveliniziition  jteriod  is  the  optimal  physiological 
time  for  central  structures  to  initiate  integration 
and  interpreliUicjn  of  auditoiy  information.  The 
central  processing  |jat terns  necessary  for  language 
developtneut  are  less  effectively  established  after 
this  time.  Fherefore,  the  longer  the  auditory 
stimulation  is  delayed,  the  greater  (he  difficulty 
of  language  accpn'sition  aud  the  greater  (he  magni- 
tude of  permanent  deafness.  Early  identification 
and  habilitation  thus  are  oilical  to  the  potential 
development  of  each  individual  with  serious 
hearing  loss. 

Without  sound  stimulation  and  (he  ac(|uisi(ion 
of  language  during  the  normal  developmental 
period,  the  child  suffers  social,  psychological  and 
educational  complications.  .Most  of  the  social 
mores  of  a culture  are  transmitted  through  com- 
munication with  family  and  peers.  Through 
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hearing  and  speech,  the  child  learns  how  to  inter- 
act with  peers  and  adults  in  a “normal”  manner. 
Psychologically,  deafness  creates  a barrier  between 
parent  and  child.  Such  complications  obviously 
preclude  the  development  of  a normal  self-image. 
Piducationally,  the  deaf  child  is  four  to  six  years 
delayed  in  general  academic  skills.^' Reading 
skills  show  the  greatest  scholastic  delay,  as  evi- 
denced by  a national  survey,"  which  revealed  a 
reading  level  in  the  12th  grade  deaf  students 
equivalent  to  that  averaged  by  normal  hearing 
•1th  graders.  \Vithout  the  foundation  acquired 
through  a normal  language  development  period, 
a deaf  child  is  rarely  able  to  match  academic  skills 
with  his  normal  hearing  peers. 

'These  effects  in  varying  degrees  may  also  be 
noted  in  the  three  million  children  in  the  United 
States  who  have  moderate  or  mild  hearing  losses. 
There  is  accumulating  evidence  that  mild  losses 
may  jrroduce  a lag  in  language  development  and 
jjermanent  learning  difficulties;*  these  may  result 
from  partial  yet  significant  central  auditory 
deprivation. 

Early  identification  is  essential  to  initiating 
successful  management  of  serious  hearing  loss  in 
childhood.  The  time  to  locate  these  children  is 
in  infancy.  Currently,  there  are  two  screening 
approaches:  1)  Presentation  of  a loud  sound 
stimulus  while  an  examiner  obseiwes  the  infant 
for  a response,  or  a computerized  mechanism 
records  a response  (movement,  eye  blink,  change 
in  respiration,  etc.),  and  2)  a medical  history 
registration  of  infants  “at  risk”  for  deafness  based 
on  the  odds  of  occurrence  in  conjunction  with 
jirecipitating  or  associated  factors.  Such  a risk 
register  presupposes  that  the  major  causes  for 
neonatal  deafness  are  known;  the  causes  of  ap 
proximately  70%  of  neonatal  deafness  have  been 
identified.^  Studies  in  other  states  have  shown  the 
register  to  be  more  effective  and  less  expensive 
than  other  screening  techniques.  Recently,  a pilot 
program**  has  begun  in  Arkansas  to  establish  a 
High  Risk  Register  for  deafness.  This  will  be 
carried  out  through  hospital  nurseries  in  six 
counties.  Infants  with  any  of  the  following  factors 
will  be  registered: 

1.  Eamilial  history  of  deafness  (prior  to  age  50). 

2.  Rubella  or  other  intrauterine  non-bacterial 
infections. 

**A  volunteer  eflort  coordinated  through  the  State  Department  of 
Health  and  the  Office  of  the  Governor,  with  support  from  interested 
civic  organizations. 


3.  Maxillo-facial  anomalies. 

4.  Birthweight  of  less  than  1500  grams. 

5.  Abnormal  bilirubin  level. 

6.  Hypoxia. 

7.  Sepsis  or  fever. 

8.  APG.\R  score  of  less  than  5. 

Infants  with  any  of  the  above  factors  have  35 
times  more  chance  for  being  hearing  impaired 
than  “normal"  neonates.®  The  attending  physi- 
cian will  then  be  notified  that  the  infant  has  been 
registered. 

Volunteers,  trained  by  the  State  Department  of 
Health,  will  contact  the  parents  of  the  high  risk 
register  children  at  three  and  six  months  follow- 
ing birth.  Screening  information  will  be  obtained 
concerning  auditory  developmental  milestones.  If 
a hearing  problem  is  indicated  or  suspected,  a 
referral  for  otolaryngological  and  audiological 
evaluation  will  be  made.  Follow-up  contacts  will 
be  made  at  12  and  24  months,  or  until  the  child 
has  been  evaluated.  Record  keeping  will  be  man- 
aged through  the  Arkansas  Department  of  Health. 

The  ability  to  assess  hearing  loss  in  infants  and 
young  children  has  improved  dramatically  in 
recent  years.  'W’itli  the  advent  of  objective  pro- 
cedures such  as  impedance  audiometry  and  brain 
stem  electric  response  audiometry,  hearing  assess- 
ment in  infants  and  young  children  has  become 
much  more  precise.  ETtilizing  brain  stem  electric 
response  audiometry,  hearing  threshold  levels  can 
be  assessed  through  the  measurement  of  involun- 
tary functions  which  require  no  active  participa- 
tion or  cooperation  on  the  part  of  the  child. 

Based  on  the  definitive  information  gained, 
children  can  be  fitted  with  appropriate  hearing 
aids  as  early  as  six  months  of  age.  Once  amplifi- 
cation has  been  initiated,  involved  professionals 
can  design  an  individual  educational  program  for 
the  habilitation  of  each  child.  When  habilitative 
measures  are  instituted  in  the  first  six  to  18 
months  of  life,  much  can  also  be  done  Ity  informed 
parents  to  substantially  reduce  the  communica- 
tive, social,  psychological  and  educational  prob- 
lems which  accompany  the  loss  of  hearing.  With 
this  early  identification  process,  the  door  is 
opened  for  the  deaf  child  to  enter  our  “hearing” 
society,  thereby  increasing  the  potential  oppor- 
tunities for  the  quality  of  life  to  which  every  child 
is  entitled. 
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SUMMARY 

1)  A critical  neiirojjhysiological  readiness 
peritnl  exists  tor  auditory  processing  and  speech 
development  dining  the  first  two  years  of  life. 
Potentially  permanent  central  impairments  can 
resnlt  when  sound  stimulation  and  language 
learning  do  not  begin  during  the  first  two  years. 

2)  Early  (lirst  two  years  of  life)  auditory  stimu- 
lation and  language  learning  significantly  de- 
crease the  communicative,  social  and  psychologi- 
cal problems  accompanying  profoinul  childhood 
deafness;  thus,  early  identification  is  the  key  to 
maximize  the  use  of  hearing  and  speech. 

3)  The  initiation  of  a High  Risk  Registry  for 
dealness  in  Arkansas’  hospital  nurseries  should 
pros  ide  early  referral  for  neonates  determined  to 
be  “at  risk”  for  deafness. 

4)  Infants  as  young  as  three  months  of  age  can 
be  objectively  evaluated  with  brain  stem  electric 
response  audiometry;  specific  levels  of  hearing 
loss  can  be  measured  without  necessitating  any 
cooperation  by  the  child.  Infants  and  children 
with  significant  hearing  loss  can  be  appropriately 
fitted  with  amplification  and  begin  receiving 
essential  sound  stimulation  during  the  critical 
language  learning  period. 


5)  Mild  hearing  lo,ss  may  result  in  previously 
unsuspected  language  and  learning  disabilities, 

which  may  or  may  not  be  reversible. 
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ABSTRACT 

I his  study  is  a retrospective  investigation  into 
the  relationship  between  |)?rinatal  health  care 
and  developmental  disabilities  in  .\ikansas. 
jjanel  composeil  ol  two  neonatologists  and  one 
fetal /maternal  liealth  cate  specitdist  reviewed  tbe 
medical,  socitil,  and  psychological  data  ol  a sanqjle 
of  children  sulleiing  bom  ;t  moderate  to  se\ere 
degree  ol  mental  letaixlation  or  other  develop- 
mental disability.  E;ich  case  was  rated  inde- 
pendently by  panel  mendters  in  terms  of  pi  obable 
etiology  of  the  disability  and  tbe  likelihood  that 
the  disability  could  base  been  prevented  with 
current  medical  tedniology.  review  of  the  phy- 
sicians' ratings  sho^v  that  in  2(1.5%  of  the  cases, 
the  subjects’  disabilities  were  preventable.  Ihe 
maternal  ami  perinatal  hetihh  c;ne  leceivetl  by 
these  children  and  their  mothers  suggest  that  the 
maldistribution  ol  [jerinatal  hetdth  c;ue  services 
in  tbe  state  contributed  to  the  manifestation  of 
the.se  developmental  disabilities.  Fhe  possible 
benefits  of  a regionalized  ))erinatal  health  care 
system  in  Arkansas  arc  disctissed. 

INTRODUCTION 

Jane  Smith,  a school  teacher,  was  39  years  old 
when  she  bectune  pregtiant  for  the  first  time.  .\t 
31  weeks  into  the  j)regnancy  she  developed  severe 
hyjx?rtension.  The  specialized  care  she  and  her 
baby  retpiired  was  not  reatlily  available  in  the 
rural  area  where  she  lived,  nor  did  her  medical 

•Department  of  Sociology,  I’niversity  of  Arkansas.  Fayetteville, 
Arkansas  72701. 


insurance  cover  long-term  obstetric  care,  and  she 
conld  not  alford  such  treatment. 

Fortunately,  Jane  .Smith  lived  in  Missouri 
which  has  a state  program  designed  to  provide 
obstetric  care  for  all  pregtiant  wometi  who  have 
anv  of  the  six  most  common  conditions  that 
may  predispose  an  infant  to  mental  retarda- 
tion; hemorrhage  after  20  weeks’  gestation,  sig- 
nificant hypertension,  severe  diabetes  mellitus, 
Rh-isoinnnuthzatioti,  multiple  pregnancy,  and 
premature  riqiture  of  the  membranes.  She,  there- 
fore, was  eligible  for  care  at  the  state’s  expense 
and  was  admitted  to  the  Fruman  Medical  Center 
iti  Kansas  City.  When  her  hyjiertetision  did  not 
improve  dm  itig  a two-week  observation  period, 
obstetricians  at  the  center  elected  to  perform 
a cesarean  section.  .Vhbough  the  infant  boy 
weighed  only  1300  grams  and  remained  in  a 
neonatal  intetisive  care  tuiit  for  some  titne,  he  did 
very  well.'* 

d his  acttial  c;ise  history  of  a Missouri  mother 
and  her  chikl  demonstrates  the  benefits  of  a high- 
risk  maternity  and  child  care  program  to  both  the 
families  of  the  children  and  the  state.  ’Without 
such  a piogram,  a child  tveighing  less  than  1500 
grams  at  birth  has  approximately  a 50%  chance 
of  developing  .severe  metilal  retardation.  In  con- 
trast, babies  ol  similar  low  birth  weight  treated 
in  Regional  Neonatal  Intensive  Care  Centers  in 
Florida  and  other  states  have  had  only  a 7%  rate 
of  mental  retardation.^ 

In  1970  the  .\rkansas  Regiotial  Perinatal  Pro- 
gr;un  was  established  to  improve  maternal,  ob- 
stetric, and  newborti  infant  medical  care  in 
.Vi  kansas.  I'he  primary  objective  of  the  Perinatal 
Program  is  to  examine  the  feasibility  of  itnple- 
menting  a regionalized  perinatal  health  care 
system  in  .\rkansas  similar  to  the  Mi.ssouri  system, 
d he  sj^ecialized  health  care  facilities  would  be 
located  strategically  throughout  the  state  at  places 
acce.s,sible  to  the  large  rinal  and  growing  urban 
populations. 
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OBJECTIVES 

One  component  ol  tlie  Perinatal  Program  is  an 
examination  ol  the  mnniters  and  characteristics  ol 
Arkansans  with  healtit  ])rol)lems  that  are  related 
to  inadec|nate  perinatal  health  care.  The  overall 
objective  ol  this  |)hase  ol  the  project  is  to  docu- 
ment the  personal,  social,  medical,  and  economic 
costs  ol  inadecpiate  perinatal  health  care  in  the 
state.  A retrospective  study  ol  the  etiology  ol 
various  health  conditions  was  undertaken  to 
determine  their  perinatal  im|)lications.  Specilical- 
ly,  the  objectives  ol  this  jthase  ol  the  jtroject  were 
to  (1)  estimate  the  mnnher  ol  .\rkansans  ol  pre- 
school age  with  specitic  physical  and/or  develop- 
ment disabilities:  (2)  identily  the  proportion  ol 
this  popidation  now  receiving  services  lor  their 
disabilities  Irom  |)nblic  and  private  agencies 
within  the  state:  (3)  draw  a ptirposive  sample  ol 
children  with  varying  degrees  ol  disability  lor  a 
])ilot  study:  (4)  conthict  a survey  ol  the  perinatal 
health,  health  care,  and  reproductive  histories  ol 
the  mothers  ol  the  children  in  the  sample: 
(5)  identily  the  etiology  ol  the  disability  ol  this 
samjrle  of  children:  ((i)  document  the  social  and 
economic  costs  ol  inadecpiate  perinatal  health 
care  lor  the  state  ol  .\rkansas:  and  (7)  assess  the 
feasibility  ol  expanding  the  pilot  study  into  a 
statewide  retrospective  investigation  ol  the  rela- 
tionship between  inadecpiate  perinatal  health 
care  and  developmental  disabilities. 

METHOD 

1 tvo  broad  categories  ol  children  were  com- 
pared to  estimate  the  ellect  ol  inaclec|nate 
perinatal  care  on  developmental  disability.  One 
gronp  consisted  of  children  whose  development 
has  been  sufficiently  impaired  to  recpiire  intensive 
and  speciali/ed  care  in  the  Oonway  Unit  of  the 
■Arkansas  Ohildren’s  Oolony.  To  rednce  the  vari- 
ance in  the  type  of  evaluation  a new  resident 
receives  before  entering  the  Oolony,  the  sample 
was  restricted  to  those  residents  who  entered  the 
Oolony  cltning  the  12-month  period  ending  on 
July  15,  197S. 

d he  second  sample  consisted  of  children  whose 
developmental  histories  itidicate  a moderate  level 
ol  disability.  Ihese  children  are  now  receiving 
services  on  an  out-patient  basis  from  (1)  the 
Caippled  Children  Program  administered  through 
county  health  cle])artments:  (2)  .Arkansas'  Depart- 
ment of  Human  Services,  Division  ol  Mental 
Retardation-Developmental  Disability  Services: 
aitcl  (3)  special  education  programs  conducted  in 


103  private  centers  in  the  state.  .A  ptirposive 
sample  was  drawn  from  this  population  to 
assess  the  feasibility  of  a statewitle  reirosjrective 
in\estigation. 

To  obtain  the  relevant  information  linking 
perinatal  health  care  to  subsetpient  disabilities, 
a twofold  a|)proach  was  employed  in  stiKlying 
these  groups.  First,  the  inetlical,  social,  and 
psychological  histories  ol  the  children  in  the 
samjtle  were  abstracted  from  the  files  ol  the  par- 
ticipating programs  or  agencies.  1 hese  histories 
were  reviewetl  by  a panel  ol  physicians  composed 
ol  two  neonatologists  anti  one  maternal  health 
s]>ecialist  who  made  an  etiological  evaluation  and 
assigned  each  child  to  one  ol  several  categories 
indicating  (I)  the  probability  that  the  stibject's 
condition  was  due  to  a problem  dining  the 
perinatal  periotl  and  (2)  the  likelihood  that  the 
availability  ol  adequate  perinatal  care  tvould  ha\e 
prevented  the  problem. 

•Secoml,  an  Infant  and  Maternal  Health  Care 
■Survey  was  tlistributed  to  and  completed  liy  the 
mothers  ol  the  children  in  the  survey.  1 he  siirves 
instrument  containetl  cpiestions  on  (1)  the  inci- 
dence ol  specific  meilical,  physical,  and  develop- 
mental disorders  (e.g.,  epilejjsy,  tliabetes,  birth 
delects)  in  the  families  of  the  mother  and  lather 
of  the  child,  (2)  the  maternal  and  obstetric  care 
and  health  of  the  mother  during  her  pregnancy 
with  the  child  in  the  survey,  (3)  the  conditions 
during  the  birth  ol  the  child,  (1)  the  health  ol 
the  child  during  the  neomiial  and  jiostneonatal 
periods,  and  (5)  the  mother's  reproducii\e  histor\. 

File  child's  medical  history  and  the  panel  ol 
|)hysic  ians'  evaluation  ol  the  etiology  ol  the  child's 
clisoiclers  were  matched  with  the  moiher's  re- 
sponses to  the  survey  instrument  to  lorm  a com- 
plete case  record.  .\n  analysis  ol  these  data 
permitted  inlerence  on  the  link  between  maternal, 
obstetric,  and  neonatal  hetilth  care  and  snbse- 
cpient  disabilities,  as  well  as  a check  on  the  validity 
ol  the  findings  ol  the  panel  study.'' 

THE  PANEL  STUDY 

In  I Illy  ol  1978,  a cpiestionnaire,  Fhe  Infant 
and  Maternal  Health  Hare  .Survey,  was  mailed  to 
a sample  ol  1 18  mothers  in  the  stale  with  children 
who  were  at  that  time  receiving  custodial  or  out- 
patient .services  from  the  care  providers  in  the 
study.  .Mthough  the  sample  ol  mothers  was  a 
purposive  one  and  not  scienlilically  drawn,  the 
women  included  in  the  sample  were  largely  ol 
lower  socioeconomic  status.  1 his  l)ias  was  un- 
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avoidable  because  ot  the  maximum  income  re- 
strictions under  which  many  of  the  care  providers 
operate.  For  example,  only  families  with  low  to 
moderate  incomes  are  eligible  to  receive  services 
from  the  Cripjtled  Clhiklren's  Program.  In  gen- 
eral, individuals  of  lower  socioeconomic  status 
tend  to  ignore  mailed  cpiestionnaires.  Surprising- 
ly, 51%  of  the  women  to  whom  cpiestionnaires 
were  mailed  returned  them  by  the  cutoff  date  of 
September  1,  1978. 

Starting  in  December  of  1978  researchers  visited 
the  offices  of  the  participating  agencies,  and,  with 
the  informed  consent  of  the  parents,  began  to 
abstract  relevant  medical,  social,  and  psvchologi- 
cal  data  from  the  children’s  files.  The  cpiality  and 
(piantity  of  these  data  varied  considerablv  from 
agency  to  agency.  In  general,  agencies  providing 
long-term  care  to  the  severely  profoundlv  devel- 
opmentally  disabled  had  ihe  most  complete  files. 
1 he  Children’s  Colony  and  the  private  DD  center 
had  the  most  complete  information  on  their 
clients,  follotved  by  .MR-DDS  and  the  Crippled 
Children's  Program.  These  data  combined  tvith 
the  information  pro\ided  by  mothers  on  the 
questionnaire  formed  a complete  case  record,  the 
information  base  used  by  the  panel  of  physicians 
to  determine  the  possible  etiologv  of  each  child’s 
disorder. 

1 he  panel  ol  physicians  was  composed  of  two 
neonatologists  and  one  fetal  maternal  health  care 
specialist.  Each  panel  member  reviewed  the  cases 
independently,  indicating  on  a rating  form  the 


probable  etiology  of  the  developmental  disability, 
the  probable  timing  of  the  events  causing  the 
disability  (e.g.,  prenatal,  neonatal,  postneonatal 
period),  and  the  likelihood  that  the  abnomial 
outcome  could  be  prevented  with  current  medical 
technology.  For  this  last  evaluation,  each  physi- 
cian rated  each  case  on  a seven-point  scale,  from 
1— present  condition  preventable  with  current 
medical  technology,  to  -1— netitral,  and  7— not 
preventable  with  current  medical  technology'.  .A. 
separate  category  was  pro\  ided  for  cases  in  which 
data  were  insufficient  for  a rating. 

Table  1 is  a stimniary  of  the  physicians’  evalua- 
tions of  the  probability  that  the  subjects’  disability 
cotild  be  prevented  tvith  ctirrent  medical  tech- 
nology. Of  the  60  cases  reviewed  b\  the  panel, 
in  16  or  26.5%  the  data  were  instifficient  to  make 
a determination  of  probable  etiology.  These 
cases  were  dropped  Irom  the  study.  The  majority 
of  these  cases  were  from  the  Crippled  Children’s 
Program  sample.  For  the  remaining  44  cases,  the 
physicians  were  in  substantial  agreement  on 
etiology,  probability  of  preventing  the  medical 
condition  with  current  medical  technology,  and 
the  timing  of  the  medical  event.  In  only  8%  of 
the  cases  was  there  substantial  difference  between 
the  ratings  of  any  two  members  of  the  panel. 
More  important  is  the  fact  that  in  the  majority 
of  these  cases  the  differences  in  rating  appear  to 
be  related  closely  to  the  medical  specialty  prac- 
ticed by  the  panel  member.  For  example,  the 
maternal  health  care  specialists  rated  the  case  of 


TABLE  1 

SUMMARY  OF  PANEL  STUDY 

Physician's  Evaluation  of  the  Etiology  of  Each  Case 
as  to  Preventable  or  Not  Preventable 
4Vith  Current  Medical  Technology 
I’hvsicians'  Ratings 


Prevematile 

Xot 

Preventable 

Xeutial 

Insufficient  Number  of 

Data  Respondents 

Response 

Rate(%) 

Chiklren's  Colony 

CM 

21% 

9]  or 

“ ^ /O 

111% 

33 

51% 

(Conway  ETnit) 

(14) 

(7) 

(7) 

(5) 

(65) 

.\1  RDD.S-Out  pat  lent 

50% 

0% 

0% 

50% 

4 

50% 

(Region  1) 

(2) 

(0) 

(0) 

(2) 

(8) 

Cri])pled  Children’s 

Program 

0% 

47% 

11% 

47% 

17 

47% 

(^Vashington  County) 

(0) 

(8) 

(11) 

(8) 

(26) 

Private  DD  Center 

0% 

117% 

16.5% 

16.5% 

6 

67% 

(Northwest  Arkansas) 

(0) 

(4) 

(1) 

(1) 

(9) 

1 OTAL 

26.5% 

32% 

15% 

26.5% 

60 

51% 

( 16) 

( 19) 

(8) 

(16) 

(118) 
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a high  gravida,  older,  high  risk  mother  who  gave 
birth  to  a child  with  Down’s  syndrome  as  pre- 
ventable with  current  medical  technology, ^ where- 
as the  other  two  members  rated  the  same  case  as 
not  preventable.'  The  panel  member  making  the 
1 rating  commented  that  genetic  counseling  could 
have  prevented  this  incident.  If  conection  is 
matle  for  these  scoring  differences  there  was  less 
than  4%  disagreement  by  panel  members  on  the 
scoring  of  the  cases. 

review  of  the  physicians'  ratings  of  the  44 
cases  shows  that  in  26.5%  of  the  cases,  the  stib- 
ject's  developmental  disability  was  rated  as  pre- 
ventable with  cnrrent  medical  technology.  In 
32%  of  the  cases  the  jianel  believed  that  the 
congenital  malformation  or  developmental  dis- 
ability was  unanticipated  and  therefore  not  pre- 
ventable. Finally,  in  15%  of  the  cases,  the  rating 
teas  neutral  or  the  sidijects’  conditions  may  or 
may  not  have  been  ])reventable  depending  tipon 
the  training  of  the  attending  physician  and  the 
resources  of  the  hospital  in  which  the  birth  took 
place. 

Preventable  Developmental  Disability 

In  the  16  cases  for  which  the  panel  rated  the 
tlisability  as  preventable  with  cnrrent  medical 
technology,  all  the  children  suffer  from  severe  or 
profound  mental  retardation,  a disaltility  which 
has  recjuired  either  inslitntionalization  in  the 
Children’s  Colony  at  Conw'ay,  Arkansas,  or  ex- 
tensive otitjjatient  care  from  MR-DD.S.  There  are 
no  subjects  in  this  group  from  either  the  private 
DI)  center  or  the  Cri]>pled  Children’s  Program. 

In  four  of  the  cases,  an  event  occurring  during 
the  prenatal  ])eriod  was  indicated  in  the  etiology 
ol  the  disorder.  Two  mothers  contracted  ridtella 
during  pregnancy  and  gave  birth  to  children  with 
rtibella  syndrome.  An  additional  two  mothers 
Avere  high  mtdtigravidity  and  gave  birth  to  chil- 
dren who  were  profoundly  mentally  retarded. 

In  II  of  the  16  cases,  an  event  occtirring  dtiring 
parttnition  or  in  the  immediate  postpartum  or 
neonatal  period  was  implicated  in  the  etiology  of 
the  developmental  disability.  In  each  case,  poor 
management  by  the  attending  physician  of  the 
mother  and/or  child  during  these  jteriods  con- 
tributed to  the  child's  severe /profound  mental 
retardation.  In  all  11  cases  fetal  monitoring, 
cesarean  section  when  the  fettis  was  tmdei  stress, 
or  the  intensive  care  of  the  neonate  woidd  have 
prevented  the  disability.  In  only  one  of  the  16 


cases  was  a postneonatal  event  iiulicatetl  in  the 
etiology  of  the  developmental  disability. 

Developmental  Disability  Possibly  Preventable 

There  were  eight  cases  in  which  medical  inter- 
vention may  have  prevented  the  child's  develop- 
mental disability.  In  four  ca.ses,  an  event  during 
the  prenatal  period  was  indicated  in  the  etiology 
of  the  disorder.  All  four  children  are  institu- 
tionali/ed  at  the  Children's  Colony;  all  four  are 
profotmdly  mentally  retarded— two  with  micro- 
cephaly and  tw'o  with  hydrocephaly.  The  catise  of 
these  developmental  disabilities  is  not  know’ii  but 
in  three  of  the  fotir  cases  a viral  infection  dtiring 
the  prenatal  period  is  suspected. 

4 he  jjrobable  etiology  in  the  remaining  lour 
cases  stiggests  that  an  event  during  the  labor  and 
delivery  or  the  neonatal  jx;riod  contributed  to  the 
disability.  Three  of  the  children  suffer  from 
profound  mental  retardatioti  and  are  institu- 
tionalized in  the  Children's  Colony.  I'he  lourth 
child  is  receiving  services  at  a private  develojmient 
disability  center  for  severe  cerebral  palsy.  In  three 
of  the  four  cases  poor  management  of  the  child 
by  the  attending  physician  dtiring  the  neonatal 
period  is  stispected.  In  the  fourth  case,  meningitis 
Avas  identified  as  the  factor  contributing  to  the 
neonate's  mental  retardation. 

Disability  Not  Preventable 

The  final  group  of  children  tvere  rated  by  the 
panel  as  having  a disability  not  preventalrle  tvith 
current  medical  technology.  In  three  ol  the  19 
cases,  the  disability  was  diagnosed  as  autism,  a 
development  disability  of  tmknown  etiology.  In 
the  remaining  16  ca.ses  the  disability  was  of 
genetic  origin  or  a congenital  malformation.  In 
the  majority  of  the  cases,  the  congenital  malfor- 
mation Avas  unanticipated  and  therefore  not 
preventable.  Five  of  the  16  cases  Avarrant  special 
comment.  In  tAVO  of  the  cases  of  hemophilia  and 
in  two  of  the  cases  of  congenital  malfcarmation, 
mothers  reported  a family  history  of  such  dis- 
orders. File  one  child  Avith  Doavii's  syndrome  Avas 
born  to  a 42-year-old  high  parity  mother.  In  tAVO 
of  the  ca.ses  of  congenital  malformation,  mothers 
reported  malformations  in  the  siiilings  of  the  cliild 
in  the  sttidy  or  his/her  immediate  family. 

THE  INFANT  AND  MATERNAL 
HEALTH  CARE  SURVEY 

Analysis  of  the  responses  of  the  mothers  of  this 
grotip  to  The  Infant  and  Maternal  Health  Care 
■Stirvey  yielded  several  disturbitig  findings.  Ihe 
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mothers  of  children  with  preventalile  disabilities 
were  on  the  average  significantly  older  than  the 
mothers  of  the  other  two  groups  when  they  gave 
birth  to  the  child  receiving  services.  Twenty-five 
jrercent  of  these  mothers  were  “high  risk”  in  terms 
of  their  age  and  parity  characteristics  in  compari- 
son with  5%  and  0%,  res|rectively,  of  the  mothers 
of  children  with  nonpreventable  and  possibly 
pre\entable  disabilities.  Although  94%  of  these 
mothers  received  prenatal  care,  H0%,  of  them  re- 
ceived this  care  from  a family  physician  or  mid- 
wife. Moreover,  75%  of  these  mothers  had  health 
problems  during  their  pregnancy  and  50%  had 
difficulty  in  giving  birth  with  an  average  labor  of 
15  hours— characteristics  which  differ  significantly 
Irom  those  of  the  other  two  groups  of  mothers. 
Xinety-four  percent  of  these  mothers  indicated 
that  something  was  wTong  with  their  baby  at  birth 
and  75%  of  the  resjiondents  indicated  health 
jjroblems  ol  the  child  during  the  neonatal  period. 
Interestingly,  the  reproductive  histories  of  these 
women  did  not  differ  in  anv  significant  wav  from 
those  of  the  women  in  the  other  two  groups. 

.\  review  of  the  responses  of  the  group  of 
mothers  with  children  with  disabilities  that  mav 
have  Ireen  |jrevented  lent  general  sujrport  to  the 
lindings  of  ihe  panel  study.  Only  one  mother  in 
the  groiiji  was  in  a high  risk  category,  not  because 
taf  age  or  parity  but  because  of  severe  diabetes 
mellitus.  The  vast  majority  of  these  ^vomen  re- 
ceived pienalal  health  care  beginning  in  the  first 
trimester  of  their  pregnancy  and  visited  their  care 
pro\  ider  an  average  of  1 1 times.  I’he  family 
jiraciitioner  or  midwife  was  the  major  provider 
of  prenatal  care.  None  of  the  women  in  this  groujj 
had  dilficulty  in  giving  birth  as  rellected  in  their 
low  a\erage  length  of  labor— (i  hours.  Howe^'er, 
more  than  half  of  the  mothers  indicated  that  their 
children  had  serious  health  proltlems  at  birth. 

Two  of  the  women  in  this  group  were  living  in 
urban  counties  at  the  time  of  birth  of  the  child. 
However,  the  mothers  of  children  lor  whom  medi- 
cal intervention  during  the  neonatal  periotl  had 
the  highest  probability  of  pre\’enting  the  develop- 
mental disability  w'ere  from  rural  counties,  coun- 
ties which  have  few  if  any  resources  for  intensive 
neonatal  care. 

The  response  of  the  final  group  of  mothers  to 
the  survey  (a  disability  not  preventalrle)  showed 
that  these  women  were  on  the  average  24  years  old 
at  the  time  of  birth  of  the  affected  child.  Only 
one  of  the.se  women  could  be  categorized  as  high 


risk  and  18  of  the  19  mothers  had  full-tenn 
pregnancies.  Moreover,  all  19  mothers  received 
prenatal  care  starting  in  the  first  trimester  of  the 
pregnancy  and  for  most  of  them  this  care  was 
provided  by  an  obstetrician.  These  characteristics 
reflect  the  residency  characteristics  of  the  mothers 
—53%  reside  in  urban  counties.  Five  mothers  or 
29%  of  the  sample  hatl  difficult  parturition  re- 
quiring a cesarean  section.  .Although  only  two 
mothers  reported  a birth  injury,  74%  of  the 
respoiulents  indicated  that  there  was  something 
wrong  with  their  child  at  birth.  In  terms  of  the 
reprotluctive  history  of  these  mothers,  two  or  11% 
reported  a previous  post-neonatal  loss  of  a child 
and  four  or  21%  had  exjierienced  a previous 
miscarriage. 

In  74%  of  the  cases  in  this  groiqi,  the  congenital 
malformation,  genetic  tlisorder,  or  autism  could 
not  lie  anticipated  from  the  medical  or  family 
history  of  the  mother.  However,  in  more  than  a 
fourtli  of  these  cases,  the  genetic  disorder  or 
developmental  disability  could  have  been  pre- 
ventetl  through  planned  parenthood.  Thus,  in 
these  fite  cases  the  disorder  could  be  rated  as 
preventalile  with  current  medical  technology. 

SUMMARY 

Even  though  reiros])ecti\e  studies  present  sev- 
eral methodological  problems,  the  high  level  of 
internal  consistency  within  the  ])re.seitt  study  is 
encouraging  and  allows  us  to  examine  several 
implications.'^  First,  in  20  of  the  44  cases  (46%), 
there  is  a higli  probability  that  current  medical 
teclinology  (which  would  include  genetic  counsel- 
ing) could  have  prevented  the  developmental 
disability.  .Second,  the  vast  majority  of  the  chil- 
dren tvere  born  to  mothers  residing  in  rural 
counties  of  the  state  where  fetal  monitors  and 
other  specialized  ecpiipment  crucial  to  the  man- 
agement of  high  risk  Itirths  were  unavailaltle. 
Almost  all  of  these  women  receic  ed  prenatal  care, 
but  not  by  an  obstetrician.  Third,  infants  born 
with  health  problems  or  who  developed  them  in 
the  immediate  postpartum  period  had  little  or  no 
ticcess  to  neonatal  intensive  care. 

POLICY  IMPLICATIONS 

.Although  the.se  findings  are  based  on  a small 
purposive  sample,  the  evidence  is  overwhelming 
that  many  parts  of  the  state  are  without  adecpiate 
prenatal  and  perinatal  health  care,  a situation 
which  leads  to  a significant  number  of  Arkansans 
needlessly  suffering  from  mental  retardation  and 
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(level()])iiiental  disabilities.  In  terms  ol  just  the 
children  in  the  sain|)le  who  are  now  institiit ion- 
ali/erl  at  the  Children's  Colony  at  Conway,  the 
economic  costs  are  staggering.  Fourteen  ot  the 
33  Cmlony  children  in  the  samjrle  have  develop- 
mental disabilities  that  probably  could  have 
been  prevented  with  current  medical  technology. 
Fhese  children  are  on  the  average  5 years  of  age 
and  if  their  life  ex|)ectancies  average  f,')  years  they 
will  recjiiire  40  years  ol  institutional  care.  1 he 
average  cost  ol  institntionali/ing  a child  at  the 
Colony  is  S35.00  a day  or  S 12,775  jrer  year  per 
child.  Over  the  next  40  years,  if  present  costs  do 
not  rise,  the  costs  to  the  state  of  .Arkansas  for  just 
these  14  people  will  be  more  than  .‘§7  million. 
14iese  are  direct  costs  to  the  state.  4 here  is  no 
way  to  assess  the  costs  associated  with  the  lost 
labor  ol  a productive  citizen  or  the  intangible 
social  and  psychological  costs  associated  with  tlie 
suffering  of  the  individual  and  his 'her  family. 

'Fhe  ])ossible  benefits  ol  a regionalized  perinatal 
health  care  program  to  Arkansas  can  be  estimated 
from  the  experiences  of  states  where  such  pro- 
grams already  exist.  Nationally,  it  was  estimated 
that  ol  all  live  births  l.fi%  of  the  neonates  had 
a birth  weight  ol  1500  grams  or  less.-  .Moreover, 
approximately  three  of  every  font  of  these  infants 
died  during  infancy.-  Of  those  sm  vic  ing  inlancy, 
50%  snlfered  from  severe  mental  retardation.'^  In 
contrast,  piematnre  infants  of  higher  birth  weight 
had  a sigtiificantly  higher  rate  of  survivorship  and 
a much  lower  percentage  of  mental  retardation— 
5%.'^  Intensive  neonatal  care  centers  iti  Florida 
and  elsewhere  in  the  United  .States,  however,  have 
made  possilrle  a reilnction  of  approximatelv  50%, 
in  retardation,  cere1)ral  palsy,  and  other  compli- 
cations associated  with  prematnrity.i  Fhe  extent 
of  this  rednctioti  is  seen  iti  a jnogre.ssive  study 
carried  out  by  Florida's  Regional  Neonatal  Inten- 
sive Care  Program  in  which  the  developmental 
histories  ol  230  premature  infants  were  followed 
for  a two-year  period.  Of  note  is  the  medical 
outcome  of  the  very  small  premature  infants  (1500 
grams).  In  only  7%  of  these  cases  were  the  chil- 
dren evaluated  as  abnormal  in  mental  alrility— an 
86%,  reduction  in  the  expected  incidence  of 
mental  retardation.^ 

Applying  the  experiences  of  the  Florida  pro- 
gram to  Arkansas'  1076  birth  cohort  in  only  one 
area— mental  retardation  among  low  birth  weight 
infants— suggests  that  a substantial  improvement 


could  be  made.  Of  the  33,870  live  births  in  .Arkan- 
sas in  1076,  240  infants  with  birth  weights  of  less 
than  1500  grams  snrvivetl  the  neonatal  and  post- 
neonatal  period.  .An  atlditional  2,284  infants  with 
birth  weights  between  1500-2500  grams  and  30,708 
infants  ol  normal  birth  weight  also  survived  the 
neo  and  post-neonatal  period.  By  multiph  ing  the 
number  of  survivors  in  each  weight  category  times 
the  national  impairment  rate  for  states  without 
regionalized  perinatal  care  systems,  it  is  estimated 
that  303  survivors  of  the  1076  .Arkansas  birth 
cohort  suffer  Irom  severe/ profound  mental  re- 
tardation. .Multiplying  these  same  figures  on 
survi\ors  times  the  impairment  rate  ex])erienced 
by  infants  treated  by  the  Florida  Regionalized 
Intensive  Neonatal  Care  Centers  gives  a substan- 
tially lower  figure— 147  infants.  I herefore,  it  is 
estimated  that  a regionalized  perinatal  health 
program  in  the  state  of  .Arkansas  could  substan- 
tially lower  the  rate  of  severe  mental  retardation 
among  low  birth  weight  neonates.  In  the  1076 
.Arkansas  birth  cohort,  an  estimated  246  cases  of 
severe  profonnd  mental  retardations  may  have 
been  presented  by  such  a program— a reduction 
of  63%. 

I'o  more  soundly  document  the  finding  ol  this 
research,  further  study  is  needed.  .A  progressive 
study  of  a single  birth  cohort  in  which  a scien- 
tifically selected  s:nn])le  of  children  can  be  fol- 
losved  tlnough  the  neonatal,  post-neonatal,  and 
early  childltood  periods  would  be  invaluable  l)oth 
in  scientific  terms  and  in  jtolicy  development. 
.\  rejjresentative  sample  of  children  studied  in 
tliis  re.search  format  would  permit  control  lot 
sarnplitig  bias  and  the  other  conlouncling  factois 
which  htive  detiaicted  from  the  present  retrospec- 
ti\e  study.  .Most  im|)C)rtant,  generalizttt ions  could 
be  made  Irom  this  sample  to  the  popuhition  of 
children  in  this  birth  cohort. 

NO  l ES 

“Itascd  on  an  actual  case  liistoiN  rc'])oited  bv  Carol  I,. 
Simons  in  an  article  entitled.  "A  high-risk  matertiitv  and 
child  ctire  [tiogratn,”  C.oiUempordiy  OK  ('.Y S , 1977,  9,  111- 
1 13. 

'’The  desigti  itsed  in  this  investigtition  po  es  problems 
common  to  all  retrospectice  stitdies.  One  is  the  problem  ol 
■'maturation.''  .\s  tnotbers  grotr  older,  they  sele'^tiveh 
forget  ex|)eriences  or  modify  their  lecall  of  past  experietrees. 
Second  is  the  problem  of  respondent  attritioti  or  losses  of 
respondents  through  mores  atid  death,  d hire!  is  the  bias  in 
the  selection  of  res])otidetUs  and  their  differential  response 
rates  to  the  (|iiestionnairc.  Finally,  the  small  ptirposire 
.sample  does  tiot  permit  control  or  estimates  of  variability 
and  bias. 
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The  “feasibility  character”  of  this  part  of  the  study,  how- 
ever, lessens  the  importance  of  many  of  these  problems. 
The  major  concern  was  to  prepare  the  survey  instrument, 
sample,  and  fieldwork  within  a limited  cost-benefit  frame- 
work. To  reduce  the  problems  of  maturation  and  re- 
spondent attrition,  the  survey  was  limited  to  children  in 
the  preschool,  0-4  years  age  group.  The  rationale  for  this 
decision  was  that  preliminary  studies  had  shown  young  low 
gravida  mothers  to  have  good  recall  of  most  aspects  of  their- 
maternal  and  obstetric  health  and  health  care,  the  birth 
process,  and  the  neonatal  health  of  their  child.  This  was 
not  the  case  with  older  higher  gravida  mothers.  In  addi- 
tion, respondent  attrition  was  lower  during  the  limited 
time  span  of  the  study. 

‘^Tirst,  the  independent  ratings  of  the  41  cases  in  the 
study  by  the  panel  of  physicians  show  a remarkable  degree 
of  consistency.  If  a correction  is  maile  for  res|5onse  error, 
there  is  a serious  rlisagreement  in  onlv  4%  of  the  ratings. 
Second,  there  is  a high  degree  of  internal  consistency 
betrveen  the  ratings  of  the  panel  of  phvsicians  and  the 


responses  of  the  mothers  to  The  Infant  and  Maternal 
Health  Care  questionnaire.  Third,  a comparison  of  the 
distribution  of  the  44  cases  across  the  three  categories— 
preventable  though  not  preventable  with  current  medical 
technology— by  agency  shows  a pattern  consistent  with  the 
types  of  clients  normally  served  by  each  care  provider. 
Finally,  for  the  sample  of  children  from  the  Children’s 
Colony,  the  findings  are  similar  to  those  of  a panel  study 
conducted  by  Green  et  al.  at  the  same  institution  in  1977. 
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The  Role  of  Lip  Adhesion  in  Cleft  Lip  Repair 

Robert  W.  Seibert,  M.D.* 


1.  Introduction 

Complete  unilateral  and  bilateral  cleft  lips 
usually  show  the  following  abnormalities. 

1.  .Marked  displacement  of  the  bony  max- 
illary segments. 

2.  Distortion  of  lij)  soft  tissue  components. 

3.  Distortion  of  nasal  anatomy. 

Over  the  last  tew  years,  a technitpie  known  as 
lip  adhesion^  has  been  ileveloped  and  refined 
in  a successful  attempt  to  improve  the  cos- 
metic and  functional  residts  of  cleft  lijt 
closure. 

II.  Principles  ol  Lip  Adhesion 

1.  Basically,  the  adhesion  converts  a com- 
plete cleft  lip  into  an  incomplete  cleft 

•Universilv  of  Arkansas  for  Medical  Sciences,  Little  Rock,  Ar- 
kansas 72201. 


Case  1-A. 

3-weeks-old  female  with  wide  complete  left  cleft  lip  and  palate. 


Case  1-B. 

5'Weeks-old,  2 weeks  post  lip  adliesion. 


lip,  that  is,  a cleft  which  does  not  extend 
into  the  floor  of  the  nose.  (See  cases  1-3) 
The  procedure  is  indicated  in  wide 
complete  unilateral  and  bilateral  cleft 
lips. 

2.  Tlie  procedure  may  be  rapidly  jter- 
formed  with  little  risk. 

3.  I lie  procedure  may  be  done  within  the 
lirst  one  to  two  weeks  of  life  and  utider 
local  anesthetic  if  necessary. 

4.  No  lip  tisstte  is  sacrificed.  No  lip  land- 
marks necessary  for  later  definitive 
repair  are  destroyed.  This  is  true  even 
if  there  is  wound  dehiscence,  a rare 
circitmstance  in  an  otherwise  normal 
infant. 


5.  4 lie  adhesion  may  be  carried  oitt  in 
either  the  upper  part  of  the  lip  (Mil- 


Case  1-C. 

8-months-old.  3 months  post  definitive  lip  surgen'  (Millard). 


Case2-A. 


One-wcek  old  female  with  bilateral  cleft  lip  and  palate— complete  on 
left  side  only. 
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paedic  appliance  in  many  casesd 

3.  It  may  facilitate  feeding. 

4.  Psychological  benefit  to  parents  may 
occur  because  infant  is  more  acceptable 
looking. 

1\'.  Risk  of  Complications 

1.  General  anesthetic  risk. 


Case  ;TA. 

Onc-\vefk.okl  male  witli  wide  complete  right  cleft  lip  and  palate. 


Case  31$. 

5-months-old,  lip  adhesion  clone  at  3 weeks  of  age. 


Case  3-C. 

9-months-old,  4 months  post  definitive  lip  surgery  (Millard). 


lartl,-  Randall’)  or  in  the  lower  one- 
third  (Walker,  Collito'’). 

h.  Untiermining  f)l  soft  tissue  off  the 
lateral  maxillary  segment  should  be 
a\oitled  unless  absolutely  necessary. 
Conservtftive  untiermining  of  the  me- 
tlial  li])  element  oil  the  premaxilla  may 
be  tltme  instead,  t)r,  altei  nativelv,  a 
lower  one-thirtl  atlhesion  tvithout  un- 
dermining tlone. 

111.  Benelits  of  Lip  .Adhesion 

1.  4 he  jjrocedure  improves  final  results  of 
tlelinitive  lip  rejjair  by  a)  tlecretising 
tension  on  lip  closure,  b)  jtlacing  max- 
illary bony  segments  in  a more  normal 
relationship,  c)  better  alignment  of  lijr 
muscles  tiiul  nasal  structures  (ala  anti 
ctflumella),  and  this  may  avoitl  second- 
ary revisit)!!  surgery  later,  (.See  cases 
1-3) 

2.  It  may  substitute  for  maxillary  ortho- 


Casc  2-1$. 

y-months-old.  lip  adhesion  done  at  10  days  ol  age. 


Case  2-C. 

G-rnonihs-old.  3 weeks  post  definitive  bilateral  deft  lip  siirgerv 
( Millard) . 
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'2.  Surgical  complicalions;  bleeding,  inlec- 
tion,  dehiscence. 

\ . Experience  oi  .Arkansas  C'.hildren’s  Hospital— 
nepartineiu  ol  Otolaryngology  and  Maxillo- 
facial Surgery;  |nly  1,  1 !)7b— Decendter  31, 
1978  (2.;‘)  years) 

Lip  .Adhesion— I f 

I'nilateral  CUeft  Lip— 1 1 
Bilateral  Oleft  Lip— 3 
Complications— Wound  dehiscence- 
1 ('%) 

Infant  with  severe  congenital  cyanotic 
heart  disease. 

( )ther  Ciomplications— None 


SUMMARY 

Lite  lip  adhesion  procedure,  jjroperly  per- 
formed in  selected  cases,  provides  both  immediate 
and  long  term  benefits  to  the  patient  with  com- 
plete cleft  lip  delormities. 
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OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  154) 

HISTORY:  A.  W.  is  a 35-year-old  male  with  a hypertensive  history  who  presented  to  the  hospital  because  of 
headache.  The  patient  quickly  became  unconscious  but  did  not  lose  his  pulses.  Other  than  poorly  treated 
hypertension,  he  had  no  other  cardiovascular  disease  risk  factors.  His  cardiovascular  examination  was  normal 
except  for  a blood  pressure  of  150/100.  The  patient's  ECO,  shown  below,  was  done  prior  to  carotid 
arteriography. 

With  the  history  as  stated  and  these  ECO  changes,  which  one  of  the  following  explanations  for  the  ECG  changes 
and  subsequent  courses  of  action  would  be  most  appropriate? 

1.  The  ECG  changes  are  secondary  to  LVH  in  turn  secondary  to  hypertension  and  he  thus  needs  acute 
therapy  for  hypertension. 

2.  The  ECG  changes  are  secondary  to  nontransmural  infarction  and  he  should  not  have  elective  arteriogra- 
phy for  6 months. 

3.  The  ECG  changes  are  probably  secondary  to  subarachnoid  hemorrhage  and  he  should  be  allowed  to 
undergo  the  arteriographic  procedure. 


Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 


142 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Extremity  Splinting-Part  I 
"The  Upper  Extremity  " 

R.  Barry  Sorrells,  M.D.* 


3plint  (Noun)  “An  appliance,  as  of  wood, 
metal,  or  plaster  of  Paris,  used  to  keep  in  jjlace, 
or  protect,  an  injured  part.'’^ 

Splint  (Verb)  “To  support  and  immobilize 
(as  a broken  bone)  with  a splint. 

The  first  definition  (from  1960)  can  now  be 
expanded  to  include  thermoplastics,  fiberglass, 
resins,  and  acrylics,  dlie  second  definition  (from 
1975)  represents  our  current  practice  of  using  a 
noun  in  the  active  sense,  i.e.,  “the  patient  frac- 
tured his  leg”.  Definitions  and  [jractice  change 
with  time! 

Many  thousands  of  years  ago  the  Egyptians 
splinted  fractures  l)y  linen  stiffened  wdth  gum  or 
plaster.  Starch,  clay  and  egg  albumin  were  em- 
ployed. As  time  has  passed,  we  have  refined  our 
materials  and  technicpies  of  splinting,  we  have 
learned  to  splint  (verb)  with  a splint  (noun)  but 
our  principle  has  remained  the  same— immo- 
bilization. 

1 he  office  oriliopaedist  and  the  emergency 
room  orthopaedist  frecpiently  have  need  to  im- 
mobilize an  injured  part.  The  splints  (N.)  cur- 
rently available  to  him/her  lor  splinting  (V.) 
include  jdaster  (old)  as  well  as  many  newer 
materials  (ad  infinitum).  Some  examples  appli- 
cable to  anatomic  areas  of  the  upper  extremity 
follow: 

“The  Shoulder" 

.Nfost  non-displaced  fractures  of  the  scapula 
and  upper  humerus,  shoulder  sprains,  bursitis, 

*Little  Rock  Orthopedic  Clinic.  P.A.,  ?.  O.  Rox  5270,  0500  Lite 
Drive,  Little  Rock,  Arkansas  72215. 


arthritis  and  tendinitis  cases,  reiluced  dislocations, 
and  reduced  fractures  can  Ijc  adetpiately  im- 
mobilized with  a commercially  available  shoulder 
immobilizer  (Fig.  1),  Velpeau  sling  and  swatlte,  or 
a simple  sling  (Fig.  2).  I'he  principle  is  to  hold 
the  shoulder  imtnolrilized  by  binding  the  humerus 
next  to  the  body,  thus  prevetiting  flexion,  exten- 
sion, and  abduction.  Holding  tlie  forearm  across 
the  abdomen  limits  shoulder  rotation.  \Vhile 
immobilization  is  not  complete,  such  treatment 
usually  is  sufficient.  More  rigid  splintitig  of  the 
shoulder  is  difficult  to  apply  and  maintain. 

1 he  fractured  clavicle  can  usually  be  adecpiate- 
ly  splinted  with  the  figitre-of-eight  splint  (Fig.  3). 
This  provides  emergeticy  as  well  as  definitive 
immoltilization  in  almost  all  cases.  Holding  the 
shoultlers  back  tends  to  ''lengtlien''  the  overlapped 


Figure  1. 

Shoulder  immobilizer. 
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chiYicle  fracture,  restoring  length  and  offering  a 
moderate  degree  of  immol:»ilization  necessary  for 
comfort  and  healing. 

"The  Elbow" 

Sprains,  certain  undisplaced  or  minimally  dis- 
placed fractures,  tendinitis  and  arthritis  cases  can 
be  treated  with  a simple  sling  (Fig.  2).  Flexion 
and  extension  are  limited,  the  elltow  maintained 
at  a 90  degree  angle.  Forearm  rotation  (supina- 
tion and  pronation)— an  elbow  function— is  not, 
however,  well  controlled  rvith  a sling. 

■More  rigid  immobilization  of  the  elbow  with 
control  of  rotation  can  be  accomplished  with  a 
posterior  sjilint.  Commercially  available  metal  or 
plastic  "gutter”  splints  are  sometimes  used  effec- 
tively—especially  as  a temporary  measure  (Fig.  4). 

.\  well  molded  posterior  plaster  splint  can 
easily  be  custom  tailored  to  the  patient,  assuring 
individual  fit  and  rigid  immoliilization.  I hus  the 
elbow  can  be  held  at  the  desired  angle  and  rota- 
tion can  be  controlled  by  secure  immobilization 
of  the  forearm.  The  main  problem  encountered 
with  the  posterior  plaster  splint  is  weakening  and 


Figure  $. 
Clavicle  splint. 


hinging  at  the  elbow.  Tliis  can  be  prevented  with 
a very  heavy  and  strong  splint,  or  better  yet  by 
placing  an  angle  brace  medially  and  laterally  to 
act  as  a tether  (Figs.  5,  6).  The  splint  should  be 
well  padded,  molded  at  the  arm,  elbow,  and  fore- 
arm and  supported  liy  a sling.  This  type  of 
immobilization  will  usually  suffice  for  reduced 
elbow  or  radial  head  dislocation,  following  reduc- 
tion of  a fracture,  and  other  cases  where  rigid 
control  is  necessary.  Fhe  posterior  splint  has  the 
obvious  advantage  over  a circular  cast  in  that  the 
antecubital  space  is  left  open  and  less  constriction 
is  produced,  allowing  for  swelling. 

In  lien  of  hand  assembling  the  posterior  plaster 
splint  from  components,  a newer  material  known 
as  OCL'^'"  is  a commercially  available  plaster 
sj)lint  which  can  be  |)urchased  in  long  rolls,  in 
various  widths.  The  desired  amount  is  simply  cut 
from  the  roll.  The  sjjlint  is  composed  of  multiple 
layers  of  conventional  plaster  of  Paris,  one  side 


Figure  4. 

Elbow  gutter  splints. 


Figure  5. 

Posterior  splint  components. 
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has  toam  patlcling  and  the  entire  s])lint  is  encased 
in  soft  cotton  tlannel.  The  material  is  emersed  in 
water  as  with  convetitional  j>laster,  squeezed  to 
remove  excess  water,  and  applied  to  the  patient, 
the  foam  toward  the  skin.  Short  strips  can  be 
ajjplied  medially  and  laterally  to  act  as  a tether 
as  previously  tlescribed  and  the  splint  wrapped 
on  the  forearm,  elbow  and  arm  with  a cotton  or 
elastic  bandage.  Drying  time  is  similar  to  that 
of  fast  setting  plaster  (approximately  10  to  15 
mitintes). 

A recently  introduced  splint  material  of  knitted 
fiberglass  fabric  impregnated  with  polyurethane 
and  resin  is  tpiite  usefid  for  construction  of  the 
posterior  splint  (Fig.  7).  Emersion  in  room  tem- 
perature water  initiates  a chemical  reaction  Avhich 
causes  the  material  to  become  rigid.  This  material 
has  the  advantage  in  that  it  is  not  oidy  strong  but 
lightw'eight,  radiolucent,  porous  and  not  signifi- 
cantly affected  by  additional  exposure  to  water  or 


Figure  (5. 

Custom  tailored  posterior  plaster  splint  with  tether. 


Figure  7. 
Fiberglass  splint. 


moisture.  When  useil  lor  the  posterior  splint,  the 
material  is  subsiiinted  for  plaster,  again  the  side 
tethers  can  be  applied  and  the  padded  splint 
wiapped  on  the  extremity  as  described.  Setting 
time  is  appi oximately  15  minutes. 

"The  Wrist" 

Fhere  are  many  commercially  available  wrist 
splints  (Fig.  8).  I hese  are  usually  made  of  metal 
or  fabric  reinforced  with  metal.  The  metal 
“gutter"  splints  usually  extend  from  the  upper 
lorearm  to  the  distal  palm,  are  applied  to  the 
\olar  surface  and  place  the  wrist  in  a moderate 
“cock-uj)'’  or  dorsitlexed  position.  I’hey  are  easily 
applied  but  do  not  conform  well  and  thus  provide 
only  a moderately  rigid  immobilization.  These 
“gutter"  splints  are  bulky  and  ser\'e  as  a better 
temporary  than  definitive  treatment  s[dint.  The 
metal  reinforced  fabric  splints  conform  a bit 
better,  are  less  bulky  and  are  easily  applied  and 
held  in  place  Ity  lacing,  buckles,  or  Velcro™ 
closures. 

molded  volar  wrist  splint  can  be  custom 
fabricated  of  padded  plaster,  OC17“,  or  fiber- 
glass/resin (Fig.  9)  as  described  for  the  elbow. 
1 he  splint  shoidtl  extend  from  the  upj^er  forearm 
along  the  volar  wrist  to  the  distal  palmar  crease, 
d he  wrist  can  be  placed  in  any  degree  of  flexion 
or  extension,  radial  or  idnar  deviation  but  most 
commonly  in  a position  of  mild  “cock-up"  (about 
,H0  degrees  dorsillexion)  and  neutral  deviation. 
The  distal  palmar  crease  shoidd  not  be  crossed  in 
order  to  prevent  blocking  metacarpal  phalangeal 
motion  and  resultant  stiffening.  The  thumb  can 
be  left  free  with  only  a small  “bridge”  of  wrapping 
through  the  web  space. 


Figure  8. 

Commercially  available  wrist  splints. 
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"The  Hand" 

Aojain  a multitude  of  splints  is  a\ailable  lor 
immobilization  of  the  band  and  lingers  (Tig.  10). 
ddie  hand  is  usually  maintained  in  the  ‘‘]rosition 
of  lunction  " i.e.,  moderate  flexion  of  all  joints— 
MCP,  PIP,  and  DIP  (Eig.  11).  The  ailnit  hand 
shoukl  he  able  to  hold  a 12  ounce  beverage  can. 
Extreme  postitres  of  flexion  attd  extensioti  shoitld 
he  avoided  to  prevent  joint  stiffetiitig. 

.\  very  itsefitl  finger  splitit  is  the  foam  padded 
alittnitittm  strip  tvhich  is  available  iti  various 
widths  and  cati  be  ctit  to  the  desired  length 
(Fig.  12).  d'his  splitit  is  malleable  and  can  be 
custom  molded  to  the  patient.  Ehe  sjtlint  can  be 
used  alone  or  can  he  incorporated  into  the  volar 
wrist  splint  as  described  (Fig.  13).  Digits  not  re- 
qtiiring  immobilization  can  he  left  free. 

While  not  all  methods  of  splinting  can  he 
inchided  in  a brief  article  stich  as  this,  certain  of 
the  more  common  types  are  described.  Part  II 
‘T  he  I.ower  Extremity"  will  follow  in  a future 
issue. 


F-'igure  9. 

Cusloni  tailored  \olar  wrist  filicrglass  splint. 


Figure  10. 

Iland/finger  splints. 
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Figure  1 1 . 

Position  of  function.” 


Figure  12. 

Malleable  foain/aluminum  finger  splints. 


Figure  13. 

Volar  wrist  splint  with  finger  splint. 
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Development  and  the  Environment 
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J_  his  series  ot  two  papers  will  alleinpt  to 
present  a brief  overview  of  children  s develop- 
ment. I he  first  paper  will  deal  with  some  general 
issues  of  normal  and  abnormal  development.  The 
second  paper  will  discuss  the  medical  providers’ 
role  in  assessing  children  with  suspected  problems 
in  development. 

Definition.  Development  has  been  defined  as 
the  changes  in  the  skill  level  or  quality  of  function 
of  the  whole  organism.  The  pioneer  work  of 
Arnold  Gessell  and  others  divided  normal  devel- 
opment into  the  areas  of  gross  motor,  fine  motor, 
language,  personal-social,  and  cognitive-adaptive.^ 
Most  physicians  during  training  are  exposed  to 
charts  of  normal  “developmental  milestones”,  and 
they  recognize  these  as  evidence  of  normal  devel- 
opmental progression.  Thus,  these  milestones  will 
not  be  reviewed  in  this  paper.  The  assumption 
has  been  that  there  is  an  inevitable  progre.ssion  of 
skills  in  the  infant.  It  has  been  assumed  that  there 
is  a relatively  fixed  rdtimate  developmental  poten- 
tial, depending  on  the  neurophysiologic  wholeness 
of  the  infant,  that  will  result  in  normal  develop 
ment  or  in  problems  such  as  mental  letardation, 
cerebral  jjalsy,  school  learning  problems,  etc.  Re- 
search and  clinical  experience  over  the  last  twenty 
years  has  taught  us  that  the  developmental  poten- 
tial for  most  children  is  alterable  or  affected  by 
the  environment  in  which  the  child  lives,  to  an 
extent  beyond  the  biologic  makeup  of  that  child. 
Thus,  a revised  definition  of  children's  develop- 
ment suggests  that  it  is  an  increasingly  comj)lex 
series  of  interactions  of  an  evermore  skilled 
organism  with  its  environment,  l>f)ih  social 
(parents  and  family)  and  non-social. 

Some  of  the  data  to  siqqtort  this  revised  defini- 
tion will  be  presented  in  the  following  sections. 

High-Risk  Infants  and  Children.  The  term 
“high-risk”  infant  is  one  which  has  been  popu- 
larized over  the  last  decade  and  one  which  has 
little  clear  meaning  to  most  people  who  use  it.  It 
is  a statistical  term  which  imjjlies  that  a child  with 
a certain  condition  is  more  likely  than  the  average 
to  sidfer  from  problems  in  develojament.  There 

•Assistant  Professor,  General  and  Developmental  Pediatrics,  De- 
partment ot  Pediatrics,  University  of  Arkansas  for  Medical  Sciences, 
4301  West  .Markham  Street,  Little  Rock,  ,\rkansas  72201. 


are  three  types  of  comlitions  which  are  categorized 
as  high-risk.  First,  children  who  are  born  with 
certain  biologic  abnormalities,  such  as  Down’s 
■Syndrome  or  congenital  rubella  syndrome,  usually 
without  exception  suffer  from  developmental  ab- 
normalities. These  children  comprise  only  a small 
percentage  of  all  children  wdth  developmental 
problems,  and  the  idtiniate  developmental  poten- 
tial of  even  some  of  these  children  have  been 
shown  to  be  altered  by  the  child’s  environment.- 
The  second  category  of  high-risk  children  are 
those  who  suffer  a transient  unfavorable  medical 
event  in  the  perinatal  period  such  as  prematurity, 
hypoxia,  depressed  Apgar,  etc.  Although  these 
medical  events  are  important  for  the  individual 
child,  they  have  been  shown  to  be  poor  predictors 
of  developmental  problems  in  groups  of  children. 
Parmalee  followed  126  pre-term  infants  for  two 
years,  and  he  assessed  the  severity  of  their  medical 
course  with  an  Obstetric  Complication  Scale,  and 
a Post-Natal  Comjjlication  .Scale.  T here  was  abso- 
hitely  no  correlation  between  these  scales  and 
the  iidants’  developmental  tpiotients  (Baylev  and 
Ges.sell)  at  24  months  of  age.-'^  Franci.s-Williams 
followed  100  children  born  less  than  l.aOO  grams, 
and  full  scale  IQ  tests  were  performed  on  all  these 
children  Ijetween  4 to  12  years  of  age.  No  definite 
correlations  were  found  between  lO  and  birth 
weight,  gestational  age,  or  neonatal  illness.  How- 
ever, lO  differences  between  social  classes  were 
marked  and  significant,  with  the  liicdiest  social 
class  mean  IQ  of  107,  tlie  middle  social  class  mean 
of  99,  and  the  lowest  class  mean  IQ  of  86.  ‘ Werner 
in  the  Island  of  Kuai  study  followed  6.S9  te.in 
children  to  the  as>c  of  10  when  lO  tests  were 

o N. 

administered.  Their  complex  perinatal-stress 
scoie  had  negative  correlation  to  IQ  (r  = — .08), 
while  the  .socio-economic  status  had  a markedly 
significant  correlation  to  IQ  (r  = 0.38,  P < .OOl).^ 
1 he  fitial  category  of  high-risk  children  are  those 
children  born  into  a stiessed  envii onment.  1 his 
typically  consists  of  a family  living  in  poverty,  a 
situation  which  is  exaggerated  when  the  mother  is 
single  atid  unsupported,  and/or  very  young  and 
inex[ceriencetl,  and/or  has  several  other  children, 
and/or  has  a problem  like  drug  abuse  or  psyco- 
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emotional  instability  which  may  restrict  her 
competence  as  a parent.  (Ot  course,  most  of  the 
latter  problems  may  occur  in  lamilies  who  have 
very  aclecjuate  financial  resources.)  At  least  80% 
of  all  children  who  are  mentally  retarded  are 
classified  as  “mildly  ’ retarded  (i.e.  IQ  55-75),  and 
about  75%  of  the.se  children  are  from  the  stressed 
environments  described  above.'*  Experience  over 
tite  last  15  years  in  multijtle  intervention  jno- 
grams  has  demonstrated  that  the  IQ’s  of  children 
in  this  type  of  high-risk  situation  is  alterable  to 
a great  extent  by  exposing  these  children  to  a 
more  responsive  and  stimulating  environment.'^ 
One  such  program  consisted  of  children  born  to 
poverty  whose  mothers’  IQ’s  were  less  than  75.  IQ 
differences  between  20  experimental  children  and 
20  comparison  children  averaged  about  20  IQ 
points  throughout  the  preschool  years.  At  six 
years  of  age  the  experimental  group  mean  IQ  was 
111,  and  the  comparison  group  was  87.® 

1 hese  studies,  and  many  others,  suggest  that 
although  childreu  with  developmental  problems 
are  fref|uently  found  to  have  associated  complica- 
tioiES  of  pregnancy  and  the  perinatal  period,  the 
vast  majority  of  infants  who  suffer  such  jiroblems 
do  not  have  later  difficulties  when  followed 
prospectively.  Beyond  this,  there  seems  to  be 
major  interactions  between  perinatal  complica- 
tions and  the  child’s  environment  on  the  child’s 
ultimate  developmental  outcome,  d hits,  predic- 
tion of  outcomes  based  on  perinatal  difficulties 
are  usually  unsuccessful  unless  the  environmental 
context  is  specified. 

lieprodHctive  Risk  and  Co?itininim  of  Care 
Taking  Casnality.  The  most  contempcnary  and 
relevent  model  of  children’s  development  is  a 
transactional  model  which  stresses  the  plastic 
nature  of  the  social  environment,  and  the  active 
role  of  the  child  in  shajhng  its  environment.  (.See 
figure  1.)  Both  the  child  and  his  environment 
interact  and  impact  on  each  other.  Problems  on 
either  end  of  the  transactional  s|x,'ctrum,  i.e.  in  the 


child  or  the  environment,  create  the  potential  for 
develojnnental  abnormalities,  but  the  probability 
for  these  abnormalities  increases  significantly 
when  there  are  problems  in  both  ends  of  the 
spectrum  simultaneously.®  For  example,  a child 
who  suffers  a transient  medical  problem  of 
moderate  severity  is  less  likely  to  develop  a de- 
velopmental problem  if  raised  in  a stable  family 
situation  with  educated,  loving  parents.  The 
same  child  raised  in  an  unstable,  poor,  uneducated 
family  is  significantly  more  likely  to  suffer  from 
mental  retardation,  etc. 

The  understanding  of  this  model  has  clinical 
implications  for  the  medical  jjrovider.  Obstetri- 
cal, perinatal,  and  pediatric  care  must  continue  to 
attempt  to  minimize  the  physical  insults  to 
mothers  and  infants  so  that  the  infant  may  be  as 
intact  and  competent  as  possiitle  to  transact  with 
its  environment.  A physically  ill  child,  a nutri- 
tionally unsound  child,  or  a temperamentally 
difficult  child  may  stress  the  environment  beyond 
its  plastic  tolerance.  The  physician  traditionally 
is  comfortable  with  and  competent  at  dealing  with 
this  end  of  the  spectrum.  Is  there  a role  for  the 
physician  in  dealing  with  the  environmental  end 
of  this  transactional  model?  As  a minimum,  most 
communities  have  jtrofessionals  like  .social  w'orkers 
and  educators  who  can  assist  the  physician  in 
stabilizing  and  enhancing  a stressed  environment. 
•Several  important  characteristics  of  effective 
parent-educators,  in  all  social  cla.sses,  have  been 
de.scribed  in  the  literature  and  may  be  of  help  to 
the  medical  clinician.  First,  an  affective  and 
mutually  responsive  early  parent-child  interaction 
is  of  central  importance.*"  Second,  such  parents 
provide  a physical  environment  that  is  appropri- 
ate to  die  child’s  developmental  status,  and  in 
which  the  child  is  free  to  explore.  Next,  they 
provide  verbal  stimulation.  Finally,  such  parents 
jrrovide  “consultation”  for  their  developing  in- 
fant by  providing  information  and  instruction 
usually  at  the  child’s  recpiest.**  A successful 
clinical  approach  utilizing  this  information  has 
been  presented  in  the  pediatric  literature.*- 

Sununary.  Problems  in  development  are  rarely 
inevitable.  Few  medical-biologic  events  are  seri- 
ous or  irreversable  enough  that  one  can  predict 
with  any  degree  of  certitude  regarding  devel- 
opmental potential.  On  the  other  hand,  there 
is  nothing  specifically  etiologic  about  socio- 
economic status.  Neither  poverty  or  wealth  are 
explanatory  variables.  Rather,  poverty  is  cor- 
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related  ivith  multiple  other  variables  such  as 
luuleruutritiou,  poor  medical  care,  and  less  than 
optimal  child-reariug  practices  which  iu  comhiua- 
tiou  are  more  useful  pretlictors  of  developmental 
outcome.  Ihere  are  useful  clinical  apjiroaches 
which  allow  the  medical  provider  to  optimize 
both  ends  of  the  tyansartioiial  model  in  order  to 
enhance  children's  develo}uucutal  potential. 
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Immunology  and  Antibodies 

Alfred  Kahn,  Jr.,  M.D. 


he  field  of  bacteriology  and  immunology 
has  undergone  a dramatic  exjtansion  in  the  past 
few  years. 

The  role  of  antibody  dej^endent  cell-mediated 
cytotoxicity  is  said  by  Sanal  and  Buckley  {Journo} 
of  Clinical  Investigation,  Vol.  61,  P.  1,  January 
1978)  to  have  a possible  role  in  graft  and  tumor 
rejection  as  well  as  hemolytic  disease.  Because 
knowledge  of  antibody-dependent  cellular  cyto- 
toxicity in  immunodeficiency  disease  has  not  been 
intensively  investigated,  Sanal  and  Buckley  have 
published  a study  on  this  topic.  Their  work  en- 
compassed testing  patients  with  different  types  of 
primary  immune  disease  against  three  different 
antibody  coated  targets;  they  also  tested  isolated 
leukocyte  subpopulatious  from  normal  individ- 
uals. They  used  twenty-eight  patients  with 
primary  immunodeficiency:  ten  with  X-linked 
agammaglobulinemia,  ten  with  common  variable 
or  B-lymphocyte  agammaglobulinemia,  three  with 
X-linked  immunodeficiency  with  hyper  Ig-m, 
two  with  partial  Digeorge  Syndrome,  two  with 
severe  combined  immunodeficiency,  and  one 
with  chronic  candidiasis,  d'wenty  normal  con- 
trols were  used.  The  leukocytes  from  the  patients 
atid  controls  were  tested  for  altility  to  ly/e  three 
different  types  of  antibody  coated  targets  iti  vitro: 
human  HL.\  antibody  coated  lymphocyte  targets, 
rabbit  Ig  G antibody  coated  chicken  erythrocytes, 
and  far  human  anti  DC  coated  O plus  erythrocyte 
targets.  Their  results  using  mononuclear  cells 
showed  a definite  reduction  in  the  cytotoxic  index 
of  most  of  the  patients  with  immunodeficient 
disease  when  tested  agaitist  human  antibody 
coated  eymjrhocytes.  Using  chicken  erythrocytes, 
a significant  reduction  was  found  only  in  the 
common  variable  agammaglobidinimia;  using 
human  erythrocytes  the  index  was  lower  in  the 
common  variable  and  hyper  Ig  "Si  groups.  Pa- 


tients with  severe  combined  immunodeficient 
disease  have  a marked  reduction  in  this  type  of 
effectar  cell  function,  according  to  Sanal  and 
Buckley. 

Of  more  immediate  clinical  significance  is 
‘‘Studies  of  Cell  Subpopulations  Mediating 
Mitogen  Hyporesponsiveness  In  Patients  With 
Hodgkin’s  Disease”  by  Sebbitt,  Bankhurst,  and 
\Villiams  (Journal  of  Clinical  Investigation,  Vol. 
61,  P.  55,  January  1978).  All  physicians  are  aware 
that  patients  with  Hodgkin’s  Disease  have  poor 
immune  responses.  Only  recently  has  the  defect 
begun  to  be  understood.  .Sebbitt  et  al  point  out 
that  patients  with  Hodgkin’s  Disease  have  a de- 
creased delayed  hypersensitivity  and  decreased 
homograft  reaction.  They  further  state  that  the 
ability  of  Hodgkin’s  Disease  patient  to  form  anti- 
bodies is  intact;  peripheral  lymphocyte  are  usually 
about  normal  early  in  the  disease  course;  the  loss 
of  response  to  phylohemagglutinin  occurs  before 
the  lymphocyte  count  falls.  T-lymphocyte  de- 
fect fits  this  pattern.  .Sebbitt,  Banklutrst,  and 
^Vhlliams  plantied  this  study  to  determine  if  a 
suppressor  type  of  T cell  could  be  responsible  for 
the  immunologic  defect.  They  selectively  de- 
pleted certain  cell  populations  and  tested  for 
])hytohemagglutinin  responsiveness.  The  blood 
from  patients  with  Hodgkin’s  Disease  was  passed 
through  glass  wool;  some  mononuclear  cells  were 
removed;  after  the  mononuclear  cells  tvhich  were 
glass  rvool  atlherent  tvere  removed,  the  mitogen 
res})onsivetiess  iticreased;  this  suggests  that  pa- 
tients with  Hodgkin’s  Disease  passes  a suppressor 
cell  which  accounts  for  at  least  some  of  their 
hyporesponsivene.ss. 

The  relatiotiship  of  the  spleen  to  resistance 
agaitist  disease  has  been  under  study  for  years. 
Patients  undergoing  splenectomy  are  statistically 
more  susce]itible  to  infection.  .Spirer,  Zakuth, 
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l)i;uiiaiu,  Moiulorl,  Ssefanescu,  Siabiiisky,  and 
Fridkin  have  reported  on  “Decreased  Tuftsin 
Concentrations  In  Patients  ^Vllo  Have  Ihulergone 
Splenectomy”  ^British  Medical  Journal,  Vol.  II 
tor  1977,  P.  1571,  December  17,  1977).  They  state 
that  tidtsin,  which  is  a tetrape])tide,  is  made  in 
the  spleen,  d'nftsin  stinudates  leukocyte  phago- 
cytosis. This  substance  seems  to  work  on  both 
neutrophils  and  macrophages.  I’uftsin  has  been 
synthesized,  and  there  is  a ratlio  immune  assay 
test  for  it.  Using  the  assay  test  Spirer  et  al  studied 
thirty-five  normal  controls  and  108  splenectomized 
individuals.  The  level  of  tidtsin  in  splenec- 
tO'mized  jtatients  was  much  lower  than  in  controls. 
The  authors  feel  that  the  routine  splenectomy 
in  performing  staging  for  Hodgkin’s  Disease 
should  be  reconsidered  in  view  of  the  drop  of 
tuftsin  after  splenectomy.  .Spirer  et  al  state  that 
.some  other  functions  of  the  spleen  in  infection  are 
not  disturbed  seriously  by  splenectomy  as  forming 
opsonins,  formation  of  antibotlies,  and  regulation 
of  B and  T lymphocytes. 

.\n  interesting  series  of  cases  of  infectious 
mononucleosis  has  been  {ntblished  in  the  Aineri- 
can  Journal  Of  Medicine  by  C.  A.  Horwitz  and 


Ophers  (Vol.  63,  P.  947,  December  1977).  'I'hey 
studied  forty-three  ca.ses  of  heterophil-negative 
infectious  mononucleosis  cases  and  mononucleosi.s 
like  illnesses.  Contrary  to  the  accustomed  idea, 
mononucleosis  is  said  to  be  a heterogeneous  group 
of  diseases  which  are  not  due  solely  to  the  Epstein- 
Barr  virus.  Cytomegalovirus,  rubella  virus,  and 
adeno  viruses  can  cause  a mononucleosis  like  ill- 
ness with  four  typical  signs:  fever,  sore  throat, 
lymph  node  swelling,  and  atypical  lymphocytes. 
Apparently,  mononucleosis  produced  by  the 
Epstein-Barr  virus  usually  produces  a {jositive 
hetrophil  test  but  not  always,  a rather  heretical 
finding.  They  state  that  most  cases  of  mono- 
nucleosis who  have  negative  heterophil  tests  are 
due  to  cytomegalovirus.  The  imjxtrtance  of  the 
cases  of  mononucleosis  with  negative  heterophil 
tests  is  that  they  may  be  confused  with  some 
devastatingly  bad  diseases  as  leukemia  lymphoma. 

false  diagnosis  of  lymphoma  might  lead  to  un- 
necessary biopsy  and  very  potent  drug  therapy. 
Horwitz  et  al  feel  that  the  blood  smear  is  the  best 
early  differential  test  in  sejiarating  mononucleosis 
from  other  diseases— as  the  clinical  findings  are 
\ ariable  and  non-specific. 
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THE  MONTH  IN  WASHINGTON 

National  Health  Insurance  sparks  keep  flicker- 
ing. The  .Senate  Finance  Committee  has  budgeted 
six  days  of  sessions  this  summer  on  the  issue. 

Committee  Chairman  Russell  Long  (D-LA) 
steered  the  panel  close  to  a vote  recently  but  then 
postponed  consideration  after  resistance  surfaced 
on  the  budget-breaking  aspects  of  any  NHl  jdan. 

The  bill  before  the  Committee  has  been 
chopped  back  in  an  effort  to  make  it  easier 
to  win  apju'oval.  The  catastrophic  ])rovision  was 
changed  to  a voluntary  plan  with  tax  incetitives 
to  encourage  businesses  to  purchase  such  coverage 
for  their  rvorkers. 

Several  Senators  have  remarked  piivately  they 
believe  the  NHl  bill  is  dead,  but  when  the  power- 


ful Long  is  running  the  show  atul  wants  a Ijill, 
legislation  can’t  be  written  off. 

T he  legislative  trij)  through  committee,  Senate 
floor.  House  committees  and  House  floor,  ajtpears- 
lai  too  lengthy  and  difficult  for  a NHl  bill  to 
survive  this  year,  particularly  iu  the  light  of  the 
growing  fight  for  a balanced  budget. 

4'he  House-Senate  Cionference  .\gieement  on 
Congressional  Speiuling  Limitations  has  ilirectcd 
a .11.4  billion  retluttion  in  Medicare-.\Icdicaid 
spending  next  fiscal  yeai . House  and  Sctiale 
health  committees  ate  trying  to  figuie  out  how 
to  accomplish  this  and  squeeze  other  health  jno- 

grams  under  the  lotv  ceilings. 

* * * # 

The  .American  Medical  .Association  has  called 
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upon  the  Federal  Trade  Commission  to  junk  its 
investigation  of  physician  control  and  impact  on 
Blue  Shield  plans. 

Physicians’  formal  participation  on  the  boards 
of  open-panel  medical  prepayment  plans  has  been 
declining  since  1977,  when  the  two  Fl'C  reports 
on  the  issue  were  concluded,  the  AMA  noted  in 
a statement  to  the  Commission. 

“.\n  oljjective  review  of  the  current  state  of 
these  plans'  operations  woidd  support  immediate 
termination  of  the  stalf  investigation.  Many 
public  dollars  have  been  spent  to  generate  the 
staff  reports  aiul  their  .somewhat  simplistic  analy- 
.ses.  1 his  matter  should  be  closed,  and  the  boartls 
of  Stic  h plans  commended  for  the  substantial  move 
in  recent  years  tcj  open  to  public  view  and  control 
these  medical  plans.” 

By  1979  more  than  60  percent  of  Blue  .Shield 
plans,  representing  83  percent  of  total  subscrip- 
tion income  had  non-physician  majorities  on  their 
boards,  the  AMA  noted.  “Every  year  there  is  less 
and  less  reason  to  consider  any  rulemaking  by 
F'FC,  much  less  litigation  or  other  punitive  action 
against  these  plans.” 

Fhe  AMA  said  there's  no  justilication  “tor 
spending  more  public  dollars  to  pursue  FTC’s 
speculation  that  any  physician  participation  on 
these  boards  increases  physician  reind)ursement 
levels  and  health  care  costs.” 

Physician  leaders  who  have  served  on  open- 
panel  plans,  the  AAfA  said,  have  Iteen  able  to 
bring  pertinent  experience  to  bear  without  under- 
mining the  public  and  sul)scribers’  interest.  “The 
beneficial  impact  of  medical  participation  in  these 
endeavors  must  be  recognized.” 

# * # # 

■Meanwliile,  the  Congress  has  granted  the  Fed- 

eral Trade  Commission  a new  lease  on  life, 
]M()viding  a formal  tliree-year  money  authoriza- 
tion. Fhe  bill  clips  the  controversial  agency’s 
wings  Ijy  subjecting  its  decisions  to  a veto  by 
Congress.  Enactment  of  the  measure  followed  a 
lengthy  bitter  dispute  Ity  members  of  Congress 
wdth  tbe  FTC,  which  lawmakers  contended  teas 
overstepping  authority  in  its  all-ont  campaign  to 
crack  down  on  business  and  the  professions. 

* * * * 

Fhe  Justice  Departmetit  has  told  X'irgitiia 
health  planners  that  some  health  planning  agree- 
ments may  be  a violation  of  the  federal  atititrust 
laws. 

The  case  involves  a proposal  to  encourage 


Richmond,  VA  hospitals  to  take  cooperative  steps 
to  reduce  obstetric  services. 

The  Central  Virginia  Health  .Systems  Agency 
was  told  by  the  Justice  Department  that  such 
proposed  joint  actions  might  come  under  the 
shadow  of  the  antitrust  laws  tmless  specifically 
approved  ijy  Congress  or  state  legislatures. 

The  atlvisory  Justice  De|)artment  letter  has 
national  implications  on  health  planning  activity 
and  may  force  Congress  to  take  another  look  at 
the  wonling  of  the  law.  Tlte  comment  was  termed 
a “very  serious  development  tliat  woukl  run  di- 
rectly contrary  to  what  the  Congress  intended,” 
liy  the  .\merican  Health  Planning  Association. 

A Richmontl  hospital  grotip  had  challenged  the 
obstetric  proposal,  claiming  it  could  inhibit  com- 
petition and  new  services.  As  a result,  the  Justice 
Department  was  asked  to  express  its  views. 

The  problem  was  bound  to  arrive  sooner  or 
later  since  health  planning  decisions  often  run 
contrary  to  the  assumptions  of  a competitive 
health  marketplace. 

# # # # 

Facilities  planning  to  redtice  bed  capacity  or 
services  shoukl  not  have  to  seek  certificate-of-need 
approval  by  planning  atithorities,  the  AMA  has 
told  the  Health  and  Human  Services  Department. 

Commenting  on  propo.sed  regtdations  to  carry 
out  changes  in  the  planning  law,  the  AMxA  said 
"stich  application  of  the  certificate-of-need  pro- 
gram could  force  an  institution  to  keep  beds  and 
maintain  a service  even  though  it  might  deem  it 
inappro]jriate  and  infeasible  to  do  so.  This  would 
seem  to  be  holding  the  institution  in  bondage.” 

(Congress'  concern  in  the  planning  law  was 
increases,  not  decreases,  the  ANf.A.  noted. 

.\lso  (jtiestioned  b)  the  AM.\  was  the  wording 
of  the  new  regulation  extending  certificate-of- 
need  to  ptirchase  of  expensive  equipment  (more 
than  SI, 50,000)  for  physicians'  offices  if  the  equip- 
ment is  designed  in  large  part  for  use  by  hospital 
iiqiatients.  Fhe  requirement  for  “irregtdar”  use 
only  for  inpatients  is  too  inflexible  since  it  would 
apply  to  such  cases  as  an  agreement  with  a hospital 
to  use  the  office  equipment  when  the  hospital 
ecjuipment  is  undergoing  regularly  scheduled 
maintenance,  the  .AMA  said. 

The  AM.\  .said  it  was  “strongly  concerned”  with 
a re(|uirement  that  the  state  planning  agency 
consider  the  tpiality  of  care  in  an  institution  as 
an  element  in  certificate-of-need  determination. 
The  actual  iletermination  of  (juality  shoukl  be 
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resolved  by  agent iessucli  as  tlie  |oint  Coniniission 
on  Accreditation  of  Hospitals,  state  licensing 
authorities,  and  professional  standartls  review 
organizations,  said  the  AMA. 

# * * # 

President  (iarter  is  reported  ready  to  order  a 
stringent  clainpdown  on  all  hospital  construction 
and  renovation  involving  federal  funds.  Almost 
$1  billion  of  Ituilding  anti  renosation  planned  for 
federal  hospitals  might  be  cancelled. 

The  impact  on  nongovernment  hospital  con- 
struction would  be  far  greater. 

'Ihe  jwesidential  action  would  be  the  most 
dramatic  stej)  taken  by  President  Carter  against 
adding  hospital  beds.  I he  Administi  ation  has 
contended  there  are  130,000  unneedetl  lietls  in  the 
nation  and  that  adding  to  the  supply  is  wasteful, 
costing  the  country  S4  billion  annually. 

One  of  the  prime  weapons  against  new  hospitals 
could  be  the  threat  of  withholding  .Medicare  and 
Medicaid  payments  for  capital  costs,  a S2.3  l)illion 
budget  item  next  fiscal  year.  Other  fetleral  aid 
that  could  be  shut  off  includes  federal  grants,  loan 
guarantees  and  loans  administered  through  a 
variety  of  agencies.  Consideration  is  being  given 
to  action  against  issuance  of  tax-exempt  bonds 
for  hospitals  in  surplus  areas. 

I'he  goveinment  estimates  there  are  too  main 
beds  at  present  in  196  of  the  nation’s  213  health 
service  areas.  I hns,  this  .\dministration  jxtlicy 
could  affect  construction  and  renovation  in  most 
areas  of  the  country.  The  policy  would  not  hit 
construction  in  areas  found  to  need  beds. 

The  proposal  to  move  against  hospital  construc- 
tion is  thought  to  have  been  in  the  works  for 
several  months  with  the  "White  House,  the  Office 
of  Management  and  Biulget,  and  the  Health  and 
Human  Services  Department  working  on  the 
plan.  One  reason  for  the  proposed  action  is  the 
failure  of  Congress  so  far  to  enact  the  .Administra- 
tion’s Hospital  Clost  Containment  plan  which 
included  a limit  on  cajiital  spending. 

* * * # 

In  trouble  on  Capitol  Hill  is  the  federal  gov- 
ernment's long-standing  program  of  money  for 
medical  .schools  based  on  the  number  of  students. 

.A  sharp  reduction  in  the  so-called  capitation  aid 
was  contained  in  tlie  Health  Manpower  bill 
approved  recently  by  the  House  Commerce  Cioni- 
mittee.  I here  are  strong  pressures  in  tlie  .Senate 
to  whittle  the  aid  program. 

Not  only  are  medical  schools  under  the  gun 
from  the  authorizing  committees— House  Com- 


merce and  Senate  Human  Resources— but  the 
a|)pidpriations  committees  are  eyeing  cutltacks. 

I he  Carter  .Administration  wants  to  kill  capita- 
tion aid,  arguing  that  the  number  of  jjhysicians 
is  becoming  ample  and  that  it  is  time  for  the 
government  to  start  easing  back  on  the  financial 
aid  launclied  more  than  a decade  ago  to  expand 
the  pliysician  supply.  There  have  iteen  veto 
threats  raised  if  Congress  ajrproves  legislation 
|)ro\iding  more  than  the  $425  million  the  .Ad- 
ministration has  asked  for  the  entire  medical 
manpower  package. 

rite  Commerce  Committee  bill  goes  over  tlie 
budget,  authorizing  S649  million,  though  it  pares 
tlie  capitation  program,  authorizing  over  tlie  next 
three  fiscal  years  S61  million,  S4()  million,  and  S2() 
million. 

Present  level  is  S81  million. 

Meant  ime,  acting  under  severe  budget  pres- 
sures, the  .Senate  .Appropriations  Committee  has 
agreed  to  cut  S4()  million  of  currently-allocated 
funds  for  capitation  payments.  .Acting  on  the 
same  budget  rescission  anti  sujiplemental  appro- 
priations bill,  the  House  .Appropriations  Com- 
mittee rebuffed  the  .Administration’s  retpiest  to 
eliminate  the  capitation  money. 

.A  House-.Senate  conference  probably  will  be 
needed  to  determine  whether  current  capitation 
appropriations  can  survive  intact. 

* # * # 

Leonard  Schaeffer  has  resigned  as  .Adminis- 
trator of  the  Health  Care  Financing  .Administra- 
tion, the  agency  that  operates  the  Medicare  and 
Medicaid  programs. 

I he  announcement  came  as  a surprise.  Schaef- 
fer, 35,  was  rejiorted  taking  a position  outsirle  of 
goveinment.  His  resignation  was  not  believed  to 
l)e  on  policy  grounds  nor  due  to  any  dispute  with 
Patricia  Harris,  HHS  Secretary. 

4 he  news  came  as  HCF.A  was  on  the  verge  of 
assuming  added  authority  in  a major  HHS  de- 
jrariment  reorganization.  Health  planning  act i\i- 
ties  are  expected  to  go  from  the  Public  Health 
Scr\  ice  to  HCF.A. 

Schaeffer  two  years  ago  succeeded  Robert 
Derzon  as  head  of  HCF.A,  an  .Agency  that  was 
created  by  former  Health.  Etlucation  and  AVellare 
Secretary  }ose|)h  Califano  to  rival  the  PHS. 

* * * * 

Fen  Senators  have  challenged  a government 
proposal  to  change  Medicare  reimbur.sement  lor 
hos|)ital-basetl  jiliysiclans. 

4 he  regulation  at  issue  would  rcipiire  hospitals 
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to  contract  witli  hospital-basetl  pliysicians  tor 
certain  services  rather  than  the  present  practice 
of  reimbursing  them  on  a reasonalrle  charge  liasis 
under  Medicare  Part  B. 

The  HHS  Department  was  tirged  to  withdraw 
the  proposal  "until  the  impact  of  the  change  has 
Ireen  properly  evaluated.” 

Signing  the  letter  to  HHS  Secretary  Patricia 
Harris  were  Sens.  Howard  Baker  (R-TN),  Lloyd 
Bentsen  (D-TX),  David  Boren  (D-OK),  Dale 
Bumpers  (D-AR),  Ernest  Hollings  (D-SC),  Robert 
Morgan  (D-NC),  David  Pryor  (D-AR),  ]im  Sasser 
(D-TN),  Strom  Thurmond  (R-SC),  and  [ohn 
Tower  (R-TX). 

The  proposed  rules  would  require  all  hospital- 
based  physicians  to  be  reimbursed  under  Medi- 
care Part  A unless  (1)  the  services  are  personally 
performed  by  the  physician,  and  (2)  the  services 
contribute  to  the  diagnosis  or  treatment  ot  the 
patients. 

riie  new  regulations  probably  will  not  result 
in  any  cost  savings  for  the  Medicare  program,  the 
■Senators  said.  A cost  that  was  borne  liy  the  Part 
B portion  of  Medicare  will  now  be  paid  through 
Part  A— the  hospital  portion.  ‘‘Shifting  the  costs 
of  these  services  to  the  hospitals  could  lead  to 
higher  hospital  expenses  at  a time  when  the 
Administration  is  actively  attempting  to  reduce 
hospital  costs,”  they  said. 

Their  principal  concern,  “is  the  effect  on  de- 
livery of  medical  care  in  medically  underserved 
areas. 

“For  example,  one  clinic  in  the  southwestern 
part  of  Arkansas  provides  services  for  seven  rural 
hospitals.  Lhese  jiliysicians  are  often  the  only 
specialists  serving  these  communities  and  provide 
regular  on-site  consultations  with  the  patients  and 
staff  in  these  facilities.  The,se  services  will  be 
severely  disrupted  by  this  propo,sed  change.” 

The  change  is  proposed  to  be  implemented  by 
July  1,  ]9iS().  This  does  not  give  hospitals  or 
physicians  adecpiate  time  to  comply  with  the  regu- 
lations, the  letter  said. 

A study  should  concentrate  on  the  effect  of  the 
change  on  medical  care  in  rural  areas,  Metlicare 
recipients,  atid  the  overall  effectiveness  of  the 
Medicare  program,  the  .Senators  wrote. 

# # # # 

House-.Senate  conferees  have  agreed  oti  a pro- 
posal to  set  voluntary  federal  standards  for 
“Medigap"  private  health  insurance  aimed  at 
meeting  the  gap  not  filled  by  Medicare  coverage. 


The  proposal  stemmed  from  Congressional  hear- 
ings earlier  this  year  on  abuses  in  the  commercial 
insurance  field.  The  standards  inclmle  a mini- 
mum loss  ratio,  the  amount  of  premiums  paid 
back.  In  states  that  do  not  meet  terms  of  a 
proposed  model  law,  the  federal  minimum  stand- 
ards would  apply.  Companies  that  meet  the 
standards  could  advertise  the  fact. 

# * * * 

Dr.  Fred  Robertson  has  been  named  medical 
director  of  the  Leo  N.  Levi  National  Arthritis 
Hospital  in  Hot  .Springs.  Dr.  Robertson  is  a na- 
tive of  .Searcy.  He  received  his  undergraduate 
ilegree  from  the  University  of  Central  Arkansas 
in  Conway  and  his  medical  degree  from  the  Uni- 
versity of  Arkansas  .School  of  Medicine. 

Dr.  Robertson  interned  at  Denver  General 
Hospital  and  did  a residency  in  internal  medicine 
at  the  University  Hospital  in  Little  Rock  from 
1972  to  1975.  He  then  ditl  a fellowship  in  rheu- 
matology at  the  University  of  Tennessee  in 
Memphis. 

The  Leo  N.  Levi  National  Arthritis  Hospital 
is  an  89-bed  hospital  which  specializes  in  the  treat- 
ment of  all  lot  ms  of  arthritis.  It  has  an  extensive 
physical  therapy  department,  as  well  as  complete 
diagnostic  capability. 

Dr.  Robertson  replaces  Dr.  E.  K.  Clardy,  who 
had  served  as  medical  tlirector  of  the  hospital 
since  1952.  Dr.  Cdardy  has  returned  to  private 
jjractice  in  Hot  .Springs,  but  wall  continue  his 
a.ssociation  with  the  hospital  on  the  admitting 
staff. 


ANSWER— Electrocardiogram  of  the  Month 

DISCUSSION;  The  history  as  presented  is  consistent  with 
subarachnoid  hemorrhage.  Most  patients  who  experience 
cardiac  arrest  and  subsequent  loss  of  consciousness  will 
have  a pulseless  period  of  significant  duration.  This  pa- 
tient's ECG  shows  a sinus  tachycardia,  a prolonged  QT 
interval,  and  impressive  T-wave  inversion  in  V2-V6  and 
other  leads  as  well.  There  are  no  significant  ST  changes. 
LVH  can  not  be  called  on  this  ECG.  The  T-wave  changes 
classically  seen  with  cerebrovascular  injury  consist  of  deep 
and  widely  splayed  T-inversion  with  QT  prolongation  and 
may  be  difficult  to  separate  from  changes  secondary  to 
ischemia  or  infarction.  The  changes  may  also  be  seen  with 
radical  neck  dissection,  vagotomy,  Stokes-Adams  attacks, 
and  carotid  endarterectomy  but  are  rarely  seen  with 
thrombotic  CVA's.  Thus,  the  history  suggests  subarachnoid 
bleeding  rather  than  myocardial  infarction  and  choice  3 
would  be  the  best  course  of  action. 
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FRONTIERS  IN  PSYCHIATRY 

Presented  by  Keoiig  Clive  Cheah,  M.I).,  co- 
sjxinsored  liy  Mid  Continent  Psychiatry  Associa- 
tion, Arkansas  Psycliiatry  Society,  and  klAMSC, 
8:30  a.m.  to  1:00  p.m.,  September  12-14,  1980, 
Indian  Rock  Resort,  Fairlield  Bay.  Eight  hours 
Category  I credit.  Registration  fee:  $50  lor  Mid- 
Continent  and  .\rkansas  Psychiatry  Society  mem- 
bers, Psycliiatry  resitlents,  and  spouses:  $75  tor 
others. 

COMMON  MANAGEMENT  OF 
STRABISMUS  PROBLEMS 

Presented  by  John  E.  Elynn,  M.r3.,  Associate 
Professor  of  Ophthalmology,  University  of  Miami 
School  of  Medicine,  September  19,  9:00  a.m.  to 
4:00  p.tn.,  and  September  20,  9:00  a.m.  to  12:00 
noon.  Red  .\pple  Inn,  Heber  Springs.  Nine  hours 
Category  I credit.  Registration  fee:  $50  if  paid 
before  August  15th,  $75  after  the  15th.  Sponsored 
by  the  .Arkansas  .Academy  of  Ophthalmology. 

GERIATRICS  FOR  THE  FAMILY  PRACTITIONER 

Presented  by  Ben  N.  Saltzman,  M.I).,  Septem- 
ber 20,  8:30  a. tn.  to  5:13  p.m..  Education  II  Build- 
ing, U.A.MSC.  Seven  and  one-half  hours  Cate- 
gory I credit.  Registration  fee:  $40.  Sponsored 
by  UAMSC. 


Category  1 

Continuing  Medicai  Education 
Programs  Available  in 
Arkansas 

THE  AGING  GUT 

Presented  by  E.  Clinton  d exter,  M.I).,  and  G. 
K.  Patel,  .M.I).,  September  25-26,  8:00  a.m.  to  3 :00 
p.m.,  I.ittle  Rock  Hilton  Inn.  d’welve  hours  Cate- 
gory I credit.  Registration  fee:  $130  ($40  for  V.A 
sponsoreil  physicians).  Sponsored  by  ELAMSC. 

INVOLUNTARY  MOVEMENT  DISORDERS 

Presented  by  Keong  Chye  Cheah,  AI.D.,  Oc- 
tober 11  (time  undetermined),  .Americana  Inn, 
Little  Rock.  Hours  of  credit  and  registration  fee 
undetermined.  Sponsored  by  LT.AMSC. 

TWO  DAYS  OF  INTERNAL  MEDICINE 

Presented  by  George  .Ackerman,  M.I).,  October 
17,  8:30  a.m.  to  3:00  p.m.,  and  October  18,  8:30 
a.m.  to  3:30  p.m..  Education  I Auditorium, 
U.AMSC.  Eleven  hours  Category  I credit.  Reg- 
istration fee:  $75  ($50  for  .American  College  of 
Physicians  members). 

TENDON  SURGERY  FOR  THE  HAND 
AND  FOREARM 

Presented  by  E.  R.  Weber,  M.I).,  October  24, 
8:00  a.m.  to  3:00  p.m.,  and  0(  tober  23,  8:00  a.m. 
to  1:00  p.m.,  Eductation  II  Building,  lEA.MSC. 
Tivehe  hours  Category  1 cieilit. 


RECURRING  EDUCATION  PROGRAMS 

l iilcss  otlieiwise  indicated,  prograin.s  are  for  one  to  one  and  one-half  lionrs  Category  I credit. 

FAYETTEVILLE  — AHEC-NW 

Medicine  Teaching  Conference,  each  .Saturday,  7:30  a.m.,  Washington  Regional  Medical  Center. 

FAYETTEVILLE— VA  MEDICAL  CENTER 

Radiology  Conference,  SeiJtemher  -1th  and  18th,  and  October  2nd  and  Kith,  1:00  ]r.m.,  Conference  Room. 

Pathology  Conference,  September  9.  1:30  p.m.,  and  CJctober  21,  3:00  p.m. 

Mortality  Conference,  Se|)tember  11th  and  October  9th,  3:00  jxm.,  Confeicnce  Room. 

FORT  SMITH  — AHEC 

Tumor  Conference,  everx  Tuesday.  12:00  noon,  Tonrth  Floor  Conference  Room,  Sparks  Regional  Medical  Cienter. 

JONESBORO  — ST.  BERNARD’S  REGIONAL  MEDICAL  CENTER 

Interesting  Cases,  second  and  fourth  Tuesday,  12:00  noon.  Dietary  Conference  Room.  Sponsored  bv  If F'.C-\F' . 

Tumor  Conference,  third  Tuesday,  12:00  noon.  Dietary  Conference  Room.  Sponsored  bv  .\HF.C-NE. 

Medical  Lecture  Series,  each  Friday  except  third  Friday,  11:50  a.m..  Dietaic  Conference  Room.  Spon.sored  by  .\HEC-XE. 
Chest  Conference,  third  Friday.  11:50  a.m..  Dietary  Conference  Room.  Sponsored  by  AHEC-NF. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Care  Conference,  each  Tuesday,  12:00  noon  to  1:00  ]).m.  Dining  Room  1. 

Central  Arkansas  Primary  Care  Conference,  .September  9th  and  October  8th,  7:00  p.m.  to  9:00  p.m.  .\ntlitorinm.  Two 
hours  Category  I credit. 

As  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  actiyities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
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Cardiopuhuonarx  Resuscitation  Course,  second  Wetlnesday.  6:00  p.ni.  to  midniglit.  Human  Resource  Development  Area. 
Six  hours  C'.ategorv  I credit. 

Emergency  Room  Medicine,  first,  third  and  fifth  AVetlnesday.  12:30  p.m.  to  1:30  p.m.,  Conference  Room  :fp  1. 
Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  .^1. 

Surgery  Conference,  each  1 hur.sday  except  first  I hursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  ^1. 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  F.155,  Education  \Ving. 

Pediatric  Conference,  first  and  third  Mondav.  12:30  p.m.  to  1:30  p.m..  Room  E159.  Education  ^Ving. 

Interhospital  Urology  Grand  Rounds,  first  Tuesday,  5:30  p.m.  to  6:30  ]).m..  Room  E159.  Education  Wing. 

Peripheral  I'ascular  Disease  Conference,  third  Tuesday,  6:00  p.m.  to  7:00  p.m..  Room  E155,  Education  \Ving. 
Xeuropathology  Conference,  third  Tuesilav,  5:00  p.m.  to  6:00  p.m..  Room  81169.  Laboratory. 

Pulmonary  Conference,  first  and  third  Thursday.  12:00  noon  to  1:00  p.m..  Room  E159,  Edtication  5Ving. 

Cardiology  Conference,  second  and  fourth  Thursday,  12:00  noon  to  1:00  p.m.,  Room  E159,  Education  AVing. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Internal  Medicine  Grand  Rounds,  each  Tuesday,  8:00  a.m.  to  9:00  a.m..  Education  I .\uditoritim. 
y euroradiology  Conference,  each  AVeilnesday,  4:00  p.m.  to  5:00  p.m.,  Department  of  Railiology  Conference  Room. 
Radiology  Continuing  Education  Eecture  Series,  two  Wetlnesdavs  each  month,  6:00  p.m.  to  7:30  p.m..  Department  of 
Radiology  Conference  Room. 

Categorical  Course  in  Radiology  (beginning  September  2nd),  each  weekday  except  5Vedne,sday,  4:15  p.m.  to  5:00  p.m.; 
Wednesday,  5:00  ]).m.  to  5:45  p.m..  Department  of  Radiology  Conference  Room. 

POCAHONTAS 

Medical  Lecture  Series,  thirtl  1 uesday  in  October,  7:30  p.m.,  Randolph  County  Hospital.  Sponsored  by  .\HEC-NE. 

WALNUT  RIDGE 

Medical  Lecture  Series,  tliird  J uesday  in  November,  7:30  p.m.,  Lawrence  Memorial  Hospital.  Sponsored  by  .AHEC-NE. 


PERSONAL 


Volunteer  Award 

Dr.  M.  Carolyn  'Wilson  of  Mountain  Home  was 
among  volunteers  from  across  the  .State  honored 
by  KARK-TV  and  the  State  Office  of  ^Aluntary 
Citizen  Partieijration. 

Dr.  Wilson  was  honored  lor  her  work  with  the 
hospice  program  at  Mountain  Home  and  Twin 
Lakes  and  the  Arkansas  State  Hospice  Associa- 
tion which  she  helped  to  found.  She  serves  on  a 
volunteer  basis  as  executive  director  and  medical 
director  of  the  Hospice  of  the  Ozarks  home  health 
agency. 

Surgery  President 

Dr.  Carl  L.  'Williams  of  Fort  Smith  was  recently 
installed  as  president  of  the  Arkansas  Chapter, 
.American  College  of  Surgeons.  Dr.  Larry  Lawson 
of  Paragould  was  elected  to  the  position  of  presi- 


AND NEWS  ITEMS 


dent-elect  of  the  Chapter  and  Dr.  Charles  Logan 
of  I.ittle  Rock  was  named  secretary-treasurer. 

Physician  Speaks 

Dr.  |ohn  G.  1 edlord  of  Idttle  Rock  spoke  dur- 
ing the  .Vugust  meeting  of  the  Pine  Bluff  Chapter 
of  the  Arkansas  Ostomy  .Association.  The  title  of 
Dr.  Ledford's  presentation  was  “Colostomy  and 
Ileostomy.” 

Board  Chairman 

Dr.  Raymond  Miller  of  Little  Rock  has  been 
named  chairman  of  the  University  of  Arkansas 
Board  of  Trustees.  Dr.  Miller  has  been  serving 
as  a board  member  for  eight  years  and  had  been 
vice  chairman  of  the  board. 

Seminar 

Dr.  Robert  .Arrington,  Little  Rock,  was  a mem- 
ber of  the  guest  faculty  presenting  a one-day  semi- 
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liar  at  the  Baxter  (ieiieral  Hospital  in  Mountain 
Home.  1 he  seminar  title  was  “Assessment.  Sta- 
bilization, anti  Transport  of  the  Distressed 
New  born." 

Magnolia  Gains  Physicians 

Dr.  .Aubrey  T alley  has  begun  jnactice  in  Ob- 
stetrics and  Gynecology  at  Magnolia.  Dr.  T alley 
IcTrmerly  jrracticetl  in  l ittle  Rock. 

Dr.  Frank  Roberts  has  returned  to  Magnolia 
after  completing  a Family  Practice  residency  with 
AHEC. 

Television  Special 

.Arkansas  physicians  participated  in  a television 
special  by  K.ARK-TA^  Channel  7 and  the  .Ameri- 


can Fleart  .Association  — .Arkansas  .Affiliate  to  pro- 
vide information  on  heart  disea,se  and  stroke.  .Ap- 
pearing on  the  program  w'ere  Dr.  Malcolm  H. 
Pearce  of  Pine  Bluff,  Dr.  [antes  R.  .McNair  of 
North  Little  Rock,  Drs.  David  Reding,  James 
K.  Cornett,  .A.  }.  Thompson,  G.  Doyne  Williams 
and  Jo  Etta  S.  Galbraith,  all  of  Little  Rock. 

Cancer  Cooperative 

Dr.  .Arthur  Hoge  of  F'ayetteville  is  one  of  the 
founders  of  the  newly  fctrmed  Cancer  Cooperative 
Croup  of  Northwest  .Arkansas.  Dr.  Bill  Tranum 
of  Little  Rock  and  Dr.  James  Bledsoe  of  Rogers 
recently  participated  in  a program  study  by  the 
group. 


DR.  DURWOOD  W.  FLOURNOY 

■A  native  of  El  Dorado,  Dr.  Durwood  Elournoy, 
has  joined  the  Columbia  County  Medical  Society. 

Dr.  Elournoy’s  pre-medical  education  w’as  at 
Hendrix  College  and  .Arkansas  Polytechnic  Col- 
lege. He  was  graduated  from  the  LTniversity  of 
.Arkansas  College  of  Medicine  in  1976.  Flis  in- 
ternship and  residency  were  served  at  Louisiana 
State  University  at  Shreveport  and  a cardiology 
fellow'ship  w'as  with  the  Department  of  Medicine 
at  Louisiana  State  Lhiiversity  School  of  Medicine. 

Dr.  Flournoy  is  board  certified.  He  practices 


Internal  Medicine  at  105  West  North  Street  in 
.Magnolia. 

DR.  PAUL  E.  DESROCHERS 

Dr.  Paul  Desrochers  has  become  a memfter  of 
the  Sebastian  County  Medical  Society.  Fie  is  a 
native  of  St.  Flavien,  Quebec,  Canada. 

Dr.  Desrochers  received  a B..A.  in  1951  at  the 
Petit  Seminaire  of  Quebec.  He  was  graduated 
from  the  Laval  LIniversity  Faculty  of  Medicine,. 
Quebec  City,  in  1957.  Dr.  Desrochers  served  his 
internship  at  St.  Sacrement  Hospital,  Laval  Hos- 
pital and  D.Xk.A.  Hospital  in  Quebec  City.  His 
residency  was  at  Royal  Ottawa  Hospital,  Ottaw'a 
Civic  Hospital  and  National  Defence  Medical 
Center,  Ottawa. 

Dr.  Desrochers  served  with  the  Royal  Canadian 
.Air  Force  from  1955  to  1976.  From  1957  to  1971, 
he  |jracticed  with  the  Canadian  .Armed  Services. 
Since  1971,  he  has  been  a Psychiatric  consultant 
at  Centre  Hospitaller  Chauveau  Hospital  Notre- 
Dame,  Charny.  From  1971  to  1978,  he  was  on  the 
active  staff  of  the  Canadian  Forces  Hospital  \'al- 
cartier,  Hotel-Dieu  du  Sacre-Coeur,  Quebec  City, 
Hotel-Dieu  de  Rivi^re-du-Loup.  He  was  medical 
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tlirector  at  Valcartier  troiii  1973  to  197(1.  He  also 
had  a private  practice  in  Ste-Foy,  Quebec. 

Dr.  Desrochers  practices  Psychiatry  with  Baker 
Psychiatric  Clinic,  P.  A.,  ;it  2112  .South  Greenwood 
in  Fort  Smith. 

Fire  Pttlaski  County  Medical  Society  has  added 
six  new  members  to  its  roll. 

DR.  ANTHONY  P.  BUCOLO 

.\  native  ol  Watertown,  New  York,  Dr.  Anthony 
Bticolo  received  his  pre-med  edttcation  at  Canisiits 
College  of  Btiflalo,  New  York.  In  1975,  he  was 
graditated  from  the  Georgetown  LTniversity  School 
of  Medicine,  AVhishington,  D.  C. 

Dr.  Bucolo's  internship  anti  residency  in  In- 
ternal Medicine  were  at  the  Rhode  Island  FIos- 
jiital  of  Brown  University  in  Providence.  Dr. 
Bitcolo  held  a Fellowship  in  Hematology  and  On- 
cology at  the  FJniversity  of  Pennsylvania  Hospital 
piior  to  coming  to  Arkansas.  He  is  certified  in 
Internal  Medicine. 

Dr.  Bitcolo  specializes  in  Hematology  and  On- 
cology. His  office  is  in  the  Doctors  Btiilding  at 
500  .Scntth  University  in  Little  Rock. 

DR.  BRUCE  E.  BERRY 

Dr.  Brttce  Berry  was  horn  in  I opeka,  Kansas. 
Fie  attended  high  school  in  Dardanelle  and  his 
pre-med  edttcation  was  at  Arkansas  Polytechnic 
Ciollege  in  Russellville. 

Dr.  Berry  was  graduated  frotn  the  I’niversity 
of  Arktmsas  College  of  Medicine  in  1977.  His  in- 
ternship was  at  the  Ihiiversity  of  .\rkansas  for 
.Medical  .Sciences  Campus.  From  July  197S  to 
July  1980,  he  was  in  a Radiology  residency  at  the 
University  Medical  Center  in  Little  Rock. 

Since  July  1978,  Dr.  Berry  has  maintained  an 
office  at  17  Woodstock  Court  in  Little  Rock  for 
the  general  practice  of  medicine  and  has  practiced 
Emergency  Room  Medicine  in  a number  of  Ar- 
kansas towns. 

DR.  C.  DON  GREENWAY 

Dr.  Don  Greenway,  ;i  native  of  Paragoitld,  is 
a graditate  of  Arkansas  State  Ihiiversity  iti  Jones- 
boro. In  1973,  he  was  gradutited  from  the  Fhii- 
versity  of  Arkansas  College  of  Medicine. 

.After  set ving  his  internship  and  Internal  Medi- 
cine residency  at  the  University  of  Arkansas  Col- 
lege of  Afedicine,  Dr.  Greenway  served  a Fellow- 
ship in  Gastroenterology  from  1976  to  1978  at  the 
same  institution. 

Dr.  Greenway  is  board  certified  in  Internal 


Metlicine  and  Chtstroenterology.  His  office  for 
the  practice  of  Gastroenterology  is  located  at  409 
North  LTniversity  in  Little  Rock. 

DR.  WILLIAM  E.  HIGGINBOTHOM,  JR. 

Dr.  William  Higginbothom  is  a native  of  Mem- 
phis, Tennessee,  and  a graduate  of  the  University 
of  .Arkansas  in  Fayetteville. 

In  1975,  Dr.  Higginbothom  was  granted  his 
medical  degree  Ijy  the  LTniversity  of  Arkansas  Col- 
lege of  Medicine.  He  serced  his  internship  at  the 
same  institution. 

From  1976  to  1977,  he  served  a residency  of 
General  .Surgery  at  the  LTniversity  of  Arkansas 
College  of  Medicine  and  the  Veterans  Administra- 
tion Hospital.  From  1977  to  1980,  he  served  an 
LTrological  residency  at  the  same  two  institittions. 

Dr.  Higginbothom  practices  LJrology  at  500 
South  LTniversity,  Suite  316,  in  Little  Rock. 

DR.  AL  W.  KELLER 

Dr.  A1  Keller  is  a native  of  North  Little  Rock. 
In  1972,  he  received  a B.S.  degree  from  Ahander- 
bili  LTniversity  in  Nashville,  Tennessee.  He  was 
graduated  from  the  LTniversity  of  .Arkansas  Col- 
lege of  Medicine  in  1976. 

Dr.  Keller  served  an  internship  at  LTniversity 
Hospital  in  Little  Rock.  From  1977  to  1980,  he 
sened  a residency  in  Obstetrics  and  Gynecology 
at  the  LTniversitv  of  .Arkansas  Colle2:e  of  Medicine. 

Dr.  Keller  practices  at  the  North  Little  Rock 
AVomen's  Clinic,  2000  Fendley  Drive,  North  Little 
Rock. 

DR.  RAYMOND  A.  WENDE 

.A  graduate  of  Rice  Lhiixersity,  Dr.  Ravmond 
AVende  is  a native  of  Houston. 

In  1969,  Dr.  A\'ende  was  graduated  from  the 
LTniversity  of  I’exas  Southwestern  Medical  School 
in  Dallas.  He  served  an  internship  and  General 
Surgery  residency  at  the  LTniversity  of  Texas  at 
San  .Antonio  I'ettching  Hospitals,  Bexar  County 
Hospital  District,  from  1969  to  1976.  Dr.  AVende 
held  a teaching  tippointment  with  the  LTniversity 
of  Textis,  M.  1).  .Anderson  Hospital  and  Tumor 
Institute  in  Houston  during  1977  and  1978.  From 
1978  to  1980,  he  served  a Plastic  Surgery  residency 
at  Baylor  College  of  Metlicine  in  Houston. 

Dr.  AVende  is  boartl  certified.  He  is  in  the 
practice  of  Plastic  Surgery  at  919  LTniversity 
Totvers  in  Little  Rock. 

DR.  JAMES  P.  BELL 

Dr.  James  Bell,  a native  of  Fort  Smith,  has 
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become  a member  ol  the  Polk  C^ounty  Medical 
Society. 

.\fter  grailiiating  Irom  the  University  of  Ar- 
kansas at  Kayette\  ille.  Dr.  Bell  attended  the  Uni- 
versity of  .\rkansas  (College  of  Medicine  and  was 
granted  his  medical  degree  in  1974.  Me  served 
his  internshi|)  and  residency  at  University  Hos- 
pital. Before  mo\  ing  to  Mena,  Dr.  Bell  was  with 
the  Ihiited  States  Pnblic  Health  Service,  Indian 
Health  Service,  in  Browning,  Montana. 

Dr.  Bell's  office  is  located  at  (>08  Hickory  in 
M ena.  He  is  in  the  practice  of  Internal  Medicine 
and  Family  Practice. 


COURTESY  MEMBERS 

Sebastian  County 

The  Sebastian  County  Medical  Society  has 
added  two  resident  members  to  its  roll.  Dr. 
Michael  Ci.  [list us  and  Dr.  Willard  Dale  Perrv- 
more  are  in  the  Family  Practice  residency  pro- 
giam  at  AHEC  in  Fort  Smith. 

DR.  ANTHONY  HARDEN 

Dr.  Anthony  Harden  has  recently  become  a 
courtesy  member  of  the  Pulaski  County  Medical 
Society.  Dr.  Harden  is  a Pathology  Resident  at 
the  University  of  Arkansas  College  of  Medicine. 


o 

OBITUARY 

DR.  DAVIS  WOOLF  GOLDSTEIN 

Dr.  Davis  W.  Coldstein  cjf  Fort  Smith  died 
June  12,  1980.  He  was  born  in  Greenville,  Mis- 
sissippi, on  Septendier  14,  1888. 

Dr.  Goldstein  studied  jcharmacy  at  Tulane  Uni- 
versity. His  medical  degree  was  received  from  the 
University  of  Fennessee  in  1910.  He  sjjent  eight 
months  in  Fhiro|)c  visiting  dermatological  clinics 
and  then  returned  to  the  United  States  and  stud- 
ied in  Philadelphia.  He  located  in  F'ort  Smith 
in  1913. 

During  World  VV^ir  1,  Dr.  Goldstein  served  as 
a liattalion  surgeon  and  as  a regimental  surgeon. 
Fie  was  cited  for  bravery  in  the  St.  .Mihiel  and 
Meuse  Argonne  offensives. 

Dr.  Goldstein  returned  to  Fort  Smith  after  the 
war  and  was  one  ol  the  founders  of  Coojjer  Cdinic. 
He  continued  the  jaactice  of  Dermatolog)  until 
his  retirement  in  1909  at  age  81. 


Dr.  Goldstein  had  been  active  in  many  ci\  ic 
and  community  organizations.  He  asissted  in  the 
organization  of  the  Sebastian  County  Cancel  So- 
ciety and  the  National  Foundation  lor  Infantile 
Paralysis.  He  was  a member  ol  the  American 
Legion  for  sixty  years  and  was  a past  commander. 
He  was  the  recijiient  of  the  Golden  Deeds  Award 
of  the  F'ort  Smith  Exchange  Club  in  1954.  He  was 
a past  president  of  the  Fort  Smith  Rotary  Club. 

In  1975,  Dr.  Goldstein  endowed  a research  fund 
and  library  lor  the  Division  of  Dermatologv  at 
the  University  of  .Arkansas  .Medical  Center  in 
Little  Rock. 

Dr.  Goldstein  served  for  a number  of  years  on 
the  Arkatrsas  State  Board  of  Health  and  had 
served  as  president  of  the  Boaid. 

He  had  served  as  president  of  the  Filty  \'ear 
Cdid)  of  both  the  Arkatisas  Medical  Society  and 
the  .'\merican  Medical  .Association.  He  was  a past 
|)resident  of  the  Sebastian  County  Afedical 
Society. 

Dr.  Goldstein  was  chairman  for  many  years  of 
the  .Sebastian  County  Department  of  Public  Wel- 
fare and  as  advisor  to  the  local  health  denartment. 

He  is  survived  by  his  wife,  Leona. 
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Opportunities  to  Practice  Medicine  in  Arkansas 

BOONEVILLE.  Pop  ulation  2,700;  trade  area  population  25,000.  Opportunity  exists  for 
family  practitioners  to  join  the  established  practice  with  three  other  physicians.  Finan- 
cial considerations  include  guaranteed  minimum  salary  with  allowance  on  productivity. 
Booneville  has  a 47-bed  hospital  constructed  in  1962  and  expanded  in  1968. 

MENA.  Pop  ulation  4,500;  county  population  15,000.  Opportunities  exist  for  family 
practitioners,  internist,  or  obstetric/gynecologist.  The  town  now  has  ten  physicians  (six 
family  practitioners,  one  surgeon,  one  pediatrician,  and  one  internist)  . There  is  a 57- 
bed  fully  accredited  general  hospital  in  Mena  and  two  nursing  homes  with  a total  bed 
capacity  of  174. 

PARIS.  Population  4,000  in  an  area  of  numerous  small  towns  where  there  is  a gen- 
eral shortage  of  physicians.  Opportunities  exist  in  family  practice,  general  surgery,  ob- 
stetrics/gynecology, and  pediatrics.  There  are  presently  four  practicing  physicians  in 
the  community,  which  has  a 25-bed  hospital.  The  hospital  operates  as  a satellite  of 
St.  Edwards  Mercy  Medical  Center  in  Fort  Smith.  Office  space  and  housing  are  readily 
available. 

WALDRON.  Pop  ulation  3,000;  a service  area  of  1 5,000.  Opportunities  exist  in  family 
practice,  general  surgery,  and  anesthesiology.  There  are  presently  three  physicians 
serving  the  area.  The  community  has  a 26-bed  acute-care  hospital  with  an  adjoining 
74-bed  nursing  home. 

CARAWAY.  Population  1,300;  trade  area  of  approximately  8,000  population.  Oppor- 
tunity exists  for  family  practitioners.  There  are  presently  no  physicians  in  Caraway. 
The  nearest  physician  is  located  in  Manila,  20  miles  away.  Caraway  has  a special  pro- 
gram for  physician  recruitment  which  includes  physician’s  monthly  salary,  equipment, 
supplies,  employees,  building,  malpractice  insurance,  and  management. 

MARIANNA.  Popu  lation  6,100;  trade  area  population  of  approximately  20,000.  Op- 
portunities exist  in  family  practice,  general  surgery,  and  obstetrics.  The  community 
has  a 25-bed  hospital. 

RECTOR.  Pop  ulation  2,500;  trade  area  population  9,000.  Opportunities  exist  in  family 
practice.  Under  the  recruitment  program,  monthly  salary,  all  equipment,  supplies,  em- 
ployees, malpractice  insurance,  and  management  is  supplied.  There  are  presently  two 
family  practitioners  in  the  community. 

BRINKLEY.  Population  5,300;  county  population  16,000.  Opportunities  exist  in  fam- 
ily practice,  general  surgery,  internal  medicine,  and  obstetrics.  There  are  presently 
four  physicians  practicing  in  Brinkley.  The  community  has  a 40-bed  acute-care  hospital. 

DES  ARC.  Population  2,500;  trade  area  population  approximately  12,000.  Opportun- 
ity exists  for  a family  practitioner.  There  is  one  family  practitioner  currently  serving 
the  community  and  he  is  near  retirement  age.  Des  Arc  has  a fully  equipped  clinic  build- 
ing with  modern  X-ray  equipment  and  adequate  facilities  for  two  physicians. 

For  further  information  on  these  and  other  opportunities  contact 

PHYSICIAN  PLACEMENT  SERVICE 
ARKANSAS  MEDICAL  SOCIETY 

Post  Office  Box  1208  Fort  Smith,  Arkansas  72901 
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Nolfon* 

fenoprofen  calcium 

300-mg.  Pulvules^ond  600-m9.  Toblels 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


*Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium"  (diazepam  Roche]  has  impor- 
tant clinical  and  pharmacological  Implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  Put  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 
adjustment  interval  for 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medioal  praotice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering  feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

*Sellers  EM:  Drug  Metab  Rev  5(1):5-11, 1978 


m ttiE  managEiTiEnt  Ef 
EgmptomE  Ef  anxiEtg 


2-mg,  5-mg,  10-mg  scored  tablets 


effective  therapg  through 

efficient  pharmacodgnamics 


Before  prescribing,  please  see  summary  of  producf  informafion  on  nexf  page 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders 
or  short-term  relief  of  symptoms  of  anxiefy.  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adjunctively  m skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
{not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychofic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
ad|unctively  m convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  againsf  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue 
depression  dysarthria  jaundice,  skin  rash, 
ataxia,  constipation  headache  incontinence 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
icver  function  tests  advisable  during  long-termi 
therapy 


Roche  Laboratories 

ROCHE)  > Division  of  Hoffmann-La  Roche  Inc. 
Nufley,  New  Jersey  07110 


Needed:  E.  R.  physician  to  join  existing 
group.  25,000  annual  patient  visits.  Sal- 
ary first  year,  approximately  $60K  for  42- 
48  hr/wk.  Percentage  of  gross  after  first 
year. 

Contact : 

Stephen  C.  Craves,  M.D. 

St.  Edward  Mercy  Medical  Center 
7301  Rogers  Avenue 
Fort  Smith,  Arkansas  72203 
Phone:  452-5100,  Ext.  2044; 
Home  phone  646-7226 


FOR  SALE 

Established  solo  General  Practice,  com- 
plete office.  X-ray,  and  lab.  Will  stay  and 
introduce.  $45,000  a year  if  qualified. 
Cross  $100,000  last  5 years. 

Need  replacement  to  continue  medical 
support  for  some  nice  people. 

Evans  Clinic,  P.A. 

4942  West  Markham 
Little  Rock,  Arkansas  72205 
Phone  AC  501  664-4127 


ARKANSAS  CARDIOLOGY 
COMPUTER  SERVICES,  LTD. 

Computer  assisted  ECC  service 
Holter  Scanning  and  reporting  service 

Suite  690 

Medical  Towers  Building  9601  Lile  Drive 

Telephone  227-7596  Little  Rock,  Arkansas 

Toll  Free  in  Arkansas  800-482-1224 


EMERGENCY  MEDICINE 
OPPORTUNITIES  AVAILABLE 

Clinical  and  directorship  positions  available  in  east- 
ern Arkansas  and  western  Tennessee.  Excellent  in- 
come while  enjoying  the  freedom  of  flexible  sched- 
uling and  no  “on-call”  responsibilities.  Professional 
liability  insurance  in  the  amount  of  $5,000,000.00  is 
provided.  For  further  information,  submit  creden- 
tials in  confidence  to  Mr.  Joe  Woddail,  970  Ex- 
ecutive Parkway,  St.  Louis,  MO  63141,  or  call  toll- 
free,  1-800-325-3982. 
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Distal  Radial  Fractures  in  the  Adult 

Frank  Osborne,  M.D.,*  and  Edward  R.  Weber  M D ** 


T.e  purpose  ol  this  report  is  to  accpiaint  the 
primary  care  physician  with  the  clitterent  types 
ot  adult  distal  radial  iractures;  which  of  these 
can  be  treated  by  the  practitioner  and  which  of 
the  patients  should  be  referred. 

L nfortunately  a constellation  ol  eponyms  are 
attached  to  fractures  in  this  region,  fins  includes 
Colles',  .Smith's,  reverse  Colics’,  Barton's  and  re- 
\erse  Barton’s.  However,  it  is  clear  that;  (1)  not 
all  fractures  of  the  distal  radius  are  Colles’  frac- 
tures. and  (2)  the  more  comminuted  interarticular 
Codes’  fractures  benefit  from  therajiy  other  than 
closed  reduction  anti  casting.  Ihe  first  statement 
is  important  not  only  for  communication  ljut 
more  importantly,  the  treatment  is  different. 

.\i)rahani  Colles,  in  1814,  described  the  physical 
and  anatomic  features  of  the  inverted  fork  de- 
formity of  the  fracture  which  notv  bears  his  name. 
The  criteria  for  a Codes’  fracture  are:  (1)  a frac- 
ture of  the  distal  one  and  one-half  inch  of  the 
radius  with  or  without  a fracture  of  the  ulnar 
styloid,  and  (2)  dorsal  tilt  of  the  radial  articular 
surface  (see  Figure  1). 

The  ne.xt  most  common  injury  is  called  the 
.Smith’s  fracture  (sometimes  called  “reverse 

■Aspen  Orthopaedic  .Associates,  .\spen,  Colorado. 

* '.Assistant  Professor,  Head  of  Section  of  Hand  Surgery,  Depart- 
ment of  Orthopedic  Surgery,  University  of  Arkansas  for  Medical 
Sciences,  4301  W'est  Markham,  Little  Rock,  Arkansas  72201. 


Figure  1. 


C.odes  ).  I he  criteria  ftir  a .Smith’s  fracture  are: 
(1)  a fracture  ol  the  distal  one  and  one-hall  inch 
of  the  radius  with  or  withcjut  ;t  fracture  of  the 
ulnar  st\loid,  and  (2)  x’olar  lilt  of  the  distal  radial 
articular  snrlace.  I he  Smith’s  fractures  are  com- 
monly seen  in  motorcycle  accidents  in  which  the 
patient  is  thrown  over  the  handlebars  causintr 

. O 

flexion  and  jironation  ol  the  wrist.  Fhree  types 
can  be  identified  (see  higure  2).  I ype  one  is  a 
noninterarticnlar  transverse  fracture  of  the  distal 
ladial  metajihysis.  I )']ie  two  is  a noninterarticu- 
lar  oblujiie  Iracture  ol  the  distal  radial  metaphy- 
sis.  Type  three  is  an  interarticular  fracture  of  the 
volar  rim  ol  the  distal  radius.  Type  three  fracture 
is  usually  associated  with  resultant  snbluxation 
of  the  carpal  bones  and  distal  fragment  volarward. 

The  most  uncommon  fracture  in  the  distal 
radius  is  called  a Barton’s  Iractnre.  This  is  a 
fracture  ol  the  dorsal  rim  of  the  radius  with  sub- 
seejuent  dorsal  suliluxation  of  the  distal  fragment 
and  the  carpal  bones.  One  can  now  see  why  the 
.Smith’s  tyjie  three  Iracture  is  sometimes  referred 
to  as  “reverse  Barton’s.” 

Classification  leads  naturally  to  a cli.scussion  of 
treatment.  Closed  reduction  and  cast  immobili- 
zation usually  yields  satisfactory  results  in  min- 
imally comminuted  extra-articular  Ciolles’  frac- 
tures (see  Figure  3).  Initial  evaluation  must  be 


Figure  2. 
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(lone  indiKling  median  nerve  status  after  which 
appropriate  anesthesia  is  instituted.  This  can  be 
general,  axillary  block,  bier  block  or  hematoma 
infiltration.  Longitudinal  traction  is  applied  by 
way  of  finger  traps  and  appropriate  amount  of 
counter  traction.  If  anesthesia  is  satisfactory  and 
if  one  is  patient,  the  longitudinal  traction  will 
accomplish  reduction.  .Ml  that  is  usually  needed 
is  gentle  dorsal  pressure  on  the  distal  fragment  to 
further  decrease  the  dorsal  tilt  to  the  normal  0-10° 
of  palmar  tilt  of  the  distal  radial  articular  surface. 
Reduction  must  accomplish  three  objectives: 
(1)  end  to  end  apposition  of  the  volar  cortices 
for  stability,  (2)  reduction  of  the  dorsal  tilt  to  at 
least  neutral,  and  (3)  restoration  of  length  of  the 
radius.  The  reduction  must  be  maintained  by 
three  point  fixation.  sugar  tong  splint  can  best 
achieve  three  point  fixation.  One  point  of  jtres- 
sure  is  over  the  dorso-radial  aspect  of  the  distal 
fragment,  the  second  akjiig  the  volar  aspect  of  the 
proximal  fragment  and  the  third  one  will  follow 
automatically  along  the  lateral  e]ticondyle  of  the 
humerus.  I here  is  no  consensus  as  to  the  proper 
positioning  of  the  wrist  in  the  cast  or  splint,  but 
we  believe  that  the  jxisition  should  approximate 
15°  of  palmar  flexion,  20°  of  ulnar  deviation  and 
20°  ol  supination.  We  do  not  use  the  position  of 
extreme  ]jronation  as  it  does  not  allow  full  motion 
of  the  metacarpal-phalangeal  joints  or  the  inter- 
phalangeal  joints.  Regular  follow-up  in  the  first 
ttvo  weeks  is  imperative  for  supervision  of  shoul- 
der motion  and  to  ascertain  that  the  reduction 
has  iKtt  been  lost.  Radial  length  must  be  main- 
tained; it  is  the  most  important  parameter  lead- 
ing to  good  results.  11  reduction  is  lost  with  sub- 
setpient  radial  shortening,  results  will  be  poor 
w’ith  stiffness,  pain,  and  a prominent  distal  ulna. 


Figure  3. 


Figure  4 is  a post  reduction  film  seen  through  a 
plastic  cast  of  the  Colles'  fracture  seen  in  Figure  3. 
Note  that  there  is  apposition  of  the  volar  cortices, 
reduction  of  the  dorsal  tilt  to  0°  and  restoration 
of  radial  length.  Immobilization  is  continued 
for  six  weeks. 

To  achieve  the  most  functional  result  in  the 
more  comminuted  interarticular  Colles'  fractures 
(see  Figure  5).  external  fixation  has  been  utilized. 
1 he  distal  fragment  and  especially  the  dorsal  cor- 
tex is  so  fragmented  that  even  three  point  fixa- 
tion will  not  maintain  good  reduction.  Pins  and 
plaster  technique  has  been  used  most  commonly 
but  problems  can  occur  because  of  the  eight  w'eeks 
immobilization  leading  to  stiffness  and  the  pos- 
sibility of  shortening  due  to  the  pins  losing  the 
jiurchase  on  plaster  with  time.  For  these  frac- 
tures we  are  currently  utilizing  a flexible  Roger 
.\nderson  device  as  modified  by  Kenneth  Jones, 
.\r.D.  Two  pins  are  placed  percutaneously  into 
the  second  metacarpal  as  well  as  two  into  the 


Figure  4. 


Figure  5. 
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laclius  proxiniiil  to  tlie  Iraciore  site.  Leiif*tli  is 
luaiiitained  by  metal  on  metal  lixatioii  of  llie 
<listraetioii  rods  throiij>h  ll-joiiits  ami  flexibility 
is  obtained  at  the  wrist  by  atlding  small  metal 
bearings  adjacent  to  the  wrist.  I'his  apparatus 
overcomes  the  two  disadvantages  of  pins  in  plas- 
ter in  that  it  allows  for  metal  on  metal  fixation 
which  would  deciease  the  chances  of  radial  short- 
ening and  also  allows  lor  a modest  amoniil  of 
motion  at  the  wrist  during  the  healing  process 
which  decreases  the  chances  of  stiffness  after  the 
fracture  has  been  healed.  Post  reduction  films 
(see  Figure  b)  show  good  alignment  of  the  volar 
cortices,  reduction  of  the  dorsal  tilt,  and  restora- 
tion of  radial  length.  It  can  be  appreciated  that 
closed  reduction  and  cast  immobilization  w^onld 
not  be  ideal  treatment  for  this  Colies’  fracture. 

Fhe  .Smith’s  type  one  fracture  can  usually  be 
treated  well  with  longitudinal  tracticm,  closed 
reduction,  and  application  of  a sugar  tong  splint 
or  long  arm  cast.  I'his  is  because  the  fracture 
line  is  transverse  and  therefore  shoidd  be  in- 
herently stable  with  reduction. 

Fhe  Smith's  type  two  fracture  can  usually  be 


treated  similarly  to  type  one.  However,  it  must 
be  recognized  that  the  Iractuie  line  is  oblicjue 
and  therefore  stability  may  need  augmentation 
wi  th  cither  open  oi  closed  internal  fixation.  Fig- 
ure 7 shows  a comminuted  Smith's  type  two  Irac- 
ture,  prereduction.  Figuie  (S  is  a lateral  x-ray 
after  open  reduction  and  internal  fixation. 

Fhe  Smith  s type  three  frac  ture  is  interartic  ular 
and  reduction  is  very  dilficult  to  maintain  with 
cast  technicjue.  1 herefoie  internal  fixation,  either 
with  cjpen  reduction  or  percutaneous  pinning,  is 
recomniendc^d  with  these  fractures.  Figures  9 and 
10  show  AP  and  lateral  of  a Smith’s  type  three 


Tigure  8. 


Figure  9. 


Figure  10. 


Figure  6. 


Figure  7. 
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fracture  which  shows  the  volar  suljluxation  of 
the  carpal  bones  and  distal  fragment.  Figures  11 
and  12  show  interoperative  x-rays  after  closed 
reduction  and  percutaneous  pinning. 

The  Barton’s  dorsal  rim  fracture  is  treated  in 
principal  similar  to  the  Smith’s  type  three  frac- 
ture, and  therefore  the  dorsal  subluxation  of  the 
fragment  and  carpal  bones  should  lie  rediued  and 
held  with  internal  lixation  (see  Figure  13). 

In  conclusion:  (1)  Not  all  fractures  of  the  distal 
radius  are  Colles’  fractures  and  cannot  be  treated 
as  such.  (2)  Close  follow-up  and  repeat  x-rays  are 
necessary.  (3)  Minimally  comminuted  noninter- 
articular  Colies’  fractures  in  Smith’s  type  one 
fractures  can  be  treated  satisfactorily  with  closed 
reduction  and  casting.  (4)  The  comminuted  in- 
terarticular  Colies’,  Barton,  Smith’s  type  two  and 
three  should  be  referred. 


Figure  1 1 . 


Figure  13. 
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the  last  few  years,  diagnosis,  classifica- 
tion. and  treatment  of  Systemic  I.npns  Erythema- 
tosus (SEE)  have  been  facilitated  by  the  advent 
of  new  laboratory  tests  and  new  therapeutic  mo- 
dalities. In  1971,  the  American  Rheumatism  As- 
sociation^  publicized  the  14  criteria  for  the  classi- 
fication of  SEE.  These  are  shown  in  Table  1. 

Using  these  criteria,  Fessel-  studied  the  popula- 
tion of  the  Kayser  Eoundation  Health  Plan  to 
determine  incidence  of  SEE.  Annual  incidence 

TABLE  E 

CRITERIA  FOR  CLASSIFICATION  OF  SLE 

1 ) Facial  erythema  (Butterfly  Rash) 

2)  Discoid  lupus 

3)  Raynaud's  phenomenon  — two-phase  color 

reaction 

4)  Alopecia  — rapid  loss  of  large  amount  of 

scalp  hair 

5)  Photosensitivity  — unusual  skin  reaction 

from  exposure  to  sunlight 

6)  Oral  or  nasopharyngeal  ulceration 

7)  Arthritis  without  deformity  — one  peripheral 

joint  involved  with  any  of  the  following 
in  the  absence  of  deformity:  pain  on  mo- 
tion, tenderness,  effusion  or  periarticular 
soft  tissue  swelling 

8)  E.  E.  cells  — two  or  more  classical  E.  E.  cells 

seen  on  one  occasion,  or  one  cell  seen  on 
two  or  more  occasions 

9)  Chronic  false-positive  STS 

1(1)  Profuse  proteinuria  — > 3.5  gm  /day 
1 1 ) Cellular  casts  — red  cell,  granular,  tubular, 
or  mixed 

12)  Pleuritis  — history  of  pleuritic  pain  or  rub 

heard  by  a physician;  or  x-ray  evidence  of 
jjleural  thickening  and  fluid,  or  pericar- 
ditis, documents  by  EKG  or  rub 

13)  Psychosis  or  convulsions 

14)  Hemolytic  anemia;  leukopenia  — WBC 

<4.000/cu  mm;  thrombocytopenia, 
]jlatelet  count  < 100,0()()/cu  mm 

•Presented  bv  Department  of  Medicine,  University  of  Arkansas 
College  of  Medicine.  4301  West  >farkham,  I.ittle  Rock,  Arkansas 
72201,  September  7-8,  1979. 

••.Associate  Professor  of  Medicine,  Rheumatology  Division,  Uni- 
versitv  of  Arkansas  for  .Medical  Sciences,  4301  West  Markham,  Little 
Rock,  Arkansas  72201. 


(new  cases  per  year)  is  7.6  per  100,000  persons. 
In  the  general  population,  one  patient  in  1969, 
and  one  woman  in  1000  patients  will  have  SEE. 
In  women,  ages  15-64,  one  in  700  has  SEE  and 
in  black  women,  ages  15-64,  criteria  for  SEE  are 
present  in  one  of  245  patients.  Thus,  blacks  have 
lupus  three  times  more  frequently  than  their 
representation  in  the  general  population.  Table 
2 shows  the  frequency  of  the  occurrence  of  cri- 
teria for  lu|His.  Arthritis  or  arthralgia  occurred 
in  95%  of  the  patients.  Hematologic  abnormali- 
ties occurred  in  55%  of  patients.  In  these  are 
included  many  cases  of  leukopenia  with  white 
counts  of  less  than  4000  cells /mm^.  Raynaud's 
phenomenon  occurred  in  16%,;  lupus  accom- 
panied by  Raynaud's  phenomenon  is  less  severe. 
Cellular  casts  occurred  in  the  urine  in  11%;  pro- 
teinuria in  the  nephrotic  syndrome  range  oc- 
curred in  3%  of  patients.  Over  90%  of  these  pa- 
tients survived  for  10  years.  Many  males  had  only 
one  criteria;  only  11%  of  the  entire  lupus  pop- 
ulation were  males. 


ANTINUCLEAR  ANTIBODY  TESTS 

Four  types  of  antinuclear  antibody  tests  (ANA)^ 
patterns  have  been  identified  (Table  3):  Diffuse 
staining  which  represents  antideoxyribonucleo- 


TABLE  2. 

FREQUENCY  OF  OCCURRENCE 
OF  CRITERIA  FOR  SLE 

Frequency 

Arthritis  

Hematologic  abnormalities 

EE  cells  

Discoid  lupus  eiythematosus  

Serositis  

Alopecia 

Sun-sensitivity  - 

Facial  erythema  

Raynaud’s  phenomenon  

Psvehosis/epilepsy  

Chronic  biologically  false-positive  test 

lor  syphilis 

Cellular  casts  in  urine 

Oral  ulcers 

Proteinuria  (>3.5  gm  '24  hr)  


% 

95 

55 

47 

38 

34 

33 

27 

19 

16 

13 

13 

11 

8 

3 
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protein  (anti-DNP)  and  is  responsible  for  a posi- 
tive LE  cell  test.  It  is  positive  in  many  collagen- 
vascular  diseases  and  in  drug-induced  lupus.  Rim 
pattern  represents  the  staining  of  double-stranded 
DX.\.  .\nti-dsDNA  antibody  occurs  only  in  SEE. 
Nucleolar  pattern  represents  antibody  against 
components  of  the  nucleolus.  Speckled  fluores- 
cence represents  antibody  against  Smith  antigen 
(Sm  ag)  or  against  ribonucleoprotein  (RNP). 

If  the  ANA  presents  speckled  fluorescence, 
antibody  against  Extractable  Nuclear  ,\ntigen 
(ENA)  sliould  be  determined.  Absence  of  anti- 
bodies to  ENA  in  this  case  may  be  a.ssociated  with 
Siogreu's  Syndrome  or  Scleroderma.  If  antibodies 
to  EN.\  are  present,  the  antigen  is  treated  with 
RN.Vse  and  the  test  is  repeated.  If  the  sjjecificity 
is  lost  with  RNAse,  or  sensitive  to  RNAse,  it  in- 
dicates that  the  antigen  is  Ribonucleoprotein 
(RNP).  Thus  the  seium  being  tested  contains 
anti-RNP  antilxKly  winch  is  usually  lound  in 
mixed  connective  tissue  disease.^' If  the  antigen 
is  resistant  to  RN.\se  it  is  Smith  antigen  (Sm  ag), 
usually  associated  with  SEE. 

1 he  characteristics  of  mixed  connective  tissue 
disease  are  RaynaiKl's  phenomenon,  swollen 
hands  ami  myositis.  I'his  diagnosis  usually  indi- 
cates that  the  patient  will  respond  to  fairly  small 
doses  of  corticosteroids.  Ewo-thirds  ot  these  pa- 
tients have  diffuse  interstitial  fibrosis  ami  two- 
thii  tls  have  esophageal  abnormality.  From  .5-10% 
ol  these  patients  have  renal  disease. 

1 he  finding  of  anti-dsDN.\  is  becoming  more 
imjjoitant  in  patients  with  lupus.  It  is  imjjortant 
in  initial  diagnosis;  and  in  following  the  course 
of  the  patient.  If  DNA  binding  capacity  (anti- 
dsDNA)  is  ])resent  in  the  serum,  it  usually  indi- 
cates that  the  patients  are  preparing  for  a flare; 
when  it  falls,  it  usually  signals  the  on.set  of  clinical 
disease.  If  complement  falls  at  the  same  time, 
renal  tlisease  is  usually  occui  ring.  In  patients  with 
psychosis,  levels  of  antibodies  against  dsDNA  will 


TABLE  3. 

ANTINUCLEAR  ANTIBODIES 


Pattern 

Antibodies 

Disease 

Diffuse 

Anti-DNP 

DEE,  R.V 
Drug-induced  EE 

Rim 

Anti-dsDNA 

SEE 

Nut  leolar 

Anti-nucleoli 

Scleroderma 

Speckled 

Anti-Sm 

SEE 

,\nti-RNP 

SEE,  MCTD 

differentiate  steroid  psychosis  from  SEE  nervous 
system  disease.  Any  event  which  releases  DNA 
into  the  circulation;  sunburn,  delivery  of  an  in- 
fant, or  sepsis,  can  trigger  a flare  in  these  patients 
since  it  provides  free  DNA  as  an  antigen. 

Measurement  of  anti-DN,\  binding  activity  by 
radioimmunoassay  has  been  difficidt  and  is  not 
generally  available.  A new  test  utilizing  immuno- 
fluorescent  techniques  is  now  available.  Crithidia 
luciUae'>  is  a hemoflagellate,  protozoan,  pathogen 
for  the  blow  fly.  The  nucleus  and  kinetoplast 
both  contain  double-stranded  DNA.  If  patient 
serum  attaches  to  the  organism,  anti  then  produces 
immunofluorescence,  the  patient  is  said  to  have 
antibody  against  double-stranded  DNA. 

The  severe  disease  of  SEE  is  caused  by  immune 
complexes  of  dsDNA-anti-dsDNA  deposition  in 
the  glomerular  basement  membrane  or  in  the 
ves,sel  wall.  After  tleposition  they  activate  com- 
plement, w'hich  produces  chemotaxis  of  poly- 
morpholeukocytes  w'hich  degranulate  and  release 
lysozymes.  Cells  in  the  reticidoendothelial  sys- 
tem (RES)  have  Fc  receptors  which  combine  with 
circulating  complexes.  Complexes  usually  adhere 
to  the  RES  and  are  removed  from  the  circulation. 
In  active  SEE,  Fc  receptor  function  is  depressed, 
leatling  to  prolonged  circulation  of  immune  com- 
plexes and  contributing  to  tissue  deposition  and 
damage." 

Renal  disease  with  immune  complex  may  be 
jnedicted  by  the  onset  of  pleurisy.®  Patients  rarely 
have  CNS  or  renal  disease  when  they  develop 
pleurisy.  After  an  episode  of  pleurisy,  a patient 
is  three  times  as  likely  to  develop  proteinuria  or 
rising  serum  creatinine.  I'hese  patients  must  be 
observed  very  closely  for  the  onset  of  renal  disease. 

'Ehe  changing  mortality  in  SEE  was  reported 
by  Didxtis,  et  al*'  and  is  detailed  in  Table  4.  In 
the  first  period  reportetl,  19.50-1955,  the  survival 
rate  for  three  years  was  9%.  In  the  period  from 
1956-1902,  the  three-year  survival  rate  was  27%; 


TABLE  4. 

CHANGING  MORTALITY  IN  SLE 


Cause  of  death 

% of  Patients 

1950-1955 

1956-1962 

1963-1975 

El  rein  i a 

26.8 

36 

13.3 

CNS 

26.8 

11 

7.8 

Malignancy 

1.8 

2 

6.7 

Infection 

16.1 

12 

17.8 

Other 

28.5 

39 

54.4 
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aiul  ilie  pericKl  from  the  rate  was 

Renal  failure  is  the  most  fre(|uent  cause  of  death 
ill  patients  with  diffuse  proliferative  “lomerulo- 
ue|)hritis,  hut  does  not  occur  freijueutly  in  focal 
glomerulonephritis  nor  in  memhranous  glomeru- 
lone|)hritis.  Death  from  in'ection  occurred  at  the 
same  rate,  hut  the  organisms  causing  death 
changed  from  gram-positive  to  resistant  gram- 
negatise  opportunistic  organisms,  d he  incidence 
of  death  from  malignancy,  myocardial  infarction 
aiul  suicide  grew  from  4%  to  18%.  I'he  average 
survival  after  diagnosis  increased  from  less  than 
one  year  to  eight  and  one-half  years.  High-dose 
steroids,  dialysis,  aiul  transjilantation  have  im- 
provetl  this  survival  rate. 

THERAPY 

Current  therapy  consists  of  anti-inflammatory 
drugs,  corticosteroids,  and  immunosuppressive 
agents.  Aspirin  is  the  drug  of  choice  for  arthralgia. 
Some  of  the  newer  nonsteroidal  anti-inflammatory 
agents,  such  as  Motrin,  may  cause  fever  in  pa- 
tients with  ibuprofen.  Cihronic  active  hepatitis 
may  occur  in  patients  with  lupus  taking  asjnrin, 
and  liver  function  tests  should  be  monitored. 
Hydroxychloro(|nin,  Placpienil,  is  an  antimalarial 
which  has  anti-inflammatory  jiroperties.  Opli- 
thalmologic  examination  is  reijuired  every  lour 
to  six  months  to  monitor  for  retinal  and  macular 
change.  In  a retrospec  tive  study, the  numljer  ol 
flares  ]jatients  with  lupus  had  on  and  off  hydro- 
xychlorocjuin  were  determined.  The  patients  had 
more  flares  while  ofl  the  drugs;  but  no  steroid- 
sparing  effect  was  noted. 

In  using  corticosteroids,  we  feel  alternate-clay 
regimens  should  be  used  for  nephritis  and  ne- 
phrotic syndrome.  Once-a-clay  steroids  may  be 
used  tor  vasculitis  and  myositis;  steroids  given 
evers  six  hours  should  be  reserved  for  hemohtic 
anemia,  thrombocytopenia,  and  CNS  disease. 
■‘Pulse  " therapy”  is  a new  method  of  administra- 
tion in  wliich  one  gram  of  methylprectni.solone  is 
gi\en  IV'  bolus  for  three  days  for  rapidly  progres- 
sive lupus  nephritis.  Five  of  seven  patietits  given 
steroids  iti  this  way  inijiroved  and  maintained  im- 
prosement  in  their  serum  creatinine.  A later 
abstract’-  described  28  |)atients  with  lupus  treated 
in  this  manner.  l\venty-five  of  them  had  renal 
disease  and  three  had  unspecified  non-renal  dis- 
ease. In  the  25  jiatients  with  renal  disease,  lout 
had  rapid  imjjrovemetit,  four  recjuired  dialysis, 
and  one  died.  .\t  tlie  end  of  four  months,  nine 
of  18  remaining  patients  had  contimted  mainte- 


nance of  their  serum  creatinine.  Non-renal  disease 
did  not  respond. 

Fhe  use  of  cytotoxic  drugs,  cyclophcrsphaniicle, 
a/athioprine,  chlorambucil  are  still  controversial 
and  have  not  been  shown  to  increase  survival. 

Plasma  exchange  and  plasmajiheresis  is  cur- 
rently being  clone  in  centers  around  the  world  and 
data  is  not  yet  sufficient  for  determination  ol 
efficacy  of  the  procedure. 

SUMMARY 

Criteria  for  classification  have  allcjwed  physi- 
cians to  determine  iticidence  and  prognosis  of  SLE. 
Corticosteroids  remain  the  drug  of  choice  tor  se- 
vere lupus;  if  there  are  no  symptoms  of  immune 
complex  disease,  the  patients  should  be  managed 
with  non-steroidal  anti-inflammatory  drugs;  in- 
cluding aspirin  and/or  hydroxyc hlorocjitin. 
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Results  of  1254  intraocular  Lenses 


Edwin  Olmos  Z.,  M.D.,*  and  F.  Hampton  Roy,  M.D.** 


T.is  paper  reviews  the  results  of  1254  lens 
implants  performed  from  April,  1975  to  Feb- 
ruary, 1979  by  Dr.  Roy.  Dr.  Olmos  has  been 
working  with  Dr.  Roy  as  a preceptor  for  the  last 
two  years.  He  and  the  office  staff  retrieved  this 
data  from  the  patients’  charts  in  order  to  correlate 
the  results  of  the  intraocular  lens  survey.  Our  re- 
sults are  similar  to  other  authors.^  --^ 

Patient  Population 

In  this  series  of  1254  intraocular  lens  implants, 
the  average  age  of  the  individuals  was  67.54  years 
of  age.  The  ages  ranged,  however,  from  18  months 
of  age  to  97  years  of  age.  92%  of  the  implants 
were  performed  on  people  between  50  to  90  years 
of  age. 

45.88%  of  the  patients  were  male  and  54.12% 
were  female.  This  is  probably  a reflection  of  the 
fact  that  women  have  a tendency  to  live  longer 
than  men  and  most  cataracts  tire  done  in  older 
individuals. 

Of  the  1254  implants  done,  220  were  bilateral 
implants,  and  therefore  this  study  involves  10.S4 
patients. 

Type  of  Surgery 

95%  of  the  1254  implants  hatl  a planned  extra- 
capsular  cataract  surgery.  Of  this  95%,  10.64% 
had  a phacoemulsification  cataract  extraction  and 
85.32%  had  a planned  extracapsular  cataract  ex- 
traction. This  technitjue  is  preferred  in  individ- 
uals over  the  age  of  60  because  the  nucleus  of 

*Instituto  Nacional  de  Oftalmologia,  Universidad  Mayor  de  San 
Andres,  Facuitad  De  Medicina,  La  Paz,  Bolivia. 

**Departmeint  of  Ophthalmology,  University  of  Arkansas  College 
of  Medicine.  43UI  West  Markham.  Little  Rock.  Arkansas  72201. 

Reprint  requests  to:  F.  H.  Roy,  M.D.,  970  Medical  Towers  Build* 
ing,  Idttle  Rock,  Arkansas  72205. 


the  cataract  is  usually  too  hard  to  remove  through 
a small  (3  mm)  incision  with  an  ultrasonic  hand- 
piece  (phacoemulsification)."*  (Figure  1) 

4.4%,  of  the  1254  implants  had  an  intracapsular 
cataract  extraction  and  3.6%  had  already  had  cat- 
aract surgery  and  the  implant  was  done  as  a 
secondary  procedure. 

Technique  of  Planned  Extracapsular  Cataract 
Extraction  and  Implantation  of 
Intraocular  Lens 

The  planned  extracapsular  cataract  extraction 
is  performed  by  making  a conjunctival  incision 
from  approximately  10  to  2 o’clock  (superior  por- 
tion of  the  eye).  A 3 mm  incision  is  made  into 
the  anterior  chamber.  An  opening  is  made  in 
anterior  capsule  of  the  lens  with  a cystotome  (a 
small  hook-like  instrument).  (Figure  2)  The  in- 
cision is  then  enlarged  with  scissors  to  15  to  17 
mm  (10  to  2 o’clock).  (Figure  3)  A lens  loop  is 


Figure  I . 

The  phacoemulsifier  is  used  to  break  up  cataracts  that  are  soft.  Soft 
cataracts  are  usually  found  in  individuals  under  60  years  of  age. 


Figure  2. 

The  cystotome  is  used  to  open  the  anterior  capsuF 


Figure  3. 

The  corneoscleral  scissors  are  used  to  enlarge  the  incision  so  that  the 
nucleus  of  the  cataract  can  be  removed  and  the  lens  implant  can  be 
inserted. 
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used  to  remove  ihc  iiudcus  ()1  tlie  ealai  .ic  l.  (Fis>ui  e 
4)  The  irrigation  and  aspiration  liandpiece  is 
used  to  remove  ilie  remaining  coi  tit  al  libers.  (Fig- 
ure 5)  A plastic  glide  is  placed  between  the  an- 
terior and  posterior  t apsule.  The  intraocular  lens 
is  placed  into  the  eye  and  centered,  and  Miostat® 
is  then  used  to  constrict  tlie  pupil.  (Figure  6)  d'wo 
peripheral  iiidectomies  are  done  to  allow  the  free 
flow  of  atjucous.  Fhe  wouml  is  then  sutured  with 
a continuous  10-0  nylon  suture.  (Figures  7 anti  8) 


Figure  4. 

1 he  lens  loop  is  used  to  remove  the  nucleus  of  the  cataract. 


Figure  5. 

The  irrigation  and  aspiration  handpiece  of  the  phacoemulsifier  is 
used  to  remove  the  remaining  cortical  fibers  of  the  cataract. 


Figure  6. 

A four  IcKip  cross  lens  is  held  in  place  between  the  anterior  and 
posterior  capsule  which  seals  in  the  lower  loop  and  stabilized  with 
the  anterior  loops  resting  on  the  iris. 


Type  of  Implant 

Fhe  intraof  ular  lens  tomes  in  many  tliflerem 
styles  anti  strengths.  Over  77%  of  the  lenses  used 
in  this  survey  were  two  loop  Binkhorst  lenses. 
(Figure  9)  19.,')%  of  the  lenses  usetl  were  four 
loop  cross  (Fyt)tl()rov-Binkht)rst  lens).'’  (Figure  If)) 
Fhe  Xenotec  .\-stan  ultrast)und  was  usetl  to  de- 
termine the  length  of  the  eye  in  most  cases.  (Fig- 


Figure  7. 

A continuous  10-0  avion  suture  is  used  to  close  the  wound. 


F-gure  S. 

An  air  bubble  is  freciuenllv  used  to  keep  the  anterior  chamber 
formed  posloperativelv.  The  air  bubble  will  absorb  in  three  to  four 
clays.  The  nvlon  suture  knot  is  tied  into  the  wound  to  decrease 
patient  discomfort. 


Figure  9. 

Fhe  two  loop  Binkhorst  intraocular  lens  was  used  in  777< 
procedures  performed  in  this  sur\ey. 


of  the 
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me  11)  This  length  of  the  eye,  plus  the  curve  of 
the  cornea,  was  then  programmed  into  one  of 
several  computers  to  determine  the  strength  of 
intraocular  lens  used.  (Figures  12  and  13)-^  The 
strength  of  intraocular  lens  used  ranged  from  a 
4-13  diopter  to  4-22.5  diopter.  Over  46%  of  the 
lenses  used  were  19  to  19.5  diopters  in  strength. 

Postoperative  Complications 

2.01%  of  the  1254  intraocular  lens  implants 
dislocated.  It  was  possible  in  40%  of  the  disloca- 
tions to  reposition  them  medically  by  dilating  the 
pupils,  repositioning  the  intraocidar  lens,  and 
then  constricting  the  jnipils.  In  60%  of  the  dis- 
locations it  was  necessary  to  reposition  the  intra- 
ocidar lens  surgically. 

.Xjjproximately  4%  of  the  1254  intraocular  lens 
implants  necessitated  opening  a secondary  mem- 
brane. A secondary  membrane  is  tissue  composed 
of  regenerated  lens  fibers,  fibrin,  or  inflammatory 
material  which  grows  across  the  posterior  capsule, 
and  decreases  visual  acuity.  Wdien  this  occurs  it 
IS  necessary  to  make  an  opening  in  the  posterior 
(apsule  (capsulotomy)  to  give  a clear  visual  axis. 


Figure  10, 

19.5%  of  the  lens  used  were  four  loop  cross  Fyodoro\ -Binkhorst 
style  lens. 


Figure  11. 

The  Xenoicc  A Scan  ultrasound  uses  a beam  of  sound  to  measure 
the  axial  (Anterior-Posterior)  length  of  the  eye. 


In  this  series  the  average  time  of  the  cap- 
sidotomy  was  34  weeks  after  surgery,  but  varied 
from  one  week  up  to  160  weeks  after  the  surgery. 
Most  of  these  capsulotomies  were  done  in  the 
office  with  a Mentor  operating  microscope  and  a 
Spizzuri-Ruzzetti  needle  knife. 

0.54%  of  the  1254  intraocidar  lens  implants  had 
postoperative  retinal  detachments.  In  85.7%  of 
the  retinal  detachments,  vitreous  was  lost  at  the 
time  of  surgery.  Retinal  detachments  following 
cataract  surgery,  as  many  authors  have  reported, 
are  most  common  following  vitreous  loss. 

1.12%  of  the  1254  intraocular  lens  implanted 
had  to  be  removed.  I he  most  common  reason 
tor  the  lens  having  to  he  removed  was  chronic 
ocular  inflammation.  0.08%  of  the  1254  intra- 
ocular lens  implanted  had  to  be  exchanged  for 
another  intraocular  lens. 

0.32%)  of  the  1254  intraocular  lens  implanted 
required  a corneal  transplant  postoperatively. 

Postoperative  Results 

80%  of  the  1254  intraocular  implants  had  visual 


Figure  12. 

The  I RS-SO  video  display  screen  demonstrates  the  implant  power 
and  refractive  eiTor  produced  with  each  lens  strength  used. 


I'igure  IS. 

The  SR..52  cakulator  is  a method  to  determine  the  strength  of  lens 
implant  needed. 
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.KiiilN  ol  20/10  or  better  posioperativeiN . 

()l  the  20'’/,  ol  the  cases  that  Iiad  visual  .uiiitv 
less  than  20/ 10  postoperatively,  10%  had  pre- 
existino  oeidai  proljleiiis.  'Fhese  included  senile 
macidar  choroiilal  degeneration  (8.45%),  retinitis 
pigmentosa  (.13%),  amblyopia  (.68%),  preopera- 
tive retinal  detachment  (.10%),  ojnic  atrophy 
(2.55%),  and  macular  hole  (.81%).  Therefore, 
9()%  of  the  intraocular  lens  implants  done  in  this 
survey  were  successfid. 

Summary 

I'his  is  a report  of  1251  intraocidar  lens  im- 
plants with  an  average  following  of  36.5  weeks. 
I his  includes  all  cases  comjdeteil  from  April,  1975 
to  February,  1979  by  one  surgeon.  Intraocidar 
lens  implantation  is  shown  to  be  a safe  and  effec- 
tive procedure  in  experienced  hands. 
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Calcific  Tendinitis  of  the  Wrist 


Philip  H.  Johnson,  M.D. 


J_  endinitis  is  a frecjuent  occurring  entity  in 
the  shoukler  associated  with  calcification  at  the 
insertion  of  tlie  snpraspinatus  tendon.  It  has  also 
been  recognized  and  reported  occurring  about  the 
elbow,  knee  and  hip.  Tendinitis  involving  tlie 
wrist  and  hand,  however,  is  much  less  common. 
•Sandstrom®  reported  329  cases  of  calcific  tendi- 
nitis, 259  involved  the  shoulder,  but  only  eight 
occurred  about  the  wrist  and  hand.  Cohen-  in 
1924,  was  the  first  to  describe  calcium  deposited 
at  the  insertion  of  the  flexor  carpi  ulnaris  where 
it  was  mistaken  for  a fracture  of  the  pisiform.  In 
1938,  Milch  and  Green^  reported  four  acute  cases 
of  tendinitis  wdiere  calcium  was  present  at  the 
insertion  of  the  flexor  carpi  idnaris  and  they  de- 
scribed it  as  a distinct  clinical  entity.  Seidenstein" 
in  1950  reported  fifteen  cases  of  acute  tendinitis 
in  the  hand  and  wrist  associated  with  calcific  de- 
posits. Eight  of  these  cases  involved  the  flexor 
carpi  ulnaris  at  the  pisiform. 

Carroll  and  Sinton^  published  their  experience 
with  100  cases  of  acute  tendinitis  associated  with 
calcium  deposits  about  the  hand.  T hirty  seven 
of  these  were  located  at  the  insertion  of  the  flexor 
carpi  ulnaris.  Less  consistent  was  the  location  of 
the  other  cases.  The  long  digital  flexors  and  ex- 
tensors aliout  the  wrist  were  infrequently  in- 
volved. Calcium  deposits  in  the  palm  were  usually 
present  at  the  insertion  of  the  short  intrinsic  mus- 
cles. 4\Ten  present  in  the  fingers,  deposits  were 
in  the  supporting  collateral  ligaments  at  each 
interphalangeal  joint. 

This  acute  clinical  entity  can  occur  in  several 
locations  about  the  hand  and  w'rist,  but  statisti- 
cally, it  is  more  commonly  seen  in  the  insertion  of 

•Little  Rock  Orthopedic  Clinic,  P.A.,  P.  O.  Box  5270.  9500  Lile 
Drive,  Little  Rock,  Arkansas  72215. 


the  flexor  carpi  ulnaris  at  the  pisiform.  Phalen^ 
referred  to  this  clinical  syndrome  as  “calcified 
pisiform  bursitis.” 

CLINICAL 

A dramatically  debilitating  pain  rapidly  in- 
creases over  a period  of  hours,  becoming  intense. 
This  pain  is  associated  with  localized  swelling, 
pronounced  over  the  area  of  the  calcific  deposit. 
The  swelling  soon  involves  not  only  the  area 
about  the  pisiform  but  the  entire  rvrist.  Redness, 
warmth,  and  later  induration  occur  as  the  pain 
intensifies.  The  patient  is  usually  age  30  to  60 
and  is  first  seen  cradling  the  involved  wrist  in  the 
other  hand  to  protect  it  from  a painful  jolt.  There 
is  usually  no  history  of  precipitating  trauma  or 
injury.  Lymphangitis  is  rarely  seen  and  regional 
lymphadenopathy  has  never  been  reported. 
Gentle  palpation  of  the  area  will  hesitantly  be 
permitted  by  the  patient.  The  examiner  will  find 
an  area  of  excpusite  tenderness  over  the  pisiform 
bone.  X-rays  of  the  wrist  (Figure  1)  will  show 
calcification  in  the  soft  tissues  near  the  pisiform. 
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Usually  a homof^ciious,  small,  l-2mm.  area  ol 
ralciiim  is  seen  with  soft  tissue  techni(|iie.  Rarely 
it  may  he  3- 1mm.  or  larger.  Paresthesias  in  the 
fourth  and  fifth  fingers  occur  very  rarely  from 
idnar  nerve  comjeression. 

DIAGNOSIS 

The  diagnosis  is  usually  simple  if  this  entity  is 
suspected.  Sudden  severe  pain  present  in  the  wrist 
associated  with  swelling,  weakne,ss  of  grip,  and 
excjnisite  tenderness  over  the  pisiform.  There  is 
no  history  of  trauma  or  skin  jeenetration  and  the 
patient  is  over  30  years  of  age.  Oblicjue  X-rays 
with  the  pisiform  in  profile  show  a variable  si/te 
calcific  deposit. 

Differential  diagnosis  is  usually  not  a problem, 
d hough  the  wrist  appears  to  he  involved  in  a 
cellulitis  or  pyogenic  infection,  it  is  in  fact  a 
sterile  chemical  abscess,  d'he  X-rays  may  suggest 
a chip  fracture  but  there  is  no  history  of  trauma. 
.\n  accessory  ossicle  would  not  be  the  center  of 
this  dramatic  clinical  picture.  Acute  gout  with 
tophi  would  be  extremely  rare  in  this  location 
without  other  joint  involvement,  d'he  clinical 
picture  above  described  in  an  otherwise  normal, 
healthy  inclividnal  will  not  be  confused  wnth 
calcification  of  soft  tissues  about  the  hand  from 
scleroderma  or  Raynaud’s  phenomena. 

PATHOLOGY 

I'he  pathogenesis  of  calcium  salts  in  tendons 
was  suggested  in  191,5  by  Moschcowitz^  in  a jjaper 
describing  the  histopathology  of  calcification  in 
the  infra  and  supraspinatus  tendons.  He  demon- 
strated hyaline  degeneration  and  necrosis  preced- 
ing calcification.  Probably  a slight  rent  occurs 
in  an  aging  degenerate  area  of  tendon  (or  liga- 
ment). d'his  necrotic  area  is  susceptible  to  the 
deposition  of  calcium  salts  (calcium  phosphate 
and  calcium  oxydate).  A “furuncle  of  calcium” 
is  formed  which  is  extremely  irritating  to  the  sur- 
rounding soft  tissues.  It  has  the  consistency  of 
toothpaste,  just  as  iu  the  shoulder.  'Hiis  same 
pathologic  proce,ss  is  responsible  for  calcific  tendi- 
nitis syndromes  in  the  shoulder,  hip  and  else- 
where. Cialcium  however  is  not  well  tolerated  in 
the  hand  and  wrist  and  is  never  present  in  an 
asymptomatic  form.  Phalen,"’  in  1952,  reported 
on  four  typical  cases,  one  of  which  was  operated. 
A 3 mm.  size  deposit  of  calcium  was  removed  from 
within  the  tendinous  insertion  of  the  flexor  carpi 
ulnaris.  Microscopic  examination  of  the  tissue 
removed  at  the  time  of  surgery  revealed  focal  areas 
of  degeneration  of  fibrous  tissue  with  irregular 


aieas  of  amor]jhous  cak  ified  material.  Pei  i|dieral 
zones  revealed  increased  cellularity  similar  to  a 
rheumatoid  nodule  but  without  true  jjallisading 
of  the  (ellular  elements. 

TREATMENT 

Calcified  tendinitis  at  the  wrist,  like  in  other 
areas,  is  a self-limited  disease.  Any  form  of  treat- 
ment therefore  must  recognize  this  basic  fact. 
Carroll,  et  al,  found  that  without  treatment,  pain 
would  persist  for  a]jproximately  three  weeks.  In- 
jection and  disjjersement  of  the  calcific  dejtosit, 
usually  with  a local  anesthetic,  is  the  jrrelerred 
treatment.  Be  careful  to  avoid  injury  to  the  ulnar 
nerve  and  artery  immediately  adjacent  to  the 
tendon  and  pisiform.  A cortisone  preparation  in- 
cluded with  the  anesthetic  may  exert  some  anti- 
inflammatory effect.  Relief  of  pain  after  injec  tion 
is  dramatic.  Immobilization  and  j^eriodic  warm 
water  soaks  seems  to  aid  in  resolution  of  swelling 
and  inflammation.  Serial  X-rays  are  unnecessary 
but  would  demonstrate  complete  resorption  of 
calcific  deposits  in  one  to  three  weeks  in  the  great 
majority  of  cases.  Larger  deposits  may  retpiire 
three  months.  Recurrences  unlike  tendinitis  in 
the  shoulder  have  not  been  reported. 

Radiation  therapy  and  surgery  are  both  proven 
effective  treatments,  but  do  not  seem  justified, 
except  in  rare  instances. 

SUMMARY 

Acute  calcific  tendinitis  of  the  flexor  carpi 
ulnaris  is  a distinct  clitiical  entity,  d'he  diagnosis 
is  based  on  strong  clinical  suspicion  and  the  X-rav 
demonstration  of  a calcific  deposit  near  the  pisi- 
form. Treatment  produces  dramatic  and  gratifv- 
ing  results. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  187) 

HISTORY:  Mr.  O.  is  a 74-year-old  man  who  presented  initially  because  of  syncope  three  years  prior  to  his 
present  illness.  Trifasicular  disease  of  his  conduction  system  was  established  and  transvenous  permanent  de- 
mand pacing  was  initiated.  Because  of  difficulty  in  maintaining  a stable  lead  position,  the  patient  had  epicardial 
lead  implantation  and  did  well  for  the  next  three  years.  Three  days  prior  to  this  admission,  he  again  experienced 
syncope.  His  ECG  on  admission  is  shown  below. 

Which  of  the  following  statements  are  true  and  which  are  false: 

A.  His  native  beats  are  in  right  bundle  branch  block  configuration. 

B.  His  paced  beats  are  in  left  bundle  branch  block  configuration. 

C.  He  has  appropriate  sensing  and  capture. 

D.  He  has  intermittent  failure  to  sense  properly. 

E.  He  has  intermittent  failure  to  capture  properly. 


Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Pediatric  Review: 

Developmental  Screening  for  the 
Pre-School  Age  Child: 
Practical  Recommendations 


Patrick  H.  Casey,  M.D.,*  and 

T.e  first  in  this  series  of  two  papers  over- 
viewing (liililren's  clevelopnient  documeiiteif  the 
contribution  of  both  the  infant  and  his  environ- 
ment in  determining  his  ultimate  developmental 
potential.  The  infant  and  his  environment  were 
presented  as  opposite  |Joles  of  a transactional 
spec  trum;  jrroblems  in  either  end  of  this  spectrum 
create  the  potential  for  developmental  abnormali- 
ties, but  the  probability  that  these  abnormalities 
will  occur  increases  significantly  when  there  are 
jnoblems  in  both  ends  of  the  spectrum  simul- 
taneously. 7'he  current  pa])er  describes  the  role 
of  the  primary  care  physician  in  screening  for 
problems  in  the  child  and  the  environment,  de- 
scribes some  instruments  available  for  this  pur- 
pose, and  provides  recommendations  for  a screen- 
ing schedule. 

The  goal  of  screening  for  any  medical  problem 
is  to  identify  accurately  tbe  largest  number  of 
people  in  the  general  population  who  suffer  fiom 
that  problem  in  the  easiest,  least  expensive  way. 
Identification  is  necessary  to  provide  the  treat- 
ment which  is  effective  for  the  medical  problem 
and  available  to  the  pojjidation  being  stieened.^ 

It  is  important  to  identify  children  with  develop- 
mental problems  as  early  as  possible  because  some 
of  these  conditions  are  resjjonsive  to  specific 
therapy.  Family  counseling,  appropriate  educa- 
tional placement,  and  medical  management  to 
prevent  secondary  (omplications  are  imjjortant 
for  those  problems  that  are  not  responsive  to  treat- 
ment. Optimally,  every  child  should  be  .screened 
in  a standardized  way  for  developmental  prob- 
lems several  times  in  their  pre-school  years,  and 
the  ade(|uacy  of  their  home  environment  should 
likewise  be  assessed  periodically.  A more  jn  actical 
ajjproach  is  described  in  this  paper,  because  this 
optimal  approach  is  usually  not  jnactical  in  a 
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Robert  H.  Bradley,  Ph.D.** 

.state  such  as  Arkansas  where  the  ratio  of  children 
to  medical  providers  is  so  great. 

SCREENING  THE  CHILD 

Typically,  primary  care  ])hysicians  screen  chil- 
dren for  problems  in  development  by  a clinical 
impression  generated  from  observation  ami  med- 
ical history.-  This  is  probably  an  inaccurate 
method  for  most  physicians  because  they  receive 
minimal  training  in  this  area  and  they  see  small 
numbers  of  such  children.-'*  Standardized  develojj- 
mental  screening  tests  have  been  developed  to  be 
utilized  at  two  levels:  with  tpiestionnaires  com- 
pleted  by  parents  or  health  aiiles:  and  with  ob- 
jective screening  tests  jjerformed  by  health  aides 
or  professionals.  I hese  instruments  attempt  to 
ohjectily  and  standardize  the  screening  approath 
so  that  as  many  children  as  possible  who  suffer 
frf)m  developmental  problems  will  be  identified 
while  avoiding  the  false  labeling  of  those  who 
are  normal. 

Screening  (Uiestionnaires.  d'he  Rapid  I)evelo|> 
mental  Screening  Cihecklist  (Rl)SCi)  consists  of  40 
items  covering  the  age  one  month  to  live  years 
which  the  parents  answer  “yes”  and  “no.”  This 
instrument  is  simple  and  straightforward,  but  the 
physician  is  given  no  clear  indication  as  to  what 
to  do  with  the  “no”  answers.^  Fhe  Denver  Pre- 
Screening  Developmental  (hiestionnaire  (PDQ) 
consists  of  97  (|  nest  ions  which  cover  an  age  range 
of  three  months  to  six  years.  Fhe  jjarent  com- 
jjletes  only  10  age-appropriate  (|uestions.  If  a 
child  has  six  or  fewer  passes,  it  is  recommended 
that  a more  complete  developmental  assessment 
lie  perlormed.  This  instrument  has  been  used  on 
large  numbers  cjf  infants  in  research  and  has  been 
found  to  be  an  adecpialely  sensitive  clinical  tool.-'’ 
A simihir  developmental  cjuestionnaire  has  been 
developed  from  the  Gesell  develojmiental  sched- 
ules.'* .\lthough  this  instrument  seems  to  yield 
somewhat  lower  false-positive  and  false-negative 
results,  its  administration  is  more  complex  and 
thus  loses  some  of  its  screening  utility. 
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Obsenxiiioyi  Screening  Test.  The  simplest  and 
best  standardized  and  validated  screening  test 
available  to  the  primary  care  physician  is  the 
Denver  Developmental  Screening  Test  (DDST). 

Phis  test  is  designed  to  be  performed  by  trained 
lay  personnel  as  well  as  by  health  providers,  and 
requires  15  to  20  minutes  to  administer  to  the 
cliikl  from  birth  to  six  years  of  age.  Usually  less 
titan  a quarter  of  the  test  items  are  administered 
t(t  an  individual  child,  depending  on  the  age.  The 
DDST  can  be  used  to  assess  children  from  all 
social  and  racial  backgrounds.  The  test  yields 
results  entitled  Normal,  Questionable,  and 
■Abnormal.'^  Several  validation  studies  have 
found  a sensitivity  of  68  to  92%  (the  percent  of 
abnormal  children  who  were  so  identified)  and 
a specificity  of  92  to  97%  (the  numlter  of  normal 
children  who  w'ere  so  identified).  The  Develop- 
mental Screening  Inventory  (DSl)  is  an  objective 
screening  instrument  which  is  based  on  the  Gesell 
Developntental  Schedules  which  has  not  been  as 
well  validated  and  standardized  as  the  DDST. 
(More  detailed  information  on  the  above  screen- 
ing tests  can  be  found  in  reference  number  1). 

Suggested  Screenijig  Schedule.  Recognizing  the 
deficiency  of  time  that  primary  care  physicians 
encounter,  the  following  schedule  is  recommended 
tor  developmental  screening.  First,  children  who 
do  not  fall  into  a high  risk  category  (medical  or 
social)  as  described  in  the  first  article  of  this 
series  can  be  assessed  adequately  by  a question- 
naire like  the  PDO.  I’his  simple  jnocedure  should 
be  performed  at  the  ages  of  three  to  six  months, 
nine  to  twelve  months,  18  to  24  months,  and 
\ early  thereafter.  Children  who  are  at  risk  for 
medical  reasons  (i.e.  who  sidfer  a signilicant 
transient  medical  event  like  prematurity  hypoxia, 
etc.,  as  a neonate  or  young  infant)  or  for  social 
reasons  (i.e.  stressed  environment  with  low  edu- 
catioiE  income,  etc.)  shcjuld  be  assessed  more 
clcjsely.  A developmental  Cjuestionnaire  like  the 
PDO  shoidd  Ije  utilized  at  every  well  child  visit 
and  a standardized  objective  screening  test  like 
the  DD.ST  should  be  performed  at  nine  to  12 
months,  at  18  to  24  months,  and  yearly  therealter 


(see  Figure  1).  Fwo  important  points  should  be 
recalled.  First,  these  screening  tests  require  little 
time,  usually  less  than  15  to  20  minutes.  Second, 
direct  physician  time  is  not  required. 
MEASURING  THE  HOME  ENVIRONMENT 

The  recognition  of  the  strong  link  betw'een  en- 
vironment and  children’s  development  has 
promjjted  numerous  primary  care  clinicians  to 
employ  an  environmental  assessment  measure  as 
part  of  their  clinical  evaluations.  As  alluded  to 
earlier,  the  use  of  gross  structural  or  status  meas- 
ures of  family  environments  are  not  particularly 
useful  clinically,  for  a variety  of  reasons.  Fam- 
ilies at  every  income  and  educational  level  differ 
widely.  Perhaps  most  importantly,  knowdedge  of 
the  parents’  education  or  the  amount  of  crowding 
in  the  home  does  not  pro\’icle  the  primary  care 
clinician  the  kind  of  information  useful  for  offer- 
ing ath'ice  to  the  family.  By  comparison,  the  com- 
ponents of  a child’s  environment  wdiich  are  the 
strongest  correlates  of  his  development  are  the 
quality  and  richness  of  the  inanimate  physical 
environment,  and  the  responsivity  and  appropri- 
ateness of  the  social,  interpersonal  environment.® 
Several  different  types  of  measures  are  available 
for  assessing  a child’s  environment:  (1)  home 
visits,  (2)  structured  interviews  and  questionnaires 
filled  out  by  parents,  (3)  rating  scales  or  behav- 
ioral oljservation  based  on  the  physician’s  observa- 
tion of  mother-child  interaction  at  the  time  of 
the  clinic  visit. 

Home  visits.  The  most  commonly  used  en- 
vironmental measure  is  the  Home  Observation 
for  Measurement  of  the  Environment  (HOME) 
Inventory.  Here  are  two  versions  of  the  Home 
Inventory:  one  for  infants  (birth  to  age  three) 
and  one  for  preschoolers  (age  three  to  age  six). 
The  instrument  designed  for  assessing  the  home 
of  infants  contains  45  items  clustered  into  six 
sidjscales:  (1)  Emotional  and  Verijal  Responsivity 
of  Mother,  (2)  Avoidance  of  Restriction  and  Pun- 
ishment, (3)  Organization  of  the  Physical  and 
Temporal  Environment,  (4)  Provision  of  Ap- 
propriate Play  Materials,  (5)  Maternal  Involve- 
ment with  Child,  and  (6)  (Opportunities  and 


FIGURE  1. 

RECOMMENDED  DEVELOPMENTAL  SCREENING  SCHEDULE 
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\';iiictv  ill  Daily  Siiimilalioii.  1 he  version  ol  the 
invenioiy  designecl  lor  assessing  homes  ol  pre- 
schoolers has  5;-)  items  comprising  eight  snhscales: 
(1)  .Stimulation  through  Toys,  Games  and  Read- 
ing Materials,  (2)  Language  Stimulation,  (8)  Phy.s- 
ical  En\ironment,  (1)  Pride,  Alleetion  and 
Warmth,  (5)  Stimulation  ol  .Veademic  liehavior, 
(())  Modeling  and  Enconragement  ol  Social  Ma- 
tttritv,  (7)  X'ariety  ol  Stimnlation,  and  (8)  Phys- 
ical Pnnishment. 

Inlormation  needed  to  score  items  on  the  in- 
ventory are  obtained  through  a combination  of 
observation  and  interview.  It  is  administered 
in  the  child's  home  with  information  snpjilied  by 
the  child's  primary  caregiver.  Administration 
takes  approximately  one  hour.  It  rec|nire.s  that 
the  child  be  present  and  awake.  To  facilitate  ease 
of  scoring,  a “Yes  — No”  format  is  used.  I bis  in- 
strttment  has  recently  been  reviewed  in  detail.*' 

.Vlthongb  a number  of  other  instruments  have 
been  developed  for  use  during  a home  visit,  such 
as  the  Social  and  Inanimate  Environment  Scale'" 
and  the  Purdue  Home  Stimulation  Inventory," 
most  of  these  other  scales  were  primarily  designed 
for  research  purposes  and  are  more  difficult  to 
aclajit  to  clinical  use.  The  major  advantage  of 
these  instrtiments  during  a home  visit  is  their 
richness  and  naturalness.  Visiting  a home  pro- 
vides a vivid  portrait  of  the  conditions  in  which 
a child  is  developing.  Moreover,  the  imjjressions 
gathered  abotit  the  child’s  environment  are  not 
limited  to  those  that  are  recorded  on  the  observa- 
tion form.  The  obviotis  major  limitaticni  of  the 
home  visit  is  that  it  is  time  constnning  and  often 
too  costly  in  terms  of  personnel  use.  Nonetheless, 
selected  use  of  home  visits  is  useful,  particularly 
in  clinics  where  there  is  a substantial  high  risk 
clientele. 

(hiestioinunrcs  mid  office  inteiviexvs.  A more 
efficient  means  of  assessing  a child's  environment 
is  through  the  use  of  cptestionnaires  or  structured 
interviews  done  in  the  ollice.  The  Home  Screen- 
ing Ouestionnaire  (HSO)  is  such  an  instrument. 
The  HSO  is  completed  by  the  mother  or  other 
main  caregiver  at  the  time  of  the  clinic  visit. 
Working  with  73  mothers  of  low-income  Denvei 
families,  a cot  relation  ol  .71  wasobserced  between 
the  scores  on  the  HS(,)  and  scores  on  the  HOME 
Incentory.  Eurthermore,  the  HSQ  correctly  iden- 
titied  81%  of  thcjse  families  with  a sufficiently 
low  score  on  the  ElOME  to  warrant  some  suspic  ion 
of  the  need  for  environmental  intervention.  Ollice 


cptestionnaires  lot  assessing  home  aclecjttacy  like 
the  IISQ  can  be  extremely  useful  in  the  task  of 
environmental  screening. 

Althotigh  cptestionnaires  like  the  HSQ  can  pro- 
vide valid  and  relatively  comprehensive  iidorma- 
tion  about  a child's  environment,  they  frecpient- 
ly  lack  the  richness  of  direct  observational  meas- 
ures because  interactions  between  parent  and 
child  are  not  indexed.  Also,  there  is  more  oppor- 
ttmity  for  parents  to  provide  inaccurate  inlorma- 
lion,  whether  as  a result  of  their  ignorance  of 
events  or  their  wash  to  conceal  events  that  they 
consider  socially  unacceptable. 

Rating  scales  and  behavioral  observation.  One 
means  of  indexing  natural  transactions  between 
parent  and  child  that  does  not  involve  a visit  to 
the  home  is  by  systematically  observing  parent 
and  child  while  they  are  at  the  clinic.  Medical 
office  encounters  prcjvicle  an  excellent  0|jporttin- 
ity  to  sample  the  cpiality  ol  mother-child  inter- 
action. Eor  example,  the  jn'imary  care  clinician 
often  notes  whether  a mother  talked  to  the  child 
dtiring  the  exam,  wdiether  the  mother  responded 
to  the  child's  vocalizations,  whether  the  mothei 
comforted  the  child  if  upset,  whether  the  mother 
smiled  or  praised  the  child,  whether  the  mother 
expressed  annoyance  or  hit  the  child,  wdiether  the 
mother  hugged  or  kissed  the  child,  etc.  A chec  k- 
list of  such  interactive  behaviors  could  he  de- 
veloped and  employed  by  the  examining 
physician.* 

Similarly,  ratings  of  the  mother-child  inter- 
action can  be  made  in  specially  designed  situa- 
tions at  the  office  or  clinic.  Such  rating  instru- 
ments were  developed  by  Ainsworth's  gioup  in 
their  .studies  of  infant-mother  aitachmenl.  Some 
of  the  clinically  useful  scales  are  entitled  Sensi- 
tivity-Insensitivity, Gooperat ion- Interference,  .Vc- 
cessibility-lgnoring.  Visual  Contact,  \hKal  Con- 
t;ict.  and  .\ppro])riatene.s.s  of  Play.  Each  scale  has 
nine  point  climensiccns  witli  nine  ;is  the  best 
score."'  .Vlthough  ratings  based  on  observations 
of  mother-child  interaction  during  a medictil 
evtihtation  can  provide  data  about  ci  itictil  en- 
vironmental transactions,  such  rating  scales  pos- 
sess two  limitations.  Eirst,  they  tend  to  lie  limited 
in  scope.  No  inforimition  is  obtained  about  the 
child's  inanimate  or  his  social  environment  out- 
side of  relations  with  mother.  Second,  behtivior 
observed  in  a clinic  m;iy  not  alwtiys  re])resent  the 

*SucIi  a scale  has  been  dcNelopeil  l)v  Casev.  Whirl . and  Schaelei 
and  is  available  upon  request  from  the  first  author. 
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t)  pica]  behavior  occurring  in  tlie  liome. 

Suggested  Screenirig  Schedule.  The  instru- 
ments available  to  the  primary  care  physician  for 
screening  the  child’s  social  and  inanimate  en- 
vironment, and  the  research  recpiired  to  rerify 
their  utility,  are  not  yet  adequately  developed  to 
provide  routine  recommendations  for  screening. 
However,  depending  on  the  nature  of  the  office 
practice  and  the  patients  served,  some  of  the  in- 
struments discussed  may  be  of  utmost  clinical 
utility  to  the  individual  clinician. 

IDENTIFIED  PROBLEMS 

Problem  in  the  child.  Screening  children  for 
developmental  problems  is  only  useful  if  the  pri- 
mary care  physician  has  a practical  approach 
available  for  further  evaluation.  Because  the  in- 
struments described  in  this  paper  are  screening 
instruments  and  not  diagnostic  techniques,  fur- 
ther diagnostic  procedures  will  be  required.  As 
a minimum,  complete  medical  and  social  histories 
are  required  as  well  as  complete  physical  and 


neurologic  examinations.  The  physical  should 
usually  include  tests  for  vision  and  hearing.  Fur- 
ther diagnostic  developmental  and  or  psycho- 
logical evaluations  are  usually  required  to  avoid 
mislabeling  and  over-diagnosis,  and  to  assist  in 
developing  a management  plan.  Figure  2 pro- 
vides an  optimal  staged  approach  to  screening  for 
childhood  developmental  problems  as  adapted 
from  a research  model. In  Arkansas  primary 
care  health  providers  typically  perform  stages  I 
and  II.  Stage  III  can  be  obtained  from  private 
psychologists,  local  mental  health  centers,  or 
school  districts,  depending  on  the  communitv.  A 
Stage  I\^  evaluation  has  been  historically  difficult 
to  obtain  in  Arkansas.  A new  interdisciplinarv 
center  is  in  its  infancy  stage  of  development  at 
Arkansas  Children's  Hospital  in  Little  Rock.  The 
.\rkansas  Children’s  Developmental  Center  uti- 
lizes a team  approach  consisting  of  general  pedi- 
atrics, audiology,  clinical  psychology,  speech 
pathologv,  and  social  work  in  assessing  children 


Figure  2 


Stages  in  Develcpnental  Assessment 


Stage  I 


Stage  II 


litial  hone  visit  or  well-bah^  clinic  visit-check  list  observation 
, PDQ/  RDSC)  of  infants  and  toddlers  plus  questionnaire  survey  of 
mothers  in  target  population 

Administration  of  appreciate  developmental  screening 
procedure  (e.g.,  DOST,  DSI)  to  positive  (Stage  I) 
children 


Stage  III 


Stage  IV 


Administration  of  developmental  assessment 
battery  (e.g.,  Bayley,  Griffiths, 
Vineland,  vision  and  hearing  tests, 
etc.)  to  positive  (Stage  II)  children 


Total  developmental 
evaluation  of  all 
positive  (Stage 
III)  children  at 
Interdisciplin- 
ary Center 
(UAF) 


Stage  VII 


Analysis 
and  synthesis 
of  findings 


Determination  of 
preventive  or  re- 
medial procedures, 
including  marshalling 
existing  resources  and/or 
stimulating  new  service 
resources 


Periodic  follcw-cp  to  determine 
efficacy  of  treatment  and  predictive 
validity  of  screening  procedures 


Surveillance, 
Screening, 
Assessment,  and 
Evaluation 


Intervention, 
Follow-rp,  and 
Validation 
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retenecl  with  (lcvelo[)meni;il  problems.  I'hc  re- 
S})onsibility  for  Stage  \'I  lies  with  the  local  Iiealth 
provider,  i.e.  determiiiiDg  the  appropriateness  of 
local  services,  and  attempting  to  stimulate  new 
seix  ices  cvhere  there  is  a deficiency. 

Problem  in  the  Enxnrotimenl . Informaiioti  re- 
garding the  einironment  derived  either  from  a 
home  cisit,  a clinic  observation,  or  an  office  in- 
teiA  iew  can  serve  as  a basis  lor  counselitig  parents 
about  experiences  likely  to  be  beneficial  to  the 
development  of  young  children.  A physician  can 
help  parents  realize  the  importance  of  toys  for 
the  decelopment  of  a child  and  can  help  them 
analyze  the  hmetion  of  different  kinds  of  toys 
(e.g.  gross  motor  coordination,  fine  motor  and 
eye-hand  coordination,  contact  comfort  atid  emo- 
tional security,  stimulation  of  exploration  and 
creativity,  etc.).  Similarly,  the  physician  can  help 
parents  realize  the  teaching  potential  of  simple 
everyday  experiences  like  a trip  to  the  grocery 
store  or  a walk  around  the  block. 

I he  iatrogenic  elfect  of  a simple  question  from 
a respected  physician  should  not  be  minimized. 
.\  mother  may  be  puzzled  or  even  resentful  if 
someone  she  doesn’t  know,  or  whose  role  she  does 
not  understand,  asks  her  if  she  ever  takes  her  baby 
with  her  when  she  goes  to  the  grocery  store.  But 
if  her  physician  asks  her  the  same  question,  the 
reaction  is  more  likely  to  be,  “Oh,  do  you  think 
I should?’’  .-\  brief  scanning  of  the  items  con- 
tained in  the  HOME  Inventory  provides  many 
valuable  cues  as  to  ways  in  which  physicians  can 
find  out  more  about  the  environments  in  which 
their  patients  are  developing.  These  can  also  pro- 
vide a natural  entree  to  an  effective  dialogue  with 
the  parents  which  is  likely  to  result  in  the  transfer 
of  information  and  values  which  will  foster  the 
favorable  develojjinent  of  the  child.  For  those 
children  at  environmental  risk  whose  jrarents  are 
not  likely  to  alter  the  environment,  referral  to  an 
intervention  oriented  early  childhood  day  care 
center  would  be  helpful. 

CONCLUSION 

Ellis  series  of  two  papers  provides  the  rationale 
and  methods  for  developmental  screening  of  chil- 
dren and  their  envirotnnents.  Primary  care  health 
providers  are  encouraged  to  utilize  the  structured 
and  standardized  procedures  described  herein. 
The.se  {irocedures  require  little  time  and  they  can 
be  reliably  performed  by  non-jirofessionals  under 
the  supervision  of  a responsilile  health  provider. 
Two  precautions  need  to  be  emphasized.  First, 
caution  should  be  used  in  interpreting  the  results 


of  these  tests.  .Screeners  should  not  overintei  pret 
;ind  use  diagnostic  labels  oti  the  basis  of  these 
s(  leening  insti  uments.  d here  is  a certain  percent 
of  false  positives  in  all  screening  tests.  Second, 
children  identified  as  abnormal  on  these  screen- 
ing tests  retjuire  further  diagnostic  testing. 
plan  for  diagnostic  evaluation  should  be  de- 
veloped prior  to  instituting  developmental  screen- 
ing. It  is  doubtful  that  such  screening  should  be 
undertaken  in  a community  if  no  diagnostic 
process  is  available. 
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EDITORIAL 


Cancer  & Submolecular  Biology 

Alfred  Kahn,  Jr.,  M.D. 


(^iba  has  puljlislied  another  fine  syinijosiinn. 
'I'his  one  is  entitled  ‘‘Stdnnoleciilar  Biology  and 
Cancer.”  d'he  practicing  physician  is  likely  to  l)e 
ihorcjtighly  intimidated  liy  the  title  — but  there 
are  several  chapters  of  extreme  interest:  Albert 
S/ent-Gyorgyi  j^resented  a paper  concerning  the 
living  state  and  cancer  in  wliich  he  discusses  some 
of  the  general  chemical  backgroiind  ot  living 
matter. 

()l  much  more  practical  interest  is  a presenta- 
tion “A  Note  on  Cancer  and  Possible  Relation- 
ships to  Submolectdar  Biology,”  by  .S.  Reslova- 
X'asilnkova  and  R.  j.  P.  AVilliams.  First  of  all  the 
atithors  list  13  characteristics  ot  cancer,  which  are 
as  follows:  "Extremely  widespread  among  species. 
All  types  of  cells  ot  one  organi,sm  are  susceptible, 
not  generally  infectious  or  contagious.  Suscepti- 
bilitv  to  disease  may  be  inheiited.  No  known 
cure  except  death  ol  the  affected  cells  sustained, 
not  nec  essai  ih'  rajtid  growth  rate  of  aberrent  t ells. 
Tumors  tlo  not  ha\e  a growth  form  or  shajje. 
Clnomosome  damage  in  some  cases,  abnoimal 
enzyme  ])atterns  anti  isoenzyme  cttmpositittns. 
F’nusual  antigen 't  character  associatetl  with  witle 
variety  f)f  chemicals  in  the  enc  ironmen t . As- 
sociated with  some  viruses,  cancer  cells  are  auton- 
omous and  may  be  transplantable.” 

1 his  is  an  interesting  but  in  no  way  surjnising 
list.  Fhe  authors  point  out  by  this  list  anti  tlis- 
cussion  that  canter  is  tlillerent  from  ttther  dis- 
eases. One  type  of  disease  is  tine  to  a lower  or- 
ganism in\ading  a higher  organism,  this  tlttes  not 
fit  tancer.  Canter  tloes  not  arise  from  the  muta- 
tion ot  germ  cells,  in  the  setise  of  prttvitling  a 
general  origin.  Cdiemical  pttisoning  ttrtlinarily 
does  not  lead  to  canter  — injury  btit  increasetl 
production  ot  cells;  some  chemicals  may  cause 
cancer  through  unknotvn  stejts.  Re.slo^’a-Yasiluk- 
t)va  and  ^Villiams  feel  that  although  viruses  are 


intracellular  there  is  no  general  association  be- 
tween viruses  anti  cancer  — the  general  rule  is 
infection.  Lastly,  they  state  that  autoimmune 
tlisea,se  may  relate  to  cancer  but  the  connecting 
bridges  are  unclear. 

Reslova-Vasilukova  and  Williams  summarize 
one  tlilemma  of  cancer  by  stating  that  ‘‘We  tlo  not 
know  what  cancer  is  in  any  precise  molecular 
scientific  terms.” 

One  distinguishing  characteristic  of  cancer  is 
the  ability  of  the  abnormals  to  have  unrestricted 
growth,  (irowth  implies  cell  multiplication  and 
when  this  occurs,  there  is  always  the  possibility  of 
stnne  inherent  error  which  may  lead  to  unbridled 
cell  mtikiplicatittn  — i.e.  cancer.  In  the  develop- 
ing animal,  growth  and  development  is  step  wise 
or  in  stages;  some  control  nmst  be  exerted  at  the 
terminus  of  each  stage  or  the  organism  would  be 
a weird  bodge  podge  of  cells.  Different  cell  types 
have  controls  which  exert  their  influence  during 
growth  and  development  — and  also  later  in  life 
to  prevent  unnecessary  growth.  Cancer  might 
well  be  ( haracterized  as  the  loss  of  such  control. 

I’he  authors  describe  how  cancer  is  seemingly 
a mutation  from  normal  cells  — a genetic  change. 
This  might  occtir  from  the  cell  incorporating 
1)N.\  of  viral  oxygen,  altered  DNA  from  chem- 
icals, etc.  The  1)N.\  cotdd  be  injured  at  many 
sites  and  the  different  sites  could  cause  different 
expressions  in  daughter  cells.  The  enciromnent 
around  the  cell  may  play  a role  in  helping  initiate 
a cancerous  change.  It  is  even  postulated  that 
tumors  might  be  initiated  after  damage  to  RNA 
or  some  control  protein  which  via  a feedback 
might  alter  cell  growth. 

Protective  devices  are  present  to  protect  cells, 
they  state,  as  extreme  shells,  pigmented  layers, 
intracellular  enzymes,  organelles  in  the  cells,  for 
oxidative  and  hydrolytic  attack.  Reslova-Vasilu- 
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ko\a  speculates  that  these  eery  piotectice  iiieas- 
mes  niiglu  tliemsehes  iiulute  cell  damage  vvliich 
Avon  1(1  lead  to  ( aiuer. 

I imior  gfowth  is  said  to  he  autoiioinous  and 
thus  tumors  do  not  ha\e  distiiutive  shape  like 
oi gaits.  It  is  not  ])ossihle  to  slate  il  this  autononn 
resides  in  a change  in  the  inner  cell  or  the  mem- 
hrane  hut  something  jrrevents  the  normal  controls 
Irom  (ommunieating  inlormation  to  guide  atul 
stop  cell  growth.  .Vside  from  killing  cancer  cells, 
another  mode  ol  therajiy  would  be  to  have  the 
cancer  re-establish  ( onim  u n ica  t ion  with  other 
cells  possibly  by  a chemical  messenger. 

Ot  importance  to  ])hysicians  is  the  authors’  dis- 
cussion of  the  matter  ol  disposition  to  cancer. 

I hey  feel  that  the  formation  of  cancer  cells  may 
relate  to  hormone  le\els,  strength  of  the  immune 
system,  strength  of  the  DNA  repair  apparatus,  and 


general  resistaute  of  the  cell  to  change — the 
ability  to  follow  regulation.  1 hese  are  factors 
which  are  transmitted  genetictilly.  Age  and  stage 
ol  lile  lend  to  modily  tliese  lactois.  External  in- 
lluences  in  the  environment  may  damage  a cell 
and  thus  leave  it  more  readily  convertible  Irom 
normal  to  cancer  by  some  internal  factor.  The 
big  problem  which  research  scientists  are  now 
wrestling  with  is  what  are  the  submolecular  states 
that  alter  the  cell  into  a cancer  cell.  The  expla- 
nation put  lorth  here  is  that  “certain  chemicals 
which  themselves  would  alter  the  amounts  of 
conducting  proteins,  and  therefore  of  communi- 
cation between  proteins,  in  a cell.’’  This  has  in 
turn  led  scientists  to  study  free  radicals  Avhich 
are  c harge  carriers  — three  donor  substrates  under 
intense  study  in  this  regard  are  oxygen,  meth\l- 
glycjxal,  and  ascorbic  acid. 


"'Jfcnt  Otkef  tfeaty 


Arkansas  Medical  Monthly 
V'ol.  1 No.  9 December,  1880  pp.  419-^20 
" 'THE  WATERS  OF  THE  HOT  SPRINGS 
WILL  KILL  CONSUMPTIVES.'  " 

1 he  language  above  ejuoted  w'e  find  in  one  of 
the  Hot  Sitrings  papers  of  a recent  date.  The  com- 
munication in  w'hich  it  occurs  is  from  the  pen  of 
Dr.  Cieorge  Lawrence,  one  of  the  most  widely- 
know'ii  and  accomjjlished  physicians  of  this  health 
resort.  During  twenty  years’  residence  there.  Dr. 
Law'ience  s large  practice  has  afforded  him  ample 
material  for  studying  the  therapeutic  propeilies 
of  these  thermal  waters,  and  he  states  that  he  has 
from  time  to  time  published  to  the  medical  w-orlcl 
the  fact,  in  unmistakable  language,  that  the 
wateis  ot  the  Hoi  .Springs  wall  kill  consumptives. 
He  cjuaintly  declares  that,  having  no  interesi  in 
any  cemetery  or  undertaker’s  establishment,  he 
dcjes  not  wish  peojtle  to  come  there  to  die. 

Ol  the  correctness  of  Dr.  Lawrence’s  observa- 
tions concerning  consumption  there  can  be  little 
doubt.  A clamp  valley  can  not  be  otherwise  llian 
harmfid  to  jxitients  with  phthisis. 

Dr.  [.acvrence  declares  that  these  waters  are  the 
most  valuable  adjuncts  in  the  treatment  ol 
chronic  clisea.ses  of  the  blood,  the  skin,  and  the 
nercous  system,  and  also  in  uterine  and  catarrhal 


alfections,  and  in  “tine  scrolulosis. 

Such  testimony  as  this  is  not  to  be  lightly  con- 
sidered, and  we  hace  no  mind  to  dispute  its  cor- 
rectness; but,  at  the  same  time,  that  in  the  Hot 
Springs  waters  there  is  any  lemedial  power  be- 
yond its  heal  w'e  totally  disbeliece.  As  Keyes  says, 
in  his  excellent  work  on  venereal  diseases,  the 
water  is  exceedingly  poor  in  mineral  ingredients, 
while  its  alleged  magnetic  cpialities  are  imponder- 
able. In  certain  cachectic  conditions  — whether 
rheumatic  gouty,  scrolulous,  malarial,  syphilitic 
cji  alcoholic  - where  all  remedies  have  lailed  at 
home,  a sojourn  at  Hot  S])rings  not  infrec|uently 
does  much  good,  pren  ided  the  patient  fall  into 
the  hands  of  a wise  physician  and  a good  cook; 
Inn  the  waters  alone  will  cure  none  of  these  af- 
lections.  Any  other  tolerably  pure  hot  water 
Avould  do  as  w'ell  were  it  ecjually  well  backed. 

No  scientific  |)hysi(ian.  we  believe,  claims  now 
that  this  w'ater  has  any  spec  if ic  power,  and  hit  less 
that  it  is  a panacea,  as  charlatans  pretend  and  the 
p()|ndace  believe.  . . . Few  every  known  and  imag- 
ined physical  ill  people  Hock  thither;  the  old  in 
search  ol  youth,  the  young  in  search  of  perfect 
health,  the  impotent  lot  \iiilit\,  the  barren  lor 
babies,  the  rotten  for  renovation,  fn  a word,  these 
springs  are,  in  popular  belied,  the  cast,  the  all- 
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comprehensive,  resistless  and  infallible  extin- 
guisher of  human  maladies.  Hence  this  Arkansas 
village  is  a delightful  place  for  doctors,  and  prob- 
ably no  town  in  the  world  is  so  abundantlv  sup- 
plied with  these  useful  and  amiable  philanthro- 
pists, who  are  ever  ready  to  go  where  thev  can 
tio  the  most  good. 


Ah,  and  what  a fountain  of  happiness  and 
health  it  surely  is,  if  the  cackle  which  comes  to 
us  from  the  little  burg  be  true;  for,  as  rumor  hath 
it,  all  the  doctors  who  go  there  grow  rich  and  all 
their  patients  come  away  cured! 

Louisville  Medical  News. 


MEDICINE  IN  THE  NEWS 


THE  MONTH  IN  WASHINGTON 

The  American  Medical  Association  has  urged 
the  Democratic  Party  Platform  Committee  to  di- 
rect more  federal  eflort  toward  the  su])port  of  the 
private  sector  in  order  to  strengthen  the  (juality 
and  accessibility  of  medical  care  for  all  Americans. 

Testifying  before  the  platform  committee  in 
Washington,  AMA  Chairman  Lowell  Steen,  M.D., 
said  the  private  sector  is  best  equipped  to  take 
the  lead  in  these  activities  with  the  role  of  the 
government  limited  to  a supportive  one. 

1 he  platform  shoidd  include  a strong  state- 
ment urging  the  elimination  of  unnece.ssary  fed- 
eral regulation  in  medicine,  Dr.  Steen  said. 

Noting  that  the  medical  profession  is  not  op- 
posed to  all  regulation,  the  AMA  official  said  that 
any  regulation  attempting  to  dictate  physician 
medical  judgment  and  practice  must  be  avoided. 
Any  interference  with  the  physician-patient  rela- 
tionship and  the  confidentiality  of  this  relation- 
ship should  be  opposed.  Dr.  Steen  said. 

The  AMA  recommended  that  the  platform  call 
for  reforms  in  the  regulatory  process  and  that 
federal  agencies  be  more  publicly  accountable  for 
their  activities. 

A key  proposal  was  that  the  platform  call  for  in- 
creased efforts  to  improve  the  nation’s  health 
status.  “Included  should  be  continued  sujjport 
for  medical  manpower  and  health  care  facility 
development,  with  increased  research  in  the  basic 
medical  sciences.  Special  efforts  should  be  con- 
centrated in  areas  of  health  education  for  all 
individuals.” 


The  Democratic  Committee  was  asked  to  recog- 
nize the  Voluntary  Effort  (VE)  initiated  by  vari- 
ous private  sector  parties  as  the  most  effective  and 
appropriate  means  of  meeting  hospital  cost  issues. 
“It  has  succeeded  in  holding  down  the  rate  of 
increase,”  said  Dr.  Steen. 

“The  AMA  has  also  called  on  individual  phy- 
sicians to  hold  down  fee  increases,  and  the  suc- 
cess of  this  effort  is  evident  from  the  fact  that  the 
physician  fee  component  of  the  Consumer  Price 
Index  during  the  past  year  was  significantly  below 
the  ‘All  Items’  element.  We  urge  the  Democratic 
Party  to  include  in  its  platform  support  for  the 
VE  as  the  best  means  of  controlling  the  health 
care  inflation.” 

The  platform  should  emphasize  support  to 
private  sector  efforts  to  improve  health  insurance 
coverage  and  protection,  especially  against  cata- 
strophic illness,  said  Dr.  Steen.  Improvements 
also  should  be  sought  in  Medicare  and  Medicaid 
to  assure  mainstream  medical  care,  he  added. 

The  overwhelming  majority  of  the  population 
has  coverage  for  medical  services,  but  there  are 
still  gaps  in  coverage.  Dr.  Steen  said.  “However, 
those  problems  do  not  necessitate  a radical  re- 
structuring of  the  health  care  delivery  system, 
such  as  is  proposed  by  the  President  or  by  Senator 
Kennedy  in  their  National  Health  Insurance 
plans.” 

The  AMA  Chairman  said,  ‘AVT  reject  the  no- 
tion that,  to  meet  the  challenges  of  tomorrow,  we 
must  scrap  the  success  of  yesterday  and  today. 
Private  health  insurance  has  been  a successful 
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vchi( ie  to  opening  tlic  access  to  ineilical  care  lor 
(lie  cast  majority  ol  onr  population.  W'e  Irelieve 
that  the  private  sector  can,  in  cooperation  with 
the  federal  government  where  nece.ssary,  close  the 
remaining  gaps  in  insurance  coverage." 

Dr.  Steen  said  the  Democrats  shoidd  include  in 
their  platform  a call  on  the  federal  government 
“to  keep  its  promise  to  the  elderly  and  the  poor  — 
that  Medicare  and  Medicaid  eliminate,  not  per- 
petuate. financial  harriers  to  mainstream  medical 
care." 

In  ccjiic hiding.  Dr.  Steen  said,  “\Ve  believe  the 
challenges  of  the  '80s  are  to  maintain  and  improve 
the  c|ualit\  of  medical  care  and  to  ensure  con- 
tinued access  to  that  care  for  all  citizens." 

# * * * * 

.\  middle  grotind  treatment  of  people  found 
guilty  of  simple  possession  of  marijuana  has  been 
urged  by  the  AMA. 

.\  substantial  redtiction  in  penalties  might  be 
interpreted  (particularly  by  young  people)  as  so 
cietal  approval  of  marijuana  use,  the  AMA  tcald 
the  Senate  Judiciary  Committee,  but  the  main- 
taining of  existing  criminal  penalties  may  be  too 
extreme. 

‘A\’e  believe  that  a middle  ground  between  the 
stiff  penalties  permitted  under  the  current  law 
and  those  proposed  in  S.  1722  (a  bill  before  the 
Committee)  would  be  more  appropriate,"  wrote 
James  H.  Sammons,  M.D.,  AMA  executive  vice 
president.  ‘AVe  are  particularly  concerned  by  the 
stigma  that  any  period  of  imprisonment  or  a 
felony  conviction  attaches  to  a young  person’s 
record,  and  the  lifelong  barriers  to  many  avenues 
of  employment  and  other  future  development 
that  may  result  from  sporadic  use  of  marijuana 
or  even  a moment  of  youthful  misdirection.  " 

Dr.  Sammons  said  severe  ])enalties  should  be 
kept  for  those  who  traffic  in  the  illicit  marketing 
of  controlled  substances,  including  marijuana. 
***** 

Nine  national  organizations  in  the  health  field, 
including  the  AMA,  expressed  concern  to  (Con- 
gress about  a proposal  to  make  chiropractic  edu- 
cation eligible  for  federal  aid. 

The  proposal  has  been  advanced  by  Sen.  Harri- 
son Williams  (D-NJ),  Chairman  of  the  Senate 
Labor  and  Human  Re.sotirces  Committee,  as  part 
of  the  overall  health  professions  assistance 
package. 

The  eight  additional  organizations  are:  the 
American  .\ssociation  of  Dental  .Schools,  the  As- 


sociation of  .American  Medical  Colleges,  the 
American  Association  of  (Colleges  of  Pharmacy, 
the  American  Association  of  Colleges  of  Osteo- 
pathic Medicine,  the  American  Dental  Associa- 
tion, the  American  Pharmaceutical  Association, 
the  Association  of  American  Veterinary  Medical 
Colleges  and  the  American  Veterinary  Medical 
Association. 

In  a letter  to  Committee  members.  Sens.  Ed- 
ward Kennedy  (D-MA),  and  Richard  Schweiker 
(R-PA),  the  organizations  said: 

"We  are  concerned  over,  among  other  things, 
the  timing  of  this  development  and  the  impact 
it  may  have  on  the  existing  programs  under 
Titles  VII  and  VIII  of  the  Public  Health  Serv- 
ice Act.  That  is,  at  a time  when  all  segments 
of  health  manpower  are  being  asked  to  accept 
across-the-board  cutbacks  ...  it  wotild  seem 
a little  inconsistent  to  simultaneously  expand 
the  base  of  eligibility  and  participation. 

“ ...  it  further  troubles  us  that  a proposal  to 
establish  entitlement  for  a new  health  provitler 
group  such  as  chiropractic  would  come  without 
any  of  the  normal  legislative  deliberations  to 
which  the  Committee  has  customarilv  adhered. 

z 

Indeed,  without  any  recommendations  from 
the  Administration,  any  public  hearings,  and 
in  general  any  of  the  close  scrutiny  which  each 
of  our  professions  has  undergone  before  being 
covered  under  the  Act,  a very  significant  and 
major  dilution  of  the  program  has  been  an- 
nounced in  this  instance  as  almost  a concensus 
modification. 

“ ...  if  there  is  now  an  appropriate  jjlace  lor 
chirojnactic  or  any  other  discipline  within  the 
Health  Professions  Education  and  Distribution 
Act  of  1980,  there  should  be  no  diffictilty  in 
substantiating  it  through  a ftdl  and  complete 
evaluation." 

***** 

The  Carter  Administration  has  taken  a qtiick 
step  backwards  in  its  proposed  directive  to  limit 
federal  support  for  hospital  construction.  In  the 
space  of  a day.  White  House  officials  withdrew 
from  the  proposal  a provision  that  state  and  local 
health  planning  agencies  w'oiild  review  and  com- 
ment on  proposed  federal  hospitals. 

American  Hospital  Association  President  J.  A. 
McMahon  said  that  the  change  of  mind  makes 
the  entire  jjrogram  “all  the  more  jtolitical.  I'hey 
pulled  back  the  only  thing  in  the  proposal  that 
made  any  .sense." 
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McMahon  speculated  that  pressure  from  vet- 
erans’ groups  was  responsible  tor  the  White  House 
leversal.  "They  (the  White  House)  ditln’t  want 
to  take  on  the  veterans  in  an  election  year,” 
McMahon  said. 

An  American  Legion  spokesman  confirmed 
that  a strong  protest  was  lodged  at  the  White 
House  against  inclusion  of  Veterans’  Administra- 
tion facilities  in  the  health  planning  process. 

Later  in  the  month,  however,  the  White  Hotise 
Office  of  Management  and  Budget  (OMB)  jmlt- 
lished  in  the  Federal  Register  a proposed  memo- 
randum that  woidd  establish  policies  and  pro- 
cedures under  the  Carter  plan  to  limit  federal 
support  for  hospital  construction  in  overbedded 
areas,  d he  OMB  document  includes  background 
data,  definitions,  and  outlines  of  the  policies  and 
implementation  procedures  for  hospitals. 

# * # # * 

Insisting  there  were  no  political  strings  at- 
tached, the  Allministration  has  signed  an  agree- 
ment with  New'  York  State  and  New  York  City 
providing  federal  funds  to  keep  open  tw'o  Harlem 
hospitals  slated  for  shutdown. 

Under  the  agreement  the  fetleral  government 
w'ill  spend  $7.7  million  to  establish  a Health 
Maintenance  Organization  at  Metropolitan  Hos- 
]Mtal.  d'he  city  and  state  together  will  contribute 
a similar  amount. 

In  addition,  the  federal  government  will  pro- 
vide an  unspecified  amount  to  establish  a special- 
ized alcohol,  drug  abuse  and  mental  illne.ss  pro- 
gram at  Sydenham  Hospital. 

Both  hospitals  had  been  slated  for  closing  by 
the  city.  They  will  remain  open  with  the  new 
federal  programs. 

“Metropolitan  Hospital  wdll  become  'family 
doctor’  to  the  people  of  the  community,"  Patricia 
Harris,  Secretary  of  the  Health  and  Htnnan  Serv- 
ices (HHS)  Department,  said.  “If  this  demonstra- 
tion is  successhd,  at  the  entl  of  five  years  we  will 
have  a model  delivery  system  which  can  be  used  by 
other  inner  city  areas  wdth  similar  problems.  ” 

Lhe  city  plans  to  enroll  at  least  17,000  city 
workers  and  others  with  health  insurance  in  the 
program,  giving  it  a stable  base. 

Mrs.  Harris  insisted  there  were  no  political 
strings  to  the  agreement.  “ Lhis  is  not,  as  some 
have  said,  an  attemjjt  to  buy  votes,”  Mrs.  Harris 
said.  “The  votes  of  the  jteople  of  New  ’\'ork  are 
not  for  sale.  ” 

Confronted  by  the  lirst  of  a series  of  hospital 


closings  in  New  York  City  last  year,  Mrs.  Harris 
took  a tough  stand,  insisting  it  wasn’t  tederal 
government’s  responsibility  to  bail  out  failing 
hospitals.  Ironically,  New'  York  State  has  a tightly 
regtdated  hospital  system  w'hich  federal  planners 
often  cite  approvingly  for  keeping  a lid  on  rate 
increases. 

Lhe  agreement  was  signed  at  an  elaborate 
\Vhite  House  ceremony  featuring  Mrs.  Harris, 
Vhce  Presitlent  Walter  Mondale,  New  York  .Mayor 
Edw'ard  Koch  and  lawmakers  from  the  state. 

# * * * # 

The  troublesome  ethical  and  economic  prob- 
lem of  providing  heart  transjilants  as  a Medicare 
benefit  will  be  w'eighed  by  a special  study  at  the 
HHS  Department. 

Afeantime,  the  .Agency  is  halting  the  benefit 
which  had  been  granted  on  an  ad  hoc  basis  for 
Metlicare  patients  receiving  transplants  at  the 
Stanford  Ihiiversity  Medical  Center  which  per- 
forms about  25  transplants  annually. 

Medicare  has  financed  a total  of  23  transplants 
over  the  years.  Heart  transplantation  has  been 
developed  at  Stanford  under  Norman  Shumway, 
M.D.,  into  a procedure  that  has  shown  promise 
of  greatly  extending  life. 

HHS  Secretary  Patricia  Harris  told  a news  con- 
ference that  “it  is  the  promise  of  the  extended  life 
this  new  technique  offers  those  facing  death, 
along  w'ith  the  prospect  of  its  increased  use  in 
future  years,  that  makes  the  Department’s  policy 
decision  in  this  area  a matter  of  critical  interest 
to  the  American  public.” 

There  are  too  many  tmanswered  (|uestions  to 
justify  a final  decision  on  general  Medicare  cover- 
age, Harris  said.  These  include  the  patient  selec- 
tion process,  the  long-term  social,  economic  and 
ethical  con,se(juences  of  the  procedure,  and  the 
potential  for  national  expansion  of  the  heart 
transplantation  procedure. 

New  medical  techniques  and  technologies  “de- 
mand that  we  develo])  a rational  process  that 
makes  it  possible  to  define  w'hat  constittites  ‘rea- 
sonable and  necessary’  medical  services  w'hich  can 
be  funded  by  Medicare  in  the  case  of  heart  trans- 
plants and  other  procedures,”  she  said. 

’Lhe  Department’s  tw'o-year  study  will  be  con- 
ductetl  by  the  Health  Care  Financing  .Administra- 
tion in  cooperation  with  the  Public  Health  .Serv- 
ice’s National  Center  for  Health  Care  Lechnology. 
* # * * * 

Desjiite  the  insistence  of  the  Food  and  Drug 
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Administration  tlnit  there  is  no  la«  time  in  the 
approval  lor  new  drugs,  the  I'.  S.  Cieneral  Ae- 
{onnting  Olliee  has  declared  the  drug  lag  oHicial. 

In  a recent  report  entitled  “FDA  Drug  Ap- 
proval — A Lengthy  Process  Fhat  Delays  the 
Availability  ol  Important  New  Drugs,"  the  GAO 
said  that  tor  some  important  drugs  (those  pro- 
\iding  a major  or  modest  gain  over  any  other 
marketed  drugs),  the  approval  process  delays  the 
availability  ot  the  therapeutic  benelits  a drug  may 
piovicle  to  the  jjublic." 

The  report  touncl  that  during  one  |)articular 
period  — )uly,  1975  to  February,  197H  — the  FDA 
approved  14  signilicant  new  drugs,  1,4  of  which 
had  already  been  approved  abroad,  Norway,  Can- 
ada and  Switzerland  aj^prove  new  drugs  on  an 
average  ot  one-half  the  U.  S.  ajrproval  time,  while 
England  averages  one-fifth  the  LI.  S.  approval 
time. 

4 he  GAO  Report  did  not  reserve  all  its  criti- 
cism for  the  FD.\.  Industry  must  also  share  the 
blame  for  a slow  approcal  jjrocess.  I’he  report 
charged  that  drug  companies  submit  incomplete 
new  drug  applications  and  are  slow’  to  resolve 
deficiencies.  The  FDA  is  responsible  for  other 
major  delay  factors  including: 

• scientific  and  professional  disagreement  be- 
tween FDA  and  industry. 

• imprecise  FDA  guidelines,  subject  to  varying 
interpretations. 

• slow  or  inadecjuate  FDA  feedback  to  industry 
and  lack  of  promptness  in  notifying  drug 
firms  of  deficiencies  in  applications. 

• limited  time  sjjent  review'ing  an  uneven 
workload. 

• lengthy  chemistry  and  manu.'^acturing  control 
reviews. 

"Other  (delay)  factors  include  intense  congres- 
sional and  consumer  scrutiny  of  the  drug  approval 
process,  adversary  relationshijjs  between  FDA  and 
the  drug  industry,  and  FD.\’s  conservative  ap- 
proach to  drug  regulation,"  said  the  G.\0  Report. 
***** 

1 he  HH.S  Department  is  sending  a catalogue 
ol  comparative  price  iniormation  on  IS4  prescrip- 
tion drugs  to  all  physicians  and  pharmacists. 

4 he  catalogue  divides  184  of  the  most  frecpient- 
ly  prescribed  drugs  plus  aspirin  and  acetamino- 
phen into  lb  therapeutic  categories  such  as  anal- 
gesics and  anti-infectives. 

L’ntler  each  category,  the  guide  lists  the  generic 
and  trade  names  lor  each  di  ug,  the  marketer  of 


the  products,  and  the  cost  to  the  pharmacist  ol 
an  amount  ecjual  to  one  day  of  therapy  ol  each 
drug.  Bar  gra|)hs  show  the  daily  therajiy  cost  ol 
each  drug  relative  to  other  brands  of  the  same 
drug. 

Fhe  guide  is  intended  to  heljt  physicians  and 
l)harmacists  consider  the  cost  of  different  drugs 
when  they  write  or  dispense  prescriptions,  FIH.S 
said. 

HHS  said  about  half  of  the  drugs  commoidy 
prescribed  in  tbe  LI.  S.  are  available  from  multijde 
sources  — by  l)oth  brand  and  generic  names  — and 
at  widely  varying  prices. 

Gurrent  statistics  show  that  only  12  percent  of 
w’litten  prescriptions  specify  the  generic  names 
of  a drug. 

Pharmacists  are  allowed  in  ,45  states  to  dispense 
lower  priced  generic  drugs  in  ]jlace  of  brand  name 
products  without  the  consent  of  the  physician  un- 
less the  physician  indicates  that  the  patient  needs 

the  higher  priced  brand. 

* # * # # 

Flowarcl  Newman,  j^resident  of  the  Dartmouth- 

Flitchcock  Medical  Center,  Flanover,  N.  FI.,  has 
been  appointed  .Ldministrator  of  the  Health  Care 
F'inancing  Administration  (IICFA).  New’inan.  45, 
succeeds  Leonard  .Schaeffer,  who  resigned.  HCF'.\ 
runs  the  Medicare  and  Medicaid  programs  in  the 
HHS  Department. 

In  the  early  1970s  Newman  was  Commissioner 
of  the  Medical  .Services  Administration  which 

operated  the  Medicaid  program. 

# * * # # 

NEW  CODE  OF  ETHICS 

.At  the  July  1980  meeting  of  the  American  Med- 
ical Association,  the  House  of  Delegates  of  .A.\IA 
adojjted  new  Principles  of  Medical  Ethics  as 
follows: 

AMA  PRINCIPLES  OF  MEDICAL  ETHICS 

Preamble:  Fhe  medical  jjrofession  has  long 

subscribed  to  a body  ot  ethical  statements  de- 
veloped primarily  tor  the  benefit  of  the  patient. 
As  a member  of  this  profession,  a physician  must 
recognize  responsibility  not  only  to  jjatients,  fnit 
also  to  society,  to  other  healtli  professionals,  and 
to  self.  Fhe  following  Principles  adopted  by  the 
American  Medical  Association  are  not  laws,  but 
standards  of  conduct  which  define  the  essentials 
of  honorable  behavioi  tor  the  physician. 

1.  .A  physician  shall  be  dedicated  to  providing 
competent  medical  service  with  compassion 
and  respect  for  human  dignity. 
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II.  A physician  shall  deal  honestly  with  patients 
and  colleagues,  and  strive  to  expose  those 
physicians  deficient  in  character  or  compe- 
tence, or  who  engage  in  fraud  or  deception. 
III.  A physician  shall  respect  the  law  and  also 
recognize  a responsibility  to  seek  changes  in 
those  recpiirements  which  are  contrary  to  the 
best  interests  of  the  patient. 

I\'.  A physician  shall  respect  the  rights  of  pa- 
tients, of  colleagues,  and  of  health  profes- 
sionals, and  shall  safeguard  patient  confi- 
dences w'ithin  the  constraints  of  the  law'. 

A physician  shall  continue  to  study,  apply 
and  advance  scientific  knowledge,  make 
relevant  information  available  to  patients, 
colleagues,  and  the  public,  obtain  consulta- 
tion, and  use  the  talents  of  other  health  pro- 
fessionals when  indicated. 

\’l.  physician  shall,  in  the  provision  of  appro- 
priate patient  care,  except  in  emergencies, 
be  free  to  choose  whom  to  serve,  with  whom 
to  associate,  and  the  environment  in  which 
to  provide  medical  services. 

\ II.  A physician  shall  recognize  a responsibility 
to  participate  in  activities  contributing  to 
an  improved  community. 

# * # * 

MINUTES  OF  MEETING  OF  THE  COUNCIL 
OF  THE  ARKANSAS  MEDICAL  SOCIETY 

The  Council  of  the  Arkansas  Medical  Society 
met  at  12:00  noon  on  Sunday,  June  29,  1980,  in 
the  Plaza  West  Room  of  the  Camelot  Inn,  Little 
Rock.  Present  were  Burge,  Kutait,  Smith,  Shuf- 
field,  Duzan,  Martin,  Osborne,  Crow,  Gray, 
Hestir,  P.  Bell,  Irwin,  Warren,  Sanders,  Harris, 
McCrary,  Jouett,  Henry,  Whlliams,  Wilkins,  Lilly, 
Andrew's,  Chudy,  Phillips,  Watson,  Wynne,  Kolb, 
Robert  Benafield,  James,  \\Tber,  Thomas  Bruce, 
James  Kolb,  Mr.  John  Greer  of  Blue  Cross-Blue 
Shield,  Mrs.  Warren  Boop,  Mr.  Cearley,  Mr.  La- 
Mastus,  Miss  Richmond,  and  C.  C.  Long. 

The  Council  transacted  business  as  follows: 

1.  Heard  Mr.  Greer  report  on  the  results  of  a 
poll  of  participants  in  the  Society  group  plan 
regarding  extension  of  enrollment  to  em- 
ployees of  physicians  and  their  families.  He 
reported  that  11%  of  the  participants  re- 
sponded; he  did  not  feel  that  the  response 
indicated  a desire  by  the  majority  of  the  par- 
ticipants to  include  employees  and  their  fam- 
ilies. Upon  motion  of  AVilkins,  the  Council 
\oted  to  include  emplovees  and  their  families 


in  the  Society  group  plan  inasmuch  as  the 
respondents  did  indicate  a desire  to  do  so. 

2.  Dr.  Henry  presented  suggestions  from  the 
Washington  County  Medical  Society  regard- 
ing changes  in  the  Annual  Session  scheduling 
to  increase  interest  and  attendance.  After 
discussion,  the  Council  voted  to  change  the 
meeting  time  for  the  annual  session  from 
Sunday  through  Wednesday  to  Thursday 
through  Sunday  as  soon  as  feasible.  The 
Council  further  voted  to  study  changing  of 
the  meeting  format  with  a report  to  be  pre- 
sented to  the  Council  for  approval. 

3.  The  Council  approved  actions  of  the  Execu- 
tive Committee  on  May  28,  1980,  by  motion 
of  Harris. 

4.  The  Council  voted,  upon  motion  of  Lilly,  to 
establish  the  follow'ing  policies  regarding  ex- 
pense allowance  for  the  president  and  presi- 
dent-elect of  the  Society  and  certain  conven- 
tion expense  as  follows: 

(A)  Complimentary  tickets  are  to  be  fur- 
nished to  all  individuals  seated  on  the 
dais  at  the  convention  inaugural 
banquet. 

(B)  Eight  complimentary  tickets  for  the  in- 
augural banquet  are  to  be  made  avail- 
able to  the  incoming  president  for  his 
guests  attending  his  inauguration. 

(C)  The  Society  is  to  pay  the  hotel  bill  of 
both  the  president  and  president-elect  at 
the  annual  meeting. 

(D)  Expenses  be  authorized  for  both  the 
president  and  president-elect  to  attend 
the  American  Medical  Association  Lead- 
ership Conference  each  year. 

(E)  Expenses  be  authorized  for  both  the 
president  and  president-elect  to  attend 
one  of  the  two  meetings  of  the  American 
Medical  Association  House  of  Delegates 
each  year. 

(F)  The  Society  w ill  pay  reasonable  expenses 
of  the  president  and  president-elect  in 
addition  to  the  above-listed  items. 

Upon  motion  of  Henry  the  Council 
voted  to  make  the  authorization  for  the 
expenses  retroactive  to  the  1980  Annual 
Session. 

(Fiscal  Note:  It  is  estimated  that  items 
authorized  above  will  increase  the  Soci- 
ety expense  budget  for  approximately 
$5,000  per  year.) 
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5.  I'pon  motion  ot  Williams  and  Kutait,  the 
Cioumil  voted  to  ask  the  Budf>et  (Committee 
to  make  a recommendation  to  the  Coniuil 
regarding  payment  ol  mileage  tor  Society 
members  attending  committee  meetings.  I he 
consensus  ot  the  Clonncil  members  present 
was  that  a mileage  allowance  should  he  al- 
lowed committee  members  as  long  as  such 
payment  could  he  made  within  the  present 
dues  structure. 

6.  The  Council  considered  the  vacancy  on  the 
Medical  Services  Review  Committee  for  the 
Radiology  position  and,  upon  motion  ot  War- 
ren, selected  Donald  C.  Riley  of  Russellville 
to  fill  the  vacancy. 

7.  The  Council  considered  the  mileage  allow- 
ance paid  to  members  of  the  Council  and 
voted  to  keep  the  payment  at  ISC'  per  mile. 

8.  James  Kolb  of  the  Committee  on  National 
Legislation  and  James  Weber  reported  for 
Society  representatives  making  a trip  to 
^Vashington  to  visit  with  the  .\rkansas  Con- 
gressional delegation. 

9.  President  Kutait  discussed  the  officer  retreat 
pro))Osed  in  his  inaugural  address  and  recom- 
mended that  the  Council  endorse  the  concept 
and  appoint  a committee  to  work  out  details. 
Upon  motion  of  \V"anen,  the  Council  re- 
Cjuested  that  the  chairman  appoint  an  ad  hoc 
committee  of  the  Council  to  study  the  feasi- 
bility of  a weekend  retreat  for  officers  and 
report  back  to  the  Council. 

10.  The  Council  made  apjiointments  to  the 
Board  of  Trustees  of  the  Society  Pension  Plan 
as  follows: 

Dr.  T.  E.  Townsend  — appointed  to  fill  the 
unexpired  term  of  Mr.  Schaefer  (term 
expires  April  1983). 

Dr.  George  F.  Wynne  — appointed  to  succeed 
Dr.  Ben  Saltzman  (term  expires  April 
1984). 

11.  Dr.  Kutait  reported  for  the  Reorganizational 
Study  Committee  and  submitted  the  follow- 
ing recommendation: 

“That  the  Council  favorably  consider  limi- 
tation of  tenure  of  councilors  to  three  two- 
year  terms  with  two  years  off  before  being 
eligible  for  re-election.  The  committee  fur- 
ther recommended  that  the  mechanism  for 
implementation  be  worked  out  by  the  Coun- 
cil and  not  referred  back  to  the  committee.” 

There  was  considerable  discussion  on  limi- 


tation of  tenure  for  couiuilors,  with  the  ma- 
jority against  limitation.  The  Council  then 
voted,  by  motion  of  Whlliams,  to  reipiest  that 
the  Constitutional  Revisions  Committee 
draft  amendments  to  the  Constitution  and 
Bylaws  to  jirovide  that  councilor  districts 
would  actually  hold  elections  prior  to  the 
.\nnual  Session  of  the  State  to  elect  the  (oun- 
cilor  for  the  councilor  vacancy  occurring  at 
that  annual  session. 

12.  Dr.  Kutait  requested  an  expression  ol  opinion 
from  the  Council  on  limitation  of  tenure  for 
Society  officers,  sitice  that  issue  is  being  con- 
sidered by  the  reorganizational  study  com- 
mittee. Upon  motion  of  Lilly,  the  Council 
went  on  record  as  being  getierally  opjiosed  to 
limitation  of  tenure  for  its  officers. 

13.  The  Council  received  for  information  the  Ar- 
kansas Department  of  Health’s  grant  appli- 
cation for  continuation  of  its  Rural  Health 
Development  Office  program. 

14.  James  WTber,  chairman  of  the  Legislative 
Committee,  reported  to  the  Council  that  the 
State  Medical  Board  had  proposed  regula- 
tions which  would  limit  to  tw'o  the  number 
of  registered  nurse  practitioners  employed  or 
supervised  by  a licensed  physician.  LIpon 
motion  of  Kutait,  the  Council  voted  to  write 
the  State  Legislative  Council  endorsing  the 
concept  of  having  only  two  nurse  practition- 
ers employed  or  supervised  by  a physician 
and  providing  a copy  of  an  article  from 
Medical  Economics  regarding  a pediatrician’s 
use  of  pediatric  physician’s  assistants.  The 
motion  included  directions  to  forward  a copy 
of  the  letter  to  the  Director  of  the  State 
Health  Department. 

The  meeting  adjourned  at  2:10  p.m. 

APPROVED:  John  P.  Burge,  ^f.D. 

Chairman 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  Each  lead  shows  both  native  and  paced 
beats.  The  native  beats  are  In  RBBB  configuration  and  the 
paced  beats  are  in  LBBB  configuration.  The  first  pace- 
maker artifact  in  a VR  initiates  no  QRS  complex.  There 
are  other  examples  of  noncapture  on  the  trace  as  well. 
The  interval  from  the  pacemaker  spike  initiating  the  first 
QRS  complex  in  V4  to  the  native  QRS  in  V4  exceeds  by 
far  the  free  running  interval  of  the  pacemaker,  so  the 
pacemaker  was  inhibited  by  some  potential.  This  would 
be  an  example  of  a sensing  problem  with  the  pacemaker. 
So,  all  the  statements  are  true  except  C.  The  patient  ulti- 
mately required  new  epicardial  leads. 
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Category  1 

Continuing  Medical  Education 
Programs  Available  in 
Arkansas 


TWO  DAYS  OF  INTERNAL  MEDICINE 

Presented  by  George  Ackerman,  M.D.,  Oc  tober 
17,  S:3()  a. til.  to  5:00  p.tti.,  and  October  IS,  8:30 
(i.tn.  to  3:30  p.m.,  Education  I Auditorium, 
I'AMSCi.  Eleven  hours  Category  I credit.  Reg- 
istration fee:  $7,5  ($50  for  American  College  ol 
Physicians  members). 

TENDON  SURGERY  FOR  THE 
HAND  AND  FOREARM 

Presented  by  E.  R.  Weber,  AEf).,  October  2-f , 
8:00  (I.tn.  to  5:00  p.m.,  and  October  25,  8:00  a.m. 
to  1:00  p.m.,  Education  If  Building,  UAMSC. 
Twelve  hours  Category  I credit. 

MANAGEMENT  OF  ACUTE 
RESPIRATORY  PROBLEMS 

Presented  by  Jan  D.  Smith,  M.l).,  University  of 
1 exas  at  San  Antonio,  and  Frank  James  AVhlson, 
Jr.,  M.i:).,  II  niversity  of  Arkansas  for  Medical  Sci- 
ences, Nox’cmber  5,  3:30  p.m.  to  8:00  p.m..  Holi- 
day Inn,  1-30  at  State  Line,  I'exarkana.  Four 


hours  Category  I credit.  Registration  fee  $12 
(dinner  meeting).  Sponsored  by  AHEC-Southwest 
Texarkana. 

ENDOCRINE  TREATMENT  OF  INFERTILITY/ 
ENDOCRINOLOGY  OF  SEXUAL  BEHAVIOR 

Presented  by  Ewa  Radwanska,  M.D.,  “Endocri- 
nology of  Sexual  Behavior,”  Nox/ember  7 , 8:00 
p.m.;  “Endocrine  d'reatment  of  Infertility,”  A"c»- 
nember  8,  8:00  a.m.  to  5:30  p.m.,  Camelot  Inn, 
Little  Rock.  Hours  of  Category  I credit:  one  hour 
November  7;  eight  hours  November  8.  Registra- 
tion fee:  $75,  $20  for  optional  dinner  on  Novem- 
ber 7.  Sponsored  by  EIAMS. 

BEYOND  THE  BASICS:  AN  ADVANCED 
PROGRAM  IN  INFECTION  CONTROL 

Presented  by  Terry  Yamauchi,  M.U.,  Novem- 
ber 20,  7 :45  a.m.  to  5:00  p.m.,  and  Noxtember  21 , 
8:00  a.m.  to  4:00  p.m.,  Camelot  Inn,  Little  Rock. 
Ten  hours  Category  I credit.  Registration  fee: 
$50.  Sponsored  by  DAMS. 


RECURRING  EDUCATION  PROGRAMS 

I'niess  otliei\vise  indicated,  programs  are  for  one  to  one  and  one-half  hours  Category  I credit. 

FAYETTEVILLE  — AHEC-NW 

.Medical  Teaching  Conference,  each  Saturday,  7:S0  a.m.,  ^Vashington  Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  Octoher  2nd  and  Kith,  and  November  Kith  and  2hth,  1:00  p.m.,  Conferetice  Room. 

Pathology  Conference,  Octoher  21st  and  November  18th,  3:00  p.tn..  Conference  Room. 

.Morltdity  Conference,  October  9th  and  Novemher  13th,  3:09  p.m.,  Conference  Room. 

FORT  SMITH— AHEC 

Tumor  Conference,  every  Tttesdav.  12:00  noon.  Fourth  Floor  Conference  Room.  Sparks  Regional  .Medical  Center. 

JONESBORO  — ST.  BERNARD’S  REGIONAL  MEDICAL  CENTER 

Intereiling  Cases,  secotid  and  fourth  I itesday.  12:00  noon.  Dietary  C'.onference  Room.  Sponsored  by  .VHEC-NE. 
Tumor  Conference,  third  I tiesdav,  12:00  noon.  Dietary  C.onference  Room.  Sponsored  by  .\F1FX:-NE. 

.Medical  f.edure  Series,  each  Friday  excc]tt  third  Eriday.  11:50  a.m.,  Dietarv  C.onference  Room.  Sponsored  by  AHEC-NE. 
Chest  Conference,  third  F riday,  11:.50  a.m..  Dietary  Clonfcrence  Room.  Sponsored  by  .\F1  F'.C.  - NIC 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Care  Conference,  each  Tttesdav.  12:00  noon  to  1:00  p.m..  Dining  Room  #1. 

(.enlial  .-Irkansas  Primary  Cene  Conference,  October  8th  and  Norendier  11th,  7:00  p.m.  to  9:00  p.m.,  .\uditorinm.  Two 
hours  Category  I credit. 

Cardiofntbnonary  Resuscitation  Course,  second  Wednesday,  (i:01)  p.m.  to  midnight.  Human  Resource  Development  .Area. 
Six  hours  Ciategory  1 credit. 

Emergency  Medicine  Conference,  Octoher  1,  15,  19,  and  Xovendter  12  and  20.  12:30  p.m.  to  1:30  p.m.,  Clonfercnce  Room  iil. 
.Morbidity  and  Mortality  Conference,  first  Thursday.  8:00  a.m.  to  9:00  a.m.,  Cionference  Room  #1. 

Surgery  Conference,  each  Thursdav  except  first  1 hursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  —1. 

.\s  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organization! 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
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LITTLE  KOC’K— ST.  VINCENT  INFIKMAKV 

/ulcj  lii>sj>ilnl  (.!  I'roblcius  C.oiifcreiit  e,  fiisl  M()iula\,  ():()()  [>.111.  to  7:.‘?0  p in.,  Room  1-  I ")"),  l■,(lllcalion  iii;^. 

Pf(li(itri(  C.Dnfrri’iK r,  first  and  third  Mondav,  p.in.  to  p.m..  Room  Kirih,  Kdtiration  Win”. 

hiterhospiltil  I 'roloi^x  ('.rniid  Rouuils,  first  I ncsdax . al.'iO  p.m.  to  (i.'.'fO  p.m..  Room  Kl.af),  Kdiitation  \\  inS- 
Peripheral  l'a.\(iihir  Disease  C.oalereiiee,  third  1 tiosdav,  l):l)l)  p.m.  to  7:1)0  p.m..  Room  l‘.l,79,  Kditcation  Wing. 
.\eiiropalli()l()g\  ('.(aifereiiee,  third  rmsdar,  .7:()t)  p.m.  to  0:00  p.m..  Room  .SIKif),  I.ahoratorv. 

Piihnoiiary  C.oufereiue.  lirst  and  third  I hnrsdav,  12:00  noo'.i  to  1:00  p.m..  Room  td59.  Kditcation  W ing. 

C.ardiologx  C.<>iifere)iee.  second  and  fourth  I Itnrsdav.  12:00  noon  to  1:00  p.m..  Room  K.1,79,  Ktlmation  W ing. 

LITTLE  ROCK —UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Iiileriial  Medieine  (Irand  Ixotnids,  cadi  I iic.sdav.  8:t)0  a.m.  to  9:00  a.m..  Kdmation  I .\nditoritim. 

Xeiirouidiology  C.otiferenee,  each  Wednesday.  4:00  |).m.  to  .7:00  |).m..  Department  of  Radiologs  C onfeience  Room. 
lladiology  C.()iiliinii)ig  P.dueation  leeture  Series,  two  4\’etlnesdays  eaeli  month,  ():00  p.m.  to  7:.‘i0  p.m.,  De[)artment  of 
Radiology  (ionferetice  Room. 

Categorical  Course  iu  Itailiology  (Iteginning  Septemiter  2nd),  each  weekday  excejtt  4Vedne,sday.  1:15  jt.m.  to  5:00  p.m: 
Wednesday.  5:00  |).m.  to  5:45  p.m.,  Dc|)artment  ot  Radiology  Conferenee  Room. 

PINE  BLUFF  — AHEC-SW 

Medical  Lecture  Series,  fourth  1 tiesday  each  inotith.  6:30  p.m.  to  9:00  p.m.,  dinner  meeting  at  local  restanratit. 

POCAHONTAS 

Medical  Lecture  Series,  thirtl  Ttiesday  in  Ottoher.  7:30  p.m..  Randol|)h  County  Hospital.  ,S[tonsored  by  ,\HKC  NF,. 

TEXARKANA  — AHEC 

Tumor  Cotiference , first  4\'edncsday.  7:00  a.m.  (breakfast).  C4a,ssroom  H,  .St.  Michael  Hospital.  I exarkana. 
Xeuro-radiologx  (dinic,  second  and  fotirth  Wednesday,  7:00  a.m.  ( Itreakfast).  Priyate  Ditting  Room,  5Vatlley  Hospital. 
Texarkana. 

Chest  Conference,  third  5\edne‘(lay.  12:30  p.m.  (Itmcheon).  ( las' room  B,  St.  Michael  Hospital.  lexarkatta. 


PERSONAL 


HONORARY  POSITION 

Dr.  .Milton  U.  john,  (1..  was  elected  Uliiei  ol 
Stall  Emeritus  of  the  Stuttgart  Memorial  Hos- 
pital. Dr.  John  has  served  on  the  hospital  stall 
since  19,59. 

Others  elected  at  the  meeting  yvere  Dr.  Marolyn 
Speer  as  Chiel  ol  Stall,  Dr.  Noble  Daniel  as  Vice 
Chief  ol  Stall,  and  Dr.  .Mark  Malloy  as  Secretary. 

PINE  BLUFF  PHYSICIAN 

Dr.  Linda  Htiynie  Creen,  a native  cjI  Pine  Blufl, 
has  recently  ojtened  an  ollice  at  1710  Doctors 
Drive  lor  the  practice  ol  Internal  Medicine. 

PHYSICIAN  RECEIVES  AWARD 

Dr.  Edward  P.  Hammons  ol  Eorrest  City  re- 
cently received  the  Eourth  .Annual  .Arkansas  Trau- 
ma Research  Society  Service  .Award.  1 he  award 
was  given  to  Dr.  Elammons  for  his  contributions 


AND  NEWS  ITEMS 


to  the  State's  emergency  medical  serxices.  Dr. 
Hammons  is  the  chairman  ol  the  C.overnor's  .Vd- 
visory  Council  draining  Ccymmiitee  lor  EM  I 
Education,  state  piesident  ol  the  Emergency  Phy- 
sicians .Vssex iation,  medical  director  ol  the  para- 
medic jrrogram  at  East  Arkansas  Community  Col- 
lege and  medical  director  of  the  and)ulanc  e sei  v- 
ice  at  Eorrest  Memorial  Elospital. 

DANVILLE  GAINS  PHYSICIAN 

Dr.  j.  R.  Baskery  ille,  formerly  ol  Edmonton, 
.Alberta,  Canada,  has  joined  the  Hai ris-Eclmond- 
son  Clinic  in  Danville.  Dr.  Baskerville’s  specialty 
is  Family  Medicine. 

DR.  CROW  HONORED 

Dr.  and  Mrs.  Merl  Croyy  ol  Warren  yvere  hon- 
ored yvith  an  open  house  by  Dr.  and  .Mrs.  W.  C. 
Whalev  and  stall  members  ol  Croyy -\\'haley  Clinic . 
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Dr.  Merl  Crow  has  retired  from  fulltime  medical 
j^ractice  after  forty  years. 

PHYSICIAN  LOCATES 

Dr.  ^Vhlliam  Oh  has  located  in  Malvern.  Dr. 
Oh’s  specialty  is  Orthopaedic  Surgery. 

SPECIALTY  MEMBERSHIP 

Dr.  Carlton  Chambers  of  Hairison  has  been 
elevated  to  associate  membership  in  the  American 
Academy  of  Facial  Plastic  Reconstructive  Surgery. 
He  had  been  a junior  meml^er  of  the  Academy 
since  1973. 

EMERGENCY  ROOM  COVERAGE 

The  Lawrence  Memorial  Hospital  in  \Valnut 
Ridge  has  employed  Dr.  Kim  Saito  to  provide 
emergency  room  care. 

PARKIN  PHYSICIAN 

Dr.  Doan  Van-Bui  has  moved  to  Parkin  from 
Gillette.  Dr.  Doan  will  practice  in  the  Parkin 
Medical  Clinic. 

AAFP  OFFICERS 

Dr.  Bruce  Schratz,  North  Little  Rock,  was  in- 
stalled as  president  of  the  Arkansas  Academy  of 
Family  Physicians  during  its  annual  meeting  in 
Little  Rock.  Other  officers  of  the  Academy  are: 
Dr.  Jerry  Mann  of  Arkadelphia,  president-elect; 
Dr.  Lee  Parker  of  F'ayetteville,  vice  president;  and 
Dr.  R.  .\.  Etherington  of  Eureka  Springs, 
secretary-treasurer. 

PRE-MED  ADVISOR 

Information  is  being  sought  concerning  Dr. 
Samuel  Dellinger  who  was  pre-med  advisor  and 
with  the  Department  of  Zoology  at  the  University 
of  Arkansas,  Fayetteville,  from  1921  to  1957.  If 
you  have  any  information  or  anecdotal  material 
you  wish  to  share,  please  contact:  Nancy  Clover 
McCartney,  Curator  of  Zoology,  LTniversity  Mu- 
seum, Ibiiversity  of  Arkansas,  338  Hotz  Hall, 
Fayetteville,  Arkansas  72701;  phone  575-3555. 

HOT  SPRINGS  GAINS  PHYSICIANS 

Dr.  Balakrishna  V.  Pai  has  joined  Dr.  K.  K. 
Jayaraman  for  the  practice  of  Cardiology. 

Dr.  Michael  E.  Finan,  an  Obstetrician-Gyne- 
cologist, has  joined  Drs.  Flaynes  G.  Jackson,  Sr., 
and  Flaynes  G.  Jackson,  Jr. 

Dr.  Sheryl  L.  Davis  has  joined  Drs.  "W.  G. 
Klugh,  Jr.,  and  Robert  P.  Humphreys  for  the 
practice  of  Anesthesiology. 

Dr.  Rob  McCrary  has  returned  to  Hot  Springs 
for  the  practice  of  medicine.  Dr.  McCrary  is  a 


Nephrologist.  He  is  medical  director  of  the  dialy- 
sis unit  at  Ouachita  Memorial  Hospital. 

WEST  MEMPHIS  SURGEON 

Dr.  Paid  Huffstutter  has  joined  Doctors  Glenn 
P.  Schoettle  and  H.  G.  Lanford  at  308  South 
Rhodes  in  W^est  Memphis.  Dr.  Huffstutter  is  a 
General  and  Vascular  Surgeon. 

AHEC  RESIDENTS 

l ire  Pine  Bluff  AHEC  has  announced  that  the 
following  physicians  are  now  first-year  residents 
at  the  clinic:  Dr.  James  T.  Meredith  of  Forrest 
City,  Dr.  John  E.  Alexander,  Jr.,  of  Magnolia, 
Dr.  Steven  F.  Collier  of  Augustus,  Dr.  Jay  D. 
Holland  of  Little  Rock,  Dr.  Lester  T.  .Alexander 
of  McGehee,  and  Dr.  Janet  L.  Titus  of  Muscatine, 
Louisiana. 

DUMAS  NATIVE 

Dr.  Thomas  L.  Lew-ellen,  a native  of  Dumas, 
has  returned  to  practice  Family  Medicine.  Dr. 
Lewellen's  office  will  be  in  the  Southeast  .Arkansas 
Medical  Center. 

CONWAY  GAINS  PHYSICIAN 

Dr.  Paul  McChristian  has  moved  to  Conway 
for  the  practice  of  Obstetrics  and  Gynecology.  His 
office  is  at  College  Medical  Park,  2519  College. 

DELTA  DOCTOR 

Dr.  Chu  ly  Tan  has  opened  his  office  for  Gen- 
eral Practice  in  Dermott.  His  office  is  in  the 
Health  Department  Building. 

PINE  BLUFF  PHYSICIAN 

Dr.  Richard  Justiss  has  moved  to  Pine  Bluff. 
His  specialty  is  Family  Practice. 

PRAIRIE  GROVE  GAINS  PHYSICIAN 

Dr.  John  Adkins  has  begun  practice  in  Prairie- 
Grove.  His  office  is  located  in  the  clinic  formerly- 
occupied  by  Dr.  Jeff  Baggett. 

GOVERNOR'S  PROCLAMATION 

Governor  Bill  Clinton  proclaimed  the  week  of 
July  27  through  August  2,  1980,  as  Family  Phy- 
sician WTek.  The  annual  meeting  of  the  Arkansas 
Academy  of  Family  Physicians  was  held  that  week. 
Governor  Clinton  presented  a proclamation  to 
the  incoming  president  of  the  Academy,  Dr.  Bruce 
Schratz. 

DR.  QUAN 

Dr.  Joseph  Quan,  a General  Practitioner,  has 
joined  the  Prairie  County  Medical  Center  in 
Des  Arc. 
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DR.  CHARLES  H.  DAY 

Dr.  Charles  Day  is  a new  mem1)er  of  the  Inde- 
])endence  County  Medical  Society. 

Dr.  Day  is  a native  of  Decatur,  Alabama,  and 
attained  a B.A.  degree  in  1942  at  the  University 
of  Alabama.  In  1944,  his  medical  degree  was 
granted  by  Tulane  University  School  of  Medicine 
in  New  Orleans.  His  internship  was  served  at 
Shrevefxnt  Charity  Hospital  (now  Confederate 
Hospital)  and  his  residency  was  at  Jefferson- 
Hillman  Hospital  in  Birmingham  (now  ITniver- 
sity  of  Alabama). 

Dr.  Day  served  with  the  United  States  Navy 
from  1945  to  1946  and  from  1952  to  1954.  From 
1954  to  1958,  Dr.  Day  practiced  in  Lake  Charles, 
Louisiana,  and  from  1958  to  1980,  he  had  a prac- 
tice in  I'ulsa,  Oklahoma.  In  June  of  1980,  Dr. 
Day  moved  to  Batesville. 

Dr.  Day  is  board  certified  in  Urology.  His  office 
is  at  17th  and  Harrison  in  Batesville. 


DR.  SYED  M.  Z.  TAHIR 

\^an  Buren  County  Medical  Society  has  recent- 
ly added  to  its  membership  roll  Dr.  Syed  Tahir, 
a native  of  Ramjmr,  U.P.,  India.  He  attended 
Lucknow  University,  Lucknow,  Uttar  Pradesh, 
for  his  pre-medical  education.  In  1973  he  was 
granted  his  M.D.  by  King  George’s  .Medical  Col- 
lege at  Lucknow  ITniversity. 

Dr.  I'ahir  served  his  internship  at  Worcester 
City  Hospital  in  Worcester,  Massachusetts.  His 
residency  was  at  Sacred  Heart  Hospital  in  Norris- 
town, Pennsylvania.  He  is  a candidate  member  of 
the  American  College  of  Surgeons  ancf  a member 
of  the  American  College  of  Emergency  Physicians. 

Dr.  Tahir  has  located  in  Clinton  for  the  prac- 
tice of  General  Surgery. 

d he  Pulaski  County  Medical  Society  has  added 
eight  members  to  its  roll: 

DR.  SUSAN  W.  BAKER 

Dr.  Susan  Baker,  born  in  Kansas  City,  Missouri, 
attended  Hall  High  School  in  Little  Rock.  .She 


leceived  a B.S.  in  Biology  Iroin  the  University  of 
.\rkansas  at  Little  Kock  in  1973.  Iti  1977,  Dt 
Bakei  was  graduated  from  the  University  of  At- 
kansas  College  ot  Medicine. 

Dr.  Baker  served  an  internship  at  the  L’niver- 
sity  of  Arkansas  College  of  Medicine.  Her  resi- 
dency in  Internal  .Medicine  was  served  at  the  same 
institution  Irom  1978  to  1980. 

Di . Baker’s  ollice  for  the  practice  of  Internal 
Medicine  is  at  11215  Hermitage  Road  in  Little 
Rock. 

DR.  THOMAS  D.  CAIN 

Dr.  1 homas  Cain  was  born  in  Hot  Springs. 

Dr.  Cain  attended  Ouachita  Baptist  in  .Arka- 
delphia  and  the  University  of  Arkansas  at  Fayette- 
ville for  his  pre-med  education.  In  1975,  he  was 
granted  his  medical  degree  by  the  University  of 
Arkansas  College  of  Medicine. 

Dr.  Cain  served  his  internship  at  the  University 
of  Arkansas  College  of  Medicine  and  from  1976 
to  1978  served  Internal  Medicine  and  Geriatrics 
residencies  at  the  same  institution. 

Dr.  Cain’s  specialty  is  Internal  Medicine/ 
Geriatrics.  His  office  is  located  at  11215  Hennit- 
age  Road  in  Little  Rock. 

DR.  GUY  F.  GARDNER 

Dr.  Guy  Gardner  is  a native  of  Russellville,  Ar- 
kansas. He  attended  the  University  of  Arkansas 
for  his  pre-med  education  and  received  a B..A.  in 
1972.  In  1976,  Dr.  Gardner  was  granted  a medical 
degree  by  the  Fhiiversity  of  Arkansas  College  of 
Medicine. 

Dr.  Gardner  served  his  internship  at  the  Uni- 
versity of  Arkansas  College  of  Medicine.  From 
1977  to  1980,  he  was  a resident  of  Otolaryngology 
and  Maxillofacial  Surgery  at  the  Universit\  of 
.Arkansas  Medical  Center. 

Dr.  Gardner’s  office  is  at  330  Medical  Towers 
Building,  Little  Rock. 

DR.  A.  DAVID  HALL 

Dr.  David  Hall,  a graduate  of  Hall  High  in 
Little  Rock,  was  born  in  Baltimore,  Maryland. 

Dr.  Hall  was  graduated  from  .Southwestern  at 
Memphis  in  1969  with  a B.A.  degree.  In  1970,  he 
received  an  M.S.  from  the  University  of  .Arkansas 
in  Fayetteville,  d he  Ibiiversity  of  Arkansas  Ciol- 
lege  ol  .Medicine  awarded  Dr.  Hall  his  medical 
degree  in  1974. 

Dr.  Hall  interned  at  Cincinnati  (ieneral  Hos- 
jMtal  in  Ohio.  .At  the  Ibiiversity  of  Cincinnati,  he 
served  a Surgical  residency  from  1975  to  1977  and 
a Lb'ological  residency  from  1977  to  1980. 

Dr.  Hall’s  specialty  is  Urology.  His  office  is 
locatecf  at  500  South  Ibiiversity  in  Little  Rock. 
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DR.  EDWARD  C.  LOEBL 

lioin  ill  Baltiinoi  e,  Maryland,  Dr.  Edward 
Locl)l  received  his  pre-ined  education  at  Franklin 
and  Marshall  College  in  Lancaster,  Pennsylvania. 

In  1971,  Dr.  Loeltl  was  graduated  Irom  the  Cni- 
versity  of  New  Mexico  School  of  Medicine  in 
.\llnK|uer(]ue.  His  internsliip  was  .served  at  Park- 
land Memorial  Hospital  in  Dallas. 

From  1973  to  1977,  Dr.  Loehl  served  a Surgery 
Residency  at  the  LIniversity  of  Texas  Southwest- 
ern Medical  School  in  Dallas.  From  1977  to  1979, 
he  served  a residency  in  Thoracic  and  Cardio- 
vascular Surgery  at  the  same  institution.  Dr. 
l.oebl  is  bcjarcl  certified. 

Dr.  Loebl’s  specialty  is  Thoracic  and  Carclio 
\ascular  Surgery.  He  practices  with  Arkansas 
Cardiovascular  Surgery  A,ssociates,  P.A.,  at  290 
.Medical  Towers  Bttilding  in  Little  Rock. 

DR.  CHARLES  E.  PHILLIPS 

Dr.  Charles  Phillips,  a native  of  Little  Rock, 
attended  Bethany  Na/arene  College,  Bethany, 
Oklahoma,  for  his  pre-med  education. 

In  i97.5.  Dr.  Phillips  was  graduated  from  the 
Cniversity  of  .Xrkansas  College  of  Medicine.  He 
served  :m  internship  at  the  Lhiiversity  of  Arkan- 
sas .Medical  Center  in  Little  Rock.  Dr.  Phillips 
was  a residetit  in  Neurology  from  1979  to  1977 

at  tlie  Ihiiversity.  An  Obstetrical-Gynecological 
residency  with  the  Pensacola  Educational  Pro- 
giam  in  Florida  was  served  from  1977  to  19(S0. 

Dr.  PhillijEs  is  a junior  fellow  of  the  .Vmerican 
College  of  Obstetricians  and  Gynecologists.  His 
office  is  in  Suite  800  at  9900  West  12th  in  Little 
Roc  k. 

DR.  A.  JACKSON  SOMERS 

Dr.  [ack  Somers,  a native  of  Little  Rock,  is  a 
graduate  of  Little  Rock  Central  High  School. 
His  pre-med  education  was  at  Hendrix  Ciollege 
in  Conway.  In  1977,  he  received  his  medical  de- 
gree from  die  Fhiiversity  of  .\rkansas  College  of 
.Medicine. 

Dr.  Somers  served  his  internsliip  and  kaniily 
Practice  Residency  at  the  LIniversity  of  .Arkansas 
College  of  Medicine. 

Dr.  Somers’  specialty  is  Family  Practice.  His 
office  is  in  Suite  330  of  the  Doc  tors  Park  Btiilding, 
9900  File  Drive,  iti  Little  Rock. 

DR.  MICHAEL  J.  WEBER 

native  of  Dulmcpie,  Iowa,  Dr.  Michael  WTber 
received  liis  ]jre-niecl  education  at  the  ITniversity 
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of  Iowa  in  Iowa  City.  In  1974,  he  was  graduated 
from  the  LIniversity  of  Iowa  College  of  Medicine. 

Dr.  LVeber's  internship  was  at  North  Carolina 
Memorial  in  Chapel  Hill.  From  1975  to  1978,  he 
served  an  Orthopaedics  Residency  at  the  LJniver- 
sity  of  Arkansas  College  of  Medicine. 

Dr.  Weber  is  an  instritctor  at  the  University  of 
.Arkansas  College  of  Medicine  in  Little  Rock. 

# * * * * 

The  Pulaski  Cotnity  Medical  Society  has  added 
one  courtesy  member  to  its  roll; 

DR.  M.  CARL  COVEY,  JR. 

Dr.  Carl  Covey  is  a resident  iti  the  .Anesthesiol- 
ogy Department  at  the  Ibiiversity  of  Arkansas 
College  of  Medicine.  He  received  his  medical 
degree  in  1979  from  the  LIniversity. 


o 

OBITUARY 

DR.  JOSEPH  B.  WHARTON 

Dr.  Joseph  Wharton  of  FI  Dorado  died  August 
7,  1980.  He  was  born  December  9,  1911. 

Dr.  Wharton  received  his  pre-med  education  at 
LVashington  and  Lee  University  in  Lexington, 
Abrginia,  and  his  medical  education  from  Tulane 
LIniversity  in  New  Orleans.  He  served  his  intern- 
ship at  Illinois  Central  Hospital  and  Metropoli- 
tan Hospital  in  Cleveland. 

Dr.  LMiarton  was  a diplomate  of  the  .American 
Board  of  Abdominal  .Surgery,  a member  of  the 
Southwestern  Surgical  Congress,  St.  Mary’s  Epis- 
copal Chtirch  in  El  Dorado  and  a \eteran  of 
W'orld  \Var  IF 

He  is  survivetl  Ity  his  wife,  Mrs.  lola  Holt 
Wharton,  a son  and  two  daughters. 
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NOVEMBER  14-15 

J'nscttlar  AnomaUes  of  the  Ihain:  'Fyaditiomil 
otid  Modern  (',(»]( epts.  Spoiisoi  ccl  by  the  Univer- 
sity ot  M ississi|)|)i  School  ol  Medicine.  Registra- 
tion lee  8175.  Program  meets  criteria  lor  10..5 
credit  hours  in  Uategory  1 ol  the  Physician’s  Rec- 
ognition Award  ol  the  American  Medical 
Association. 

I'o  register,  contact  the  Division  of  Continuing 
Health  Professiottal  EcUtcatioti,  Uttiversity  of  Mis- 
sissippi Medical  (ietiter,  2,')()()  North  State  Street, 
Jackson,  Mississippi  39216.  Photie  (601)  987-1914. 

AMERICAN  HEART  ASSOCIATION 

Ihe  ,\tnerican  Heatt  Association  has  an- 
nonttced  the  lollowitig  tneetings.  Fc^r  further  in- 
fortnatioti,  cotitact  Neal  Moore,  Public  Relations 
Director,  .Vtnericati  Heart  As.sociatioti  — Arkatisas 
•Mfiliate,  909  West  Second,  Post  Office  Box  1610, 
Little  Rock  72203;  phone  (.501)  375-9148. 

\ nvcniber  17-20.  53rd  Scietitific  Sessiotts, 
Nliami  Beach  Convent ioti  Center,  Florida. 

Xoxieniber  17-19.  Coitticil  ott  Arteriosclerctsis 
and  the  Amet  icati  .Society  fetr  the  Study  cjf  Arte- 
riosclerosis' 34th  Annual  Meetitig,  Miatni  Beach 
(Mnventiott  Cettter,  Florida. 

November  17-20.  44th  Natiotial  Cotilerence  on 
Thrombosis  aticl  Hemcjstasis,  Miami  Beach  Coti- 
vention  Center,  Florida. 


1981 

January  12-17 

Simjwal  of  Private  Practice.  First  International 
Congress  of  Private  and  Independent  Doctors. 
Sponsored  by  the  General  Practitioners’  Society 
in  Australia.  Conference  will  bring  together  doc- 
tors from  all  over  the  world  interested  in  preserv- 
ing the  traditions  and  rights  of  private  medical 
jjractice.  Sydney  Hilton,  Sydney,  Australiti.  Reg- 
istrtuion  fees  (received  after  September  12th)  $390 
Physicians;  ,$155  lor  spouse.  For  further  informa- 
tion, contact:  LAFROS  Steering  Committee,  Post 
Office  Box  2548,  Sydney  N.SW  2001,  Australia. 

March  22  - April  3 

Clinical  Cytopathology  for  Pathologists  — Post- 
graduate Course.  I'he  Johns  HojAins  Fbiiversity 
School  ol  .Medicine.  Designed  for  pathologists 


who  ate  ceitilied  (or  c|ualilied)  by  tlie  .\meiican 
Board  of  Pathology  (P.A),  oi  intei  iitit ioual  ecpiiv- 
alent.  Credit  hours  125  in  .\.MA  Caiegoiy  1. 

,\p|)lication  is  to  be  made  before  January  28, 
1981.  For  details,  contac  t;  John  K.  Frost,  M.D., 
6 1 0 Ptithology  Building,  d he  Johns  Hopkins  Hos- 
I i al,  Bttllimore,  Mtuyhmcl  21205;  |)hone  (301) 
955-3520. 


MESSAGE  FROM  A 

CONSTITUTIONAL  CONVENTION  DELEGATE 

This  past  year  I have  had  the  rare  privilege  of 
serving  as  a delegate  to  the  Constitutional  Con- 
vention ol  the  State  of  Arktmsas.  As  one  of  the 
100  delegates  elected  from  the  legislative  distric  ts, 
1 have  learned  ;i  great  deal  about  Arkansas'  pres- 
ent Constitution  and  about  some  of  the  problems 
of  our  present  system  erf  government.  W'^e  worked 
many  long  hours  during  the  nine  week  session 
of  1979  and  the  final  two  week  session  this  sum- 
mer. .Many  brought  perscjual  concerns  — ]>rob- 
lems  of  w4iich  we  had  become  aware  in  our  own 
localities  — and  wanted  to  correct.  Cfradually,  we 
merged  these  needed  changes  with  those  pro- 
visions of  the  1874  document  which  w’e  thought 
should  be  maintained  into  the  jrroposed  docu- 
ment which  will  be  submitted  to  the  electorate 
ill  November  of  1980, 

Of  course,  not  all  the  changes  were  ajtproved 
by  all  delegtites  and  not  all  the  changes  .sought 
were  adopted,  but  the  changes  we  made  were  ap- 
proved by  at  least  51  delegtites.  .Ml  were  seen  as 
means  of  iinjiroving  the  operation  and  accouin- 
ability  of  ,\rkansas  government. 

.\ccountability  w'tis  tt  major  goal  of  the  con- 
vention. ,\t  every  opportunity  we  made  the 
elected  ollicial  answer  to  the  electorate. 

Rectill  provisions  lor  both  state  tind  local 
elected  olficials  were  adopted  as  a saleguard  to 
prevent  abttse  of  the  four  year  terms.  4 he  length- 
ened term  is  designed  to  allow  officials  time  to 
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implement  their  programs,  spending  more  time 
serving  the  public  and  less  lime  runtiing  tor  otlice. 

The  salary  limits  set  in  the  1874  constitution 
were  removed  and  replaced  by  a commission  which 
trill  make  recommendation  to  the  Slate  legisla- 
ture. riiis  provision  will  remove  the  present 
pioblem  of  the  legislature  setting  its  own  salaries 
and  the  difiidilty  of  setting  adequate  salaries  tor 
the  many  other  pultlic  servants  ranging  from 
judges  to  clerks. 

I'he  Legislative  article  also  sets  up  single  mem- 
ber districts  which  are  designed  to  help  the  voter 
know'  who  represents  him  and  to  ecpialize  the 
prestige  and  in'lueuce  of  individual  legislators. 

t he  1874  Constitution  is  a jnoduct  of  the  days 
following  Reconstruction.  Tliere  are  many  pro- 
^ isions  in  that  document  tvhich  were  reactions  to 
abuses  ol  those  days.  Two  year  teims,  millage 
limits  on  everything  excejtt  schools,  constitu- 
tionally set  salary  limits  and  election  of  almost 
all  government  officials,  some  of  whom  had  been 
apjX)inted  under  previous  coustitutions,  are  just 
a few  of  these  provisions. 

Lhe  main  changes  address  tliose  kinds  ol  pro- 
visions itt  an  effort  to  make  Arkansas  govern- 
ment less  costly  and  more  eliicient.  4 he  voter 
will  be  able  to  \ ote  for  millage  changes  to  provide 
needed  services  such  as  liltraries  which  now  op- 
erate on  one  mill.  More  importantly,  this  will 
pi  tnide  home  rule.  Local  jteople  should  be  able 
to  effectively  deal  with  local  problems  and 
interests. 

4’he  judicial  article  jno\  ides  for  needed  reforms 
w'ithout  much  actual  change.  4 here  would  be  a 
court  .system  wdth  four  levels:  the  Supreme  Court, 
the  Court  of  Appeals,  the  Circuit  Court  which 
would  have  three  divisions  — law',  chancery  and 
family  matters,  and  the  County  4'rial  Court.  4'he 
County  Trial  Court  will  take  over  the  jurisdic- 
tions of  all  the  low'er  courts,  such  as  |Jolice  courts, 
justice  of  the  peace  courts  and  municipal  courts. 
|uvenile  matters  w'hicli  are  presently  the  responsi- 
bility  of  each  county  judge  will  be  removed  to 
become  part  of  the  jurisdiction  of  the  division  of 
the  Circuit  Court  w'hich  handles  family  matters. 
l,egally  trained  judges  should  vastly  improve  the 
handling  of  these  very  difficult  and  important 
cases. 

Lhe  most  important  single  article  is  prcibably 
the  Finance  and  Taxation  Article  w'hich  addresses 
the  revisions  needed  to  make  the  taxing  system 


more  fair.  4 he  new’  provision  allow's  for  uniform 
assessment  throughout  the  state  on  tangible  per- 
sonal projterty,  intangible  personal  property  and 
no  more  than  three  classes  of  real  property.  (In- 
tangible per.sonal  projterty  may  be  exempt,  as  it 
now'  is.) 

Agricultural,  timlter  and  jeasture  land  would 
be  assessed  based  on  its  ability  to  produce  income 
or  its  use,  and  other  property  could  Ije  taxed  on 
either  its  use  or  fair  market  value. 

In  general,  this  taxation  proposal  retains  pres- 
ent practice  w'ith  a slight  shilt  from  residential 
property  to  property  wdiich  produces  income. 

In  November  of  this  year  the  voters  of  Arkan- 
sas tvill  l)e  faced  with  many  important  decisions. 
Perhaps  the  most  important  to  Arkansas’  future 
is  whether  to  pass  the  proposed  Constitution  of 
1980. 

Every  article  of  the  projjosed  new  charter  is  an 
improvement  over  the  1874  tlocument.  4 he  pres- 
ent 1874  Constitution  is  a document  w’hich  w'as 
jtassed  following  Reconstruction.  It  has  been 
amended  58  times  in  the  past  to  meet  changitig 
needs  as  they  arose.  Now,  w’e  have  an  opportunity 
to  pass  a constitution  which  is  much  more  flexiltle 
but  retains  many  of  the  protections  w'hich  the 
1874  document  contained  against  abuses. 

It  is  urgent  that  each  of  us  study  the  jnoposal 
and  urge  others  to  become  informed.  All  of  the 
delegates  are  available  for  programs  and  the  pro- 
posal is  available  Irom  the  Secretary  of  State’s 
office  or  the  office  of  the  Constitutional  Con- 
vention, Capitol  Hill  Building,  Little  Rock,  Ar- 
kansas 72201.  Lhe  convention  office  can  also 
provide  the  names  of  delegates  near  you.  Call 
,S71-7712.  For  more  information,  contact  Mrs. 
Michael  C.  Young  of  Prescott,  Arkansas,  at 
887-5349. 

I hope  that  each  of  you  will  take  the  time  to 
read  the  1980  proposed  constitution.  Its  passage 
could  mean  better  government  for  Arkansas. 
Local  control  by  the  electorate  is  what  we  all  say 
we  want.  Now  we  can  vote  to  have  it. 

Contact  your  delegate  about  speaking  to  your 
local  medical  societies.  'Sour  delegate  can  also 
obtain  copies  of  the  document  for  your  members. 
Become  informed  and  VOTE! 

‘441  I)e  there.” 

Gail  Marie  Young 
(Mrs.  Michael  C.  Young) 
Prescott,  Arkansas  71857 
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lleo-Colic  Intussusception 
Masquerading  As  Midgut  Volvulus 


E.  S.  Golladay,  M.D.,*  and  Joanna  J.  Seibert,  M.D.** 


T.e  usual  presentation  ot  an  acute  volvulus 
is  that  ol  the  sudden  onset  ol  vomiting  bilious 
material  and  abdominal  jiain.  AVith  the  high  ob- 
struction secondary  to  a malrotation,  abdominal 
distention  is  unusual.  II  the  abdomen  is  tender, 
one  expects  compromised  blood  sujiply  to  the 
bowel  and  urgent  derotation  of  the  volvulus  be- 
fore infarction  occurs  is  essential.  The  character- 
istic beak  ajjpearance  of  the  duodenum  in  con- 
junction with  the  relative  absence  of  distal  air  is 
virtually  diagnostic  of  this  entity.  Wdten  x-ray 
findings  of  malrotation  are  found  in  combination 
tvith  high  intestinal  obstruction  and  tenderness 
in  the  mid-epigastrium,  the  diagnosis  seems  al- 
most certain.  We  recently  treated  a child  with 
Ijoth  the  clinical  and  roentgenographic  signs  of 
midgut  volvulus  who  bail  intussusception. 

Case  Presentation 

.\  five-month-old  black  female  cliild  first  pie- 
■sented  with  a one-dav  historv  of  fever,  rhinorrhea, 
and  one  episode  of  vomiting,  d'here  was  no  his- 
tory o!  pain,  she  jjassed  a normal  bowel  move- 
ment during  examination.  Her  weight  was  5.32 
kilograms  (third  percentile  for  age)  and  she  was 
afebrile.  No  masses,  organomegaly,  abdominal 
distention,  cjr  tenderness  was  apjmeciated  on  ab- 
dominal examination.  The  abdomen  was  rela- 
tively Hat.  Rectal  examination  was  normal  and 
brown  guaiac  negative  stool  was  obtained  from 
the  rectum. 

The  mother  was  instructed  to  limit  oral  intake 
to  clear  licjuids  and  the  child  was  sent  home  with 
instructions  to  return  should  subsec|uent  diffi- 
culties appear.  In  approximately  six  hours,  the 
mother  returned  to  the  clinic  because  she  had 
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notetl  a large  bloody  bowel  movement  and  tite 
chilli  had  had  four  epi,sodes  of  bilious  vomiting. 
On  repeat  examination  of  the  abdomen,  direct 
epigastric  tenderness  and  guarding  were  elicited 
but  there  was  no  relrotmd  tetidertiess.  Radiograph 
examitiation  of  the  abdotneti  showed  a dilated 
stomach  atid  duodetiutti  with  very  little  distal  air. 
The  duodetial  gas  tertnitiated  with  a “bird’s 
beak.”  (Figure  I)  .\  diagtiosis  of  tnalrotatioti  atid 
midgut  \ol\  uhts  was  made  atid  she  was  takett  to 
the  operatitig  room.  Lbuler  getieral  attesthesia,  a 
mid-epigastric,  relatively  fixed,  soft  tnass  teas  pal- 


Ligure  1. 

Supine  radiograph  of  the  abdomen  showing  air  in  the  sioniach  and 
in  the  duodenum  w iih  verv  little  distal  gas  (onsisicnl  with  a duodenal 
obstruction.  Note  the  beaked  appearance  to  the  duodenal  gas. 
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patetl.  riie  abdomen  was  emerecl  througli  a right 
upjjer  (piadrani  transverse  incision  and  an  ileo- 
colic intussnscejJtion  with  lierniation  ot  the  duo- 
demnn  l)eiween  the  ileinn  and  colon  was  loinul. 
(Figure  2)  1 lie  intnssnscejition  was  reduced  by 
taxis  without  dilliculty  and  the  duodemnn  was 
I reed.  I'he  postoperative  course  was  uncoinjili- 
catetl.  In  sidisecpient  lollow-uji.  she  has  h;id  no 
dill  icult  ies. 

Discussion 

Intussusception  connnonly  presents  with  vomit- 
ing and  passage  of  blofidy  stools.  .Malrotation  has 
similar  symptomatology.  However,  the  predom- 
inant leature  ol  intussusception  is  inteimittent 
abdomiintl  pain,  .\bdoniinal  distention  is  a com 


mon  linding  in  intussusception.  The  symptom- 
atology of  malrotation  with  volvulus  is  similar 
with  vomiting  and  passage  of  blood  per  rectum, 
however,  the  abdomen  is  usually  not  distendecL 
A mass  is  frecjuently  palpable  in  intussusception 
and  abtlominal  tenderness  is  unusual.  Conversely 
a mass  is  unusual  in  malrotation  and  tenderness 
is  common.  Although  the  diagnosis  of  intussus- 
ception might  have  been  made  by  barium  enema 
in  our  case,  the  preferred  form  of  diagnosis  for 
malrotation  with  volvulus  is  an  upper  gastroin- 
testinal series.  .-\s  the  phiin  film  was  a positive 
contrast  study,  with  air  outlining  the  "bird’s 
beak,"  this  was  felt  to  be  unnecessarv.  Fliis  is 
reported  as  an  interesting  variant  ol  the  intussus- 
ception complex. 


Figure  2. 

Iniraoperative  photograph  sliowing  (d)  duodenum  herniated  between  the  intus.suscepting  (i)  ileum  and  (c)  colon.  Clamp  is  on  the  appendix. 
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History  of  Allergy 

University  of  Arkansas  School  of  Medicine 

Alan  G.  Cazort,  M.D.,*  and  Vida  H.  Gordon,  M.D.** 


Tu..e  is  no  history  ol  ;illeig\  being  taught 
at  the  Ai  kiinsiis  School  ol  ^fe^liciue  prior  to 
hor  two  decades  Alan  G.  Ca/ort  was  tlie  otily 
physician  in  the  state  liniitittg  his  practice  to 
allergic  diseases.  1 le  had  obsei  \ ed  when  he  w;is 
at  the  aiiny  Ijai tacks  iti  1918,  that  he  had  com- 
plete Ireedom  Iroin  asthma  or  hay  l'e\er,  hut  that 
wheti  he  returned  hotne  he  would  get  it  agaiti. 
Jii  1919,  he  tvent  to  Hendrix  College  aiul  observed 
agaiti  that  at  the  rooming  house  at  Hendrix  he 
would  be  free  from  asthma  otily  to  get  it  again 
when  he  returned  home.  By  tlie  time  Dr.  Ckt/ort 
was  graduated  from  medical  school  in  1928,  he 
liad  familiarized  hitiiself  with  the  scientific  litera- 
ture regarding  skin  tests,  the  commonest  sctisitiz- 
iiig  (allergens)  and  the  preparation  of  extracts 
and  he  taught  himself  regarding  the  therapy  and 
technicjue. 

C)n  one  occasion  Dr.  Cazort  noted  that  when 
he  sat  on  an  old  divan,  he  broke  out  with  urticaria 
and  had  paroxxins  of  wheezing.  Subsecjuetitly,  he 
collected  dust  frotn  this  divan  with  a vacuum 
cleaner,  made  an  extract  from  the  dust  atid  did 
a scratch  test  on  his  own  arm.  He  obtained  a 
wheal  and  flare  reaction  with  it,  showing  him  his 
first  positive  test  to  an  allergen. 

In  1939  Dr.  Cazort  joined  Dr.  A.  C.  Sliijip  in 
private  practice  with  the  primary  purpose  of 
caring  for  all  patients  suspected  of  having  some 
allergic  basis  for  their  symptoms.  In  connection 
ivith  til  is  pursuit.  Dr.  Ciazort  became  disenchanted 
with  commercial  extracts,  particularly  for  testing 
purposes  anti  he  begati  making  ni;uiy  of  his  own. 
'I  his  involved  climbing  trees  to  collect  pollen  and 
ptn chasing  a few  cents  worth  of  about  twenty  (20) 
fruits  and  vegetables.  The  grocer  couldn't  under- 
stand why  a shopper  would  do  this,  until  he  de- 
veloped a severe  dermatitis  of  his  liatitl,  foreartiis 
and  face,  and  tests  atid  avoidance  prosetl  it  to 
be  due  to  carrots. 

The  lirst  talk  on  allergy  to  the  Pulaski  County 
Medical  .Society  was  made  by  Dr.  Ray  M.  Balyeat 
ol  Oklahoma  Ciity  in  the  early  1930  s. 

Aniotig  the  pioneers  in  clinical  allergy  in  this 
country  were:  Dr.  Billy  Duke  at  Kansas  City; 

*5)17  tclgcivooci,  Little  Ro<k,  .Arkansas  72207. 
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R(«k.  .Aikansas  72205. 


Di.  hrances  M.  Rackemann,  Massachusetts  (.en- 
eial  Hosjjital  iti  Bostoti,  Massachusetts;  Dr.  Biet 
Ratner,  Ihiicersity  of  New  ^'ork.  New  York,  N.V.; 
Dr.  Charles  H.  Eyermann,  \Yashitigton  Ehiiver- 
sity,  .St.  LoUiS,  .Mo.;  Dr.  Robert  Ciooke,  New  \()rk 
Caty;  Dr.  AVarren  Vaughan  in  Viiginia;  Dr.  Harry 
Hitbei  of  Chicago,  lllitiois,  atid  Dr.  Milton  Cfohen, 
Cde\ eland,  Ohio,  now  in  Idorida.  Dr.  Cohen  was 
reared  in  Pine  Bluff,  .\rkansas.  Dr.  Cazort  fur- 
thered his  education  in  clinical  allergv  by  brief 
tevo-  Ol  three-day  visits  to  many  of  these  men  and 
his  direct  comment  was:  "ft  was  alwavs  a little 
sinpiising  to  me  that  the  great  tieated  me  as  an 
ecjtial  rather  than  a green  farm  boy  from  .\rkan- 
sas.  Later  the  reason  became  clear.  They  reallv 
Avere  great!" 

In  193,5.  Dr.  Cazort  limited  his  practice  to  al- 
lergy and  volunteered  his  services  to  the  medical 
school  in  .Yrkansas.  He  e\en  provided  from  his 
ejAvn  oHice  many  ol  the  extracts,  and  continued 
to  do  so  for  many  years.  At  that  time  text  fiooks 
in  medicine  were  very'  deficient  as  to  descriptions, 
pathophysiology,  etiology,  differential  diagnosis 
and  treatment  of  allergic  diseases.  Logether  evith 
tfie  medical  students.  Dr.  Ckizort  tried  to  find  out 
in  this  clinic  human  tolerance  to  epineplnine 
and  especially  just  what  effect  it  had  on  the  blood 
pressure  and  vital  capacity.  Lhey  concluded  that 
theie  Avas  a defitiite  tneasurable  relationship  and 
that  any  immediate  reactioti  could  be  controlled 
by  putting  a tomtiicptet  aboce  the  site  of  the 
injection. 

During  World  ^Var  II,  Colotiel  Clay  Chenanit 
in  ashington  looked  up  Dr.  (fazoi  t s tncdical 
record  in  \\  oi  ld  W ar  I as  he  had  Iteen  rejected 
because  of  his  asthma,  ft  Afas  at  that  titne  that 
he  agreed  to  teach  itnernal  tncdicine  five  half 
days  a Aveek.  I'his  foiced  clositig  the  Allergy 
Clitiic.  .Mter  the  Avar  in  1949,  Dr.  I homas  Johns- 
ton joined  f)r.  Caizort  atid  later  i)r.  Purcell  Smith. 
All  tlnee  conducted  the  Adult  Allergy  Clinic  at 
the  tioAv  U.\MS.  During  this  reorgatiization, 
small  groups  of  studetits  l)ut  no  house  staff  Avere 
assigned  to  the  Allergy  Clinic  so  they  Avere  doing 
less  teaching  and  tnore  service  to  more  patients. 
All  ol  this  Avas  rendered  on  a volutueer  liasis.  Dur- 
ing this  period,  allergy  training  became  elective 
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l)ui  tlie  students  were  in  the  clinic  stich  a short 
time  that  continuity  of  the  patient  to  the  sttident 
was  lost.  Gradtially  the  Adult  Allergy  Clinic  has 
become  a service  clinic  only,  since  neither  med- 
ical sttidems  nor  house  staff  are  assigned  to  it.  Dr. 
Purcell  Smith  and  Dr.  Bill  Hefley,  both  graduates 
of  this  school,  are  conducting  it. 

I he  Pediatric  Allergy  Clinic  was  started  at  the 
old  Medical  Clinic  Center  on  McAlmont  Avenue 
in  1947  In  \'itla  H.  Cordon  who  was  Associate 
Cdinical  Prolessor  of  Pediatrics  and  in  private 
jtractice.  Phis  continued  until  1962  when  Dr. 
C.ortlon  left  practice  and  the  city  for  sjtecial  train- 
ing in  Immunology  at  the  Children  s Hospital  ol 
Pittsburgh. 

In  1964  the  allergy  training  program  for  the 
Medical  Sthool  was  reactivated  when  Dr.  Cordon, 
wlio  was  the  first  certified  allergist  in  .Arkansas, 
returned  to  the  University  of  Arkansas  Aledical 
Cienter  ftdl  time  as  Associate  Professor  of  Pedi- 
atrics and  Microbiology  and  Director  ol  the  Pedi- 
ati  it  .Vllergy  I raining  Program.  This  was  a two 
year  fellowship  training  program  in  Pediatric  Al- 
lergy ap])roved  by  the  .American  Medical  .Associa- 
tion and  the  .Sub  Board  of  Pediatric  .Allergy  of 
the  .\merican  .Academy  of  Pediatrics.  It  was  the 
first  approved  program  to  be  established  at  the 
I’niversity  of  .Arkansas  .Metlical  Center  and  one 
ol  three  approved  programs  in  a five  state  .''outh- 
tvest  region.  I he  Fellows  received  training  in 
both  pediatric  and  adult  allergy,  dermatology, 
puhnonarv  function,  ear,  nose  and  throat,  immu- 
nology, biochemistry  and  biostatistics.  Pour  al- 
lergists tvere  fullv  trained  by  tliis  progiam  horn 
1966  to  1974  and  three  others  were  partly  trained 
with  help  <d  this  program,  some  spending  six 


months  full  time  and  some  spending  four  hours 
per  week  over  a period  of  years,  helping  them  to 
cjualifv  for  certification  by  the  new  American 
Board  of  .Allergy  and  Clinical  Immunology. 
Fhree  of  the  allergists  fully  trained  by  this  pro- 
gram are  practicing  in  Arkansas,  Dr.  Helen  Roun- 
tree, Benton,  Arkansas,  and  Drs.  Kelsy  Caplinger 
and  Joseph  Matthews,  both  of  Little  Rock.  Dr. 
Ceraldine  Feldman  returned  to  Massachusetts 
with  her  husband  to  practice  there.  The  three 
allergists  partially  trained  through  this  program 
are  currently  practicing  allergy  in  .Arkansas  and 
all  three  have  been  certified  by  the  new  Board 
of  .Allergy  and  Clinical  Immunology. 

I here  are  currently  12  certified  allergists  in 
.Arkansas  and  18  physicians  practicing  allergy  in 
a state  of  ocer  two  million  people.  This  is  still 
way  below  the  desirable  number  and  the  majority 
are  located  in  Idttle  Rock.  January  1,  1975,  Dr. 
Cordon  became  Professor  Pimeritus.  There  has 
not  been  a Director  of  the  .Allergy  Program  ap- 
pointed to  take  her  place.  .As  a result  the  training 
in  this  state  of  allergists  and  of  medical  students 
and  house  staff  in  the  discipline  of  allergy  has 
been  markedly  retluced.  4.  here  are  currently  two 
small  clinics  at  the  ITniversity  of  .Arkansas  Med- 
ical Center  and  .Arkansas  Children's  Hospital,  di- 
rected by  Dr.  Rosaliml  .Abernathy,  to  tvhich 
junior  sttidents  only,  attend.  1 he  house  staff  re- 
ceived monthly  lectures  on  allergy  in  1975-76. 
These  were  given  mainly  by  the  allergists  prac- 
ticing in  Little  Rock.  With  the  population  in 
this  state,  there  is  great  need  for  the  training  pro- 
gram for  allergists  to  be  restimed,  since  experience 
has  told  us  that  there  is  a good  chance  that  about 
two-thirds  of  those  so  trained  are  likely  to  stay  in 
.Arkansas  tvhere  the\  are  needed. 
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INTRODUCTION 

(^lieniotlicrapy  can  prolong  the  useful  lile 
expectancy  oi  the  inajoiity  ol  patients  with  l)reast 
ctmcer.  A small,  hnt  delinite  piopoition  ol  pa- 
tients with  large  bowel  or  lung  cancer  have  ob- 
jective regressions  ol  tumor  cvith  jjrolongecl  lelici 
ol  s\m])tc)ms.  A leer  lung  cancer  ptitients  are 
actuallv  cured  by  chemotherapy  plus  a briel 
comse  ol  radiiition  therapy. 

BREAST  CANCER 

Much  c;m  be  ollered  lor  the  jratient  with  breast 
cancer  with  relatively  little  toxicity.  This  is  be- 
cause a large  number  ol  anlicancer  drugs  are 
benelicial  to  treat  bretist  ciincer.  I'herelore  sub- 
toxic closes  ol  nudtiple  drugs  can  be  itsecl  together 
to  enhance  antitumor  ellect  without  intoleraI)le 
toxicity.  For  example,  Cytoxtm,  .Methotrexate, 
and  5-FU  have  myelosuppre.ssion  as  major  tox- 
icities.  When  given  alone  in  lull  therapeutic 
closes,  Methotrexate,  especially,  but  the  other  two 
also,  is  likely  to  cause  nausea  ;md  vomiting.  Flcnv- 
ever,  when  they  are  gi\en  together,  smaller  doses 
ol  each  must  be  used  to  decrease  the  risk  lor  addi- 
tive myelosuppre.ssion.  .Such  smaller  doses  are 
small  enough  that  they  are  unlikely  to  cause 
nausea  or  vomiting.  In  tiddition,  dings  that  do 
not  have  bone  marrenv  toxicity  c;ni  be  added  to 
the  combination  ol  Clytoxan,  .Methotrexate,  and 
5-FlI.  One  ol  these  is  Oncovin  (Vincristine).  1 his 
drug's  primary  dose-limiting  toxicity  is  neuro- 
pathy. Since  this  does  not  increase  the  toxicity  ol 
the  other  three  drugs,  a patient  can  receive  lidl 
closes  ol  it  without  decreasing  the  close  ol  the 
other  three  agents.  .Vnother  drug  known  to  have 
an  ellect  against  breast  cancer  is  Prednisone.  It 
can  be  added  to  increase  antitumor  ellect  without 
increasing  the  toxicity  ol  any  ol  the  other  lour 
drugs.  Fherelore,  we  can  combine  together  Ciy- 
toxan,  .M  e I ho  t r ex:i  t e,  .5-FLl,  Vincristine,  and 
Prednisone  and  use  them  in  closes  which  will  not 
add  up  to  cause  intoleralile  toxicity  lor  our 
patient. 

But,  by  combining  these  live  clillerent  drugs 
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together,  one  is  actually  attacking  the  tumor  in 
lice  clillerent  ways  at  the  same  time.  Chtoxan  is 
an  iilyklating  agent  and  so  it  attaches  to  I)N.\. 
Fherelore,  when  the  tumor  cell  attemjns  to  di- 
vide, its  I)X.\  strains  are  broken,  killing  the  cell. 
.Methotrextite  is  an  antagonist  ol  lolic  acid  cvhich 
is  vitally  important  lor  rapidly  prolilerating  cells. 
Fherelore  .Methotrexate  exerts  its  antitumor  el- 
lect as  an  anti-vitamin.  5-Fll  h:is  a similar  mecha- 
nism ol  action:  it  is  an  antipyrimidine.  Prolilci- 
ating  cells  pick  it  uje  instead  ol  the  normal  meta- 
bolite, urticil.  d his  so  allects  cell  metaltolic  pioc- 
esses  as  tcj  cause  cell  death.  Oncovin  acts  to  cle- 
stioy  the  metaphase  spindle.  Therelore.  normal 
metaphase  chromosone  alignment  can  not  oicin 
and  the  tumor  cell  |jassing  through  its  phase  ol 
tlie  cell  cycle  is  lethally  injured.  Prednisone's 
mechanism  ol  action  is  less  clearly  understood.  It 
may  be  that  the  suppression  ol  endogenous  .XCi  l H 
decretises  the  output  ol  adrenal  se.x  hoiinones  tea 
cause  its  ellect. 

Ciombines  appropriately,  in  doses  lidly  toler- 
able by  outpatients,  these  drugs  cause  breast 
tumor  shrinkage  to  70%  ol  the  time,  with 

complete  tumor  disappearance  in  10  or  bV,,  ol 
them.  .Such  results  are  seen  with  doses  resulting 
in  very  little  symptomatology. 

Doses  vary  greatly  cle|jending  on  such  lactois 
as  bone  m;u  row  tolerance  (winch  may  be  impaii  ed 
by  prior  radiation  therajay,  or  by  tumor  involve- 
ment, or  age,  etc.),  and  hejaatic  car  renal  lunction 
to  htindle  tlie  metabolism  ol  these  drugs.  Never- 
theless, as  a genertd  tide,  the  tretitment  program 
is  as  lollows:  Oncovin,  at  a usual  dose  ol  1 mg, 
jalus  Methcatiextite,  at  a dose  ol  lO-l.'a  mg  plus 
5-FLI  at  a dose  appi oximat ing  500  mg  are  gicen 
intravencausly  “push  " weekly  har  eight  weeks  ol 
induction.  During  this  period,  Ciytoxan  is  ttikeii 
b\  month  daily  at  a usual  dose  ol  100  mg.  Predni- 
sone is  started  at  15  mg  daily  (15  mg  thiee  times 
chiily  with  meals)  loi  two  weeks:  then  ,‘50  mg  daily 
lor  ttvea  weeks:  then  15  mg  daily  lor  tw<a  weeks: 
then  10  mg  daily  lor  two  weeks:  then  5 mg  daily 
lot  two  weeks:  then  the  Prednisone  laermanently 
clisccantinued.  .Alter  the  eight  week  induc  t ion 
jaericad,  treatment  is  decreased  in  intensity.  On- 
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covin  nja\  or  may  not  be  then  permanently  dis- 
continued and  the  intravenous  drugs  are  given 
eveiA  t\vo  rveeks,  railier  thati  weekly.  Ai  that 
time,  oral  Cytoxan  is  given  on  seven  day  courses 
beginning  with  each  ot  the  every  two  week  intra- 
venous injections.  I'apeiing  of  the  Prednisone 
is  concluded  during  this  time.  This  comlrination 
has  Iteen  given  to  thousands  of  jratients  and  .so 
its  potetitial  toxic  effects  are  fully  appreciated. 
.\l)Out  1 3 of  patients  will  have  temporary  hair 
loss  or  temporary  neuropathy.  Much  rarer  is  nait- 
sea  or  vomiting  (one  in  50  in  the  author’s  experi- 
ence). .Vsymptomatic  myelosuppression  i>  readily 
manageable  by  drug  dose  adjustments. 

Ellis  live  drug  combination  may  cause  tumor 
.skrinkage  in  metastatic  sites  as  well  as  primary 
ones.  Many  an  inoperable  ’‘inflammatory"  breast 
cancer  liecomes  smaller  and  resectable  after  only 
a few  weeks  of  such  chemotherapy,  d'he  problem, 
of  course,  is  that  the  duration  ol  ef-Tct  is  limited 
to  several  months  up  to  a few  years.  Even  cvhen 
a jiatient  has  had  prolonged  complete  disappear- 
ance of  titmor,  only  a few  months  after  chemo- 
therap)  is  discontinued,  breast  cancer  will  recur. 

For  those  whose  tumors  grow  despite  lirst-line 
therapy,  the  next  choice  is  both  less  effective  and 
also  significantly  more  toxic.  Ehis  involves  the 
drug  Adriamycin  which,  wheti  given  by  itself,  can 
cause  breast  cancer  shrinkage  for  approximately 
-10%  of  patients.  However,  only  5%  have  com- 
plete clinical  disappeartince  of  tumor.  Such  re- 
sponses are  not  very  durable,  and  generally  last 
from  three  to  nine  months.  Moreover,  .\ch  iamy- 
cin  offers  significant  toxicity  including  several 
hours  of  nausea  and  vomititig,  jrlus  the  risk  of 
local  skin  necrosis  il  the  drug  extravasates,  phis 
the  potential  for  cumulative  toxicity  with  cardio- 
myojtathv.  Combinations  of  Adriamycin  with 
other  dings  have  not,  in  large-.stale  cooperative 
grou])  studies,  turned  out  to  be  more  effective 
than  .Vdriamycin  alone. 

The  third-line  choices  are  not  more  likely  to 
be  toxic  than  Adriamycin  but  they  are  much  less 
likely  to  be  effective.  Only  10  to  15%  of  such  pa- 
tients can  expect  a few  months  of  tumor  regres- 
sion to  such  third  choices.  They  might  benefit 
more  from  endocrine  approaches  whether  addi- 
tive (such  as  by  the  administration  of  sex  hor- 
mones) or  subtractive  (by  either  surgical  ablation 
or  the  estrogen  antagonist,  Famoxifen).  Re- 
sponses to  such  hormonal  manipulation,  tvhen 
thev  occur,  are  usually  not  very  great  in  magni- 


tude. Only  very  rarely  is  complete  disappearance 
of  tumor  seen.  However,  if  tumor  responses  do 
occur,  a duration  of  six  months  to  two  years  is 
not  tmcomtnon  and  with  only  minimal  toxicity. 

Cihemotherajjy  today  has  a very  importatit  place 
in  the  initial  management  of  the  patient  who  has 
already  had  total  clinical  resection  of  all  known 
breast  tumor  but  who  has  a high  likelihood  that 
it  will  recur.  When  breast  cancer  disseminates 
through  lymphatic  channels,  it  appears  that  it  is 
simultaneously  spreading  through  the  hematol- 
ogenous  route.  Fherefore,  if  regional  lymph 
nodes  are  positive  then,  most  likely,  distant  de- 
posits of  tumor  most  likely  also  exist.  Tlierefore, 
although  postoperative  chest  wall  radiation  ther- 
apy greatly  decreases  the  risk  for  local  tumor  re- 
currence, it  has  no  effect  distant  metastatic  dis- 
ease and  overall  survival.  So,  for  all  practical  pur- 
poses, positive  nodes  means  dissemination  beyond 
the  reach  of  even  radical  surgery  or  radiotherap). 

Fherefore,  Ijreast  cancer  with  positive  regional 
lymph  nc:)des  should  be  considered  as  systemic  dis- 
ease and  treated  with  some  form  of  systemic  ther- 
apy. Endocrine  therapy  does  delay  breast  cancer 
recurrence  but  has  no  effect  on  eventual  survival 
duration.  That  leads  us  to  the  other  form  of 
systemic  treatment;  namely,  chemotherapy.  The 
most  effective  chemotherapy  for  gross  dis- 
seminated disease  should  be  the  optimal  one  to 
treat  any  microscopic  tumor  that  might  remain. 
^Vhether  we  are  speaking  of  premenopausal  or 
postmenopausal  women,  or  irrespective  ol  the 
number  of  positive  nodes,  one  year  of  systemic 
chemotherajjy  with  the  five  drug  combination 
described  alone  very  significantly  decreases  the 
risk  that  bretist  cancer  will  recur.  .Since  such  ad- 
juvant chemotherapy  has  been  u.sed  on  a wide 
scale  for  only  five  years,  all  we  can  say  with  any 
certainty  is  that  such  treatment  greatly  decreases 
the  likelihood  tlie  tumor  will  recur  over  that 
period  of  time.  However,  five  years  disease-free 
is  not  tantamount  to  cure  in  breast  cancer.  I oday 
we  can  only  speculate  about  the  eventual  cure 
rate  of  such  patients.  Still,  if  all  a year  of  post- 
operative chemotherapy  iloes  is  only  to  delay  re- 
currence for  five  years  or  so,  preventing  disease 
recurrence  is  the  best  jralliation.  Adtlitionally, 
we  can  reasonably  hope  that  at  least  some  of  these 
may  be  cured. 

COLON  CANCER 

5-ELI  was  sensitized  in  1957.  ^Ve  all  know  its 
effectiveness  is  limited,  but  there  is  still  no  drug 


200 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Frank  |.  Pani  rni  RK,  M l). 


belter  iluiii  ii  in  ilie  iieaiineiu  ol  eaiieei  ol  llie 
large  Irovvcl.  1 lowever,  since  then  vve  have  learned 
better  how  to  use  it,  by  itsell  and  in  combination, 
d'oday,  a secondary  di  ng,  Methyl  CXlNll,  may  be 
nearly  as  ellcctive  as  5-Flh  It  has  not  yet  been 
approved  hrr  commercial  distribution  by  the 
FI).\,  although  many  ol  us  have  used  it  lor  more 
than  seven  years  now.  Many  believe  that  the  best 
way  to  treat  disseminated  colon  cancer  today  is  a 
(ombination  ol  5-FU  plus  Methyl  CCNU.  Belore 
we  can  reasonably  discuss  the  ellects  ol  this  com- 
bination. we  should  first  review  what  we  can  ex- 
jrect  when  h-FTJ  is  given  by  different  routes.  These 
include  the  standard  intravenous  “push"  tech- 
nique, a continuous  infusion  into  a peripheral 
vein,  a continuous  infusion  into  the  hepatic 
artery,  and  by  mouth. 

By  I.  V.  jjush,  .5-FU  can  be  given  once-a-week, 
or  once-a-day  for  five  days  in-a-row  every  month. 
Five  days  in-a-row  is  either  as  effective,  or  more 
effective,  than  weekly.  No  data  suggests  that 
weekly  is  superior.  When  5-F'U  is  given  by  either 
of  these  two  fashions,  one  can  expect  temporary 
shrinkage  of  colon  cancer  lasting  for  several 
months  in  about  15%  of  patients.  Nausea  and 
vomiting  are  unlikely  but  there  is  some  risk  of 
stomatitis.  Fhe  major  toxicity  from  this  route  is 
myelosLippression. 

Alternatively,  5-FU  may  be  given  by  four-  or 
five-day  continuous  infusions  into  a peripheral 
vein.  In  this  way,  much  larger  do.ses  than  by  bolus 
injection  can  be  given  without  appreciable  myelo- 
suppression.  By  infusion,  the  do.se-limiting  toxic- 
ity is  gastrointestinal  intolerance  with  mucositis, 
nausea,  vomiting  and  diarrhea.  At  first  look, 
trading  the  convenience  of  peripheral  vein  bolus 
injection,  with  its  attendant  myelosuppression, 
for  the  inconvenience  of  a continuous  iidusion 
for  four  or  five  tlays  with  attendant  gastrointes- 
tinal toxicity  does  not  .seem  worthwhile.  Ffow- 
ever,  as  mentioned  later,  this  technique  may  be 
valuable  in  combination  therapy. 

Direct  inlusion  into  the  hepatic  artery  can  be 
very  helpful  for  patients  with  colorectal  tumors 
metastatic  tcj  the  liver.  A catheter  is  inserted  pcr- 
cutaneously,  or  under  direct  vision  in  the  operat- 
ing room,  into  the  hejxatic  artery.  Following  this, 
5-FU  is  infused  continuously  24-hours-a-day  for 
some  two  weeks  or  more.  From  this  technitjue, 
one  can  expect  significant  shrinkage  of  liver 
rneta.sta.se.s,  with  marked  amelioration  of  synq)- 
toms  of  metastatic  disea.se  in  the  liver,  for  75% 


of  patients.  .Smh  tumor  shrinkage  is  seen  even 
in  4(F'',  patients  whose  tumor  has  progressed 
during  pievious  administration  ol  peripheral 
vein  5-FTJ.  4his  maneuver  should  be  kept  in 
mind  by  the  o|)eraling  surgeon  who  might,  when 
indicated,  leave  a catheter  in  the  hepatic  artery 
when  he  operates  on  the  patient  for  other  indi- 
cations. Placement  of  a catheter  undei  direct 
vision  can  be  siipei  ior  compared  to  one  inserteil 
by  a precutaneous  route  because  immobili/ation 
of  the  limb  during  the  many  days  of  continuous 
infusion  of  chemolliei  apy  would  not  then  be 
needed. 

When  5-FU  is  administered  by  mouth,  except 
in  rare  circumstances,  clisadc  antages  outwei.gh  ad- 
vantages. By  mouth,  adsorption  varies  greatly. 

patient  may  absorb  anywhere  between  none 
and  f^f)%  of  the  administered  dose.  Absorption 
tends  to  be  higher  on  an  empty  stomach.  In- 
terestingly enough  wlien  one  absorbs  5-FU  by 
mouth,  he  has  higher  liver  levels  than  he  would 
have  had  if  he  had  taken  the  same  dose  by  a pe- 
1 ipheral  vein.  Therefore,  there  can  be  occasional 
justification  lor  oral  5-FTT  such  as  when  a patient 
has  bad  veins  and  liver  metastases. 

As  mentioned  above,  the  research  drug  Methyl 
UUNU  may  be  as  eflective  as  5-FU  in  the  treat- 
ment of  colorectal  cancer.  In  animals  with  colon 
tumors,  and  piobably  also  in  humans,  the  effects 
of  5-FU  and  Methyl  CCNU  are  additive  to  each 
other.  Methyl  CCNU's  major  toxicity  is  niyelo- 
suppression.  Therefore  it  is  logical  to  give  Methyl 
CCNU  in  combination  with  the  non-myelosup- 
jjressive  continuous  inlusion  schedule  of  5-FU. 
When  one  review’s  large-scale  Southw’esi  Oncology 
Group  studies,  one  sees  that  althongh  there  was 
no  enhanced  response  rate,  there  is  prolonged 
survival  when  continuous  infusion  of  5-FTI  was 
employed  wdth  \fethyl  CCNU  compared  to  a 
])revious  .Southwest  Oncology  Group  study  where- 
in Methyl  CCNU  was  given  with  bolus  5-FU.  Be- 
cause the  response  rate  is  no  better  and  because 
the  inqjioved  survival  is  based  only  on  comjxu  i- 
son  with  a previous  study,  the  actual  advanttige 
of  infusion  over  bolus  5-FTI  w'ith  Methyl  CCNU 
is  under  (|uestion.  Soon  a prospective  random- 
ized study  to  compare  these  regimens  will  be  un- 
dertaken to  see  if  there  is  a meaningful  difference. 

In  breast  cancer,  pcrsioperative  adjuvant  chemcj- 
therajjy  for  the  high  risk  patient  is  well  docu- 
mented to  be  beneficial.  It  remains  in  cpiestion 
today  as  to  whether  postoperative  adjuvant 
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clicmolherapy  is  also  benelicial  lor  colorectal 
cancer.  Most  ol  the  positive  studies  compare  acl- 
jinant  treatment  with  historical  controls.  The 
prohlem  is  that  the  natural  history  C)1  large  howel 
cancer  treated  with  surgery  alone  has  imjnoved 
over  tlie  last  several  decades.  So  any  study  will  he 
■positive"  it  compared  with  .surgery  alone  results 
trom  the  past.  Studies  with  concurrent  random- 
ization to  no  treatment  control  arms  are  less  sug- 
gestive ol  henelit.  It  would  seem  optimal  to  use, 
as  a ]joslo])Crative  adjuvant  program,  the  drugs 
which  are  recognized  as  most  ellective  lor  dis- 
seminated disease.  Based  on  this  concept,  some 
,550  colorectal  cancer  patients  liave  heen  entered 
on  a continuing  study  1 designed  and  which 
hegan  lour  years  ago.  Despite  this.  1 could  only 
say  that  altliough  results  are  |tromising,  1 do  not 
know  with  any  certainty  whether  siicli  postojjera- 
tice  adjuvant  chemotlierapy  does  decrease  or 
delay  recurrence. 

LUNG  CANCER 

Lung  cancer  is  not  just  one  disease  hut  rather 
several  dillerent  disorders,  h i s t o 1 cjg i ca  1 1 y and 
clinically.  "Splitters,'’  like  the  World  Health  Or- 
ganization, divide  lung  cancer  to  50  categories. 
“Lttmpers  " divide  limg  canter  into  two  categories: 
namely,  oat  cell  and  non-oat  cell.  majority 
seems  to  take  a middle  grotmtl  and  tise  lour  cate- 
gories; namely,  ejiidermoid  (stptamotts  cell),  atle- 
nocarc  itioma,  small  cell  tttidillerentiated  (oat 
cell),  and  large  cell  utidillerentiated.  Ohviottsly 
the  prohlem  witit  discttssitig  chemotherapy  drug 
sensitic  ity  of  tttmors  is  similar  to  antihiotic  setisi- 
tivity  of  hacteria.  In  either  situation  some  drugs 
are  tnore  likely  to  he  ellective  in  some  carieties 
atid  other  drugs  are  more  likely  to  he  uselttl  in 
others.  1 he  prohlem  is  we  do  not  know  how  to 
predict  which  lung  tumor  is  likely  to  respotid  to 
which  drug  treatment  jjrogram.  Our  hest  histo- 
logic characterization  is  imjrrecise.  Some  patietits 
with,  lor  example,  ejjidermoid  limg  cancer  tnight 
develop  tumor  regression  lasting  tor  rnotiths,  or 
years,  while  others  with  histologically  itlentical 
tutnors  show  nothing  hut  drug  toxicity  when 
treated  identically. 

Perhaps  10  or  15%  ol  patients  with  non-oat  cell 
lung  cancer  may  enjoy  jjrokmged  antitumor  el- 
fect  in  response  to  chemotherajjy.  However,  the 
great  majority  do  not.  It  is  for  this  reason  that 
the  duration  of  survival  for  the  median  jjatient 
has  not  imjnoved  since  chemotherajjy  was  hegun 
HI  the  late  1940's.  Nevertlieless  tlie  great  majority 


ol  jratients  with  non-oat  cell  lung  cancer  do  hene- 
lit in  one  .sen.se  from  chemotheraj:)y.  They  benefit 
emotionally  from  the  knowledge  that,  at  least, 
someone  is  trying,  and  there  is  at  least  some 
chance.  Emotionally,  even  one  chance  in  ten  is 
far  more  satisfactory  than  no  chance  at  all. 

As  far  as  oat  cell  lung  cancer  is  concerned,  the 
situation  today  is  much  more  ojitimistic.  Many 
individual  drugs  offer  at  least  a 25%  chance  of 
temjrorary  tumor  regression.  Condtinations  of 
drugs  seem  to  he  much  better.  Combinations  of 
drugs  jjlus  radiation  thera|)y  .seem  tea  he  better 
still.  'Lhere  are  jKitients  who  were  treated  with 
such  comhinations  years  ago  and  now,  over  five 
years  since  all  treatment  was  .stojjjred,  they  are 
alive  without  evidence  of  tumor. 

So.  oat  cell  is  occasionally  a curable  disease! 
Ellis  is  a very  dramatic  imjrrovement  Irom  the 
old  situation  where  in  the  jiast  tlie  diagnosis  of 
oat  cell  lung  cancer  meant  a 2%  two-year  survival. 
Loday  the  ojitimal  treatment  lor  oat  cell  carci- 
noma ol  the  lung  ajijrears  to  lie  tw'o  monthly 
courses  of  multijile  drug  comlrination  chemo- 
therajj),  followed  by  radiation  tlierajiy  to  the  area 
of  the  |rrimary  tumor  in  tlie  chest  and  also,  jaro- 
jihylactically,  to  the  brain,  followed  by  additional 
chemotherajiy.  Lhe  chemotherajiy,  radiation 
therajiy  and  chemotherajiy  are  given  lor  a total 
of  two  years. 

SUMMARY 

■So,  much  can  he  exjiected  today  from  the  mod- 
ern treatment  of  the  tyjncal  jiatient  with  breast 
cancer.  For  colon  canter  one  can,  at  least,  expect 
signilicant  temporary  benefit  from  hejiatic  artery 
jierfusion  chemotherajiy  hut  only  rarely  should 
we  exjiect  objective  benefit  for  the  jratient  with 
colorectal  cancer  in  general.  Po.sto]jerative  ad- 
juvant chemotherajiy  for  colorectal  canter  is 
jiromising  hut  certainly  unjiroven  at  this  time. 
For  lung  canter,  of  the  oat  cell  carcinoma  variety, 
combination  chemotherajiy  jilus  radiation  ther- 
ajiy  is  not  only  very  likely  to  cause  tumor  shrink- 
age hut  also  can  greatly  jirolong  survival  and  can 
result  in  cures. 

But,  we  have  heen  emjihasizing  objective  bene- 
fit too  much!  Much  more  imjiortant  for  the  jia- 
tient’s  subjective  benefit.  Chemotherapy  drugs 
may  oiler  olijectice  tumor  shrinkage  in  only  a 
very  small  fraction  of  patients.  But,  the  offer  to 
at  least  try  to  do  something  is  emotionally  very 
imjiortant  to  jiatient  and  family.  At  least  it  gives 
some  hojie  and  the  feeling  that  someone  feels  he 


202 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Frank  |.  Pani-  i i ii  kk, 


is  worth  soiiicoiif  tiyiii»  to  work  lor.  1 he  canter 
patient  often  feels  abandoned  l)y  family  and 
Iriends.  I hese  all  tend  to  acoid  him  heeanse  they 
do  not  want  to  see  what  tliey  expect  will  soon 
come.  On  the  olhei  hand,  tvhen  one  offers  chemo- 
therajjy,  he  is  showin«  tlie  patient  that  someone 
is  interested  in  him  and  feels  lliat  he  is  worth 
trsing  to  heljr.  Such  taring,  and  e\en  a remote 


chance  that  the  drugs  will  help  tan  assist  the  p<i- 
tient  in  jneparing  lor  his  fate  with  far  less  emo- 
tional pain.  For  objective  tumor  shrinkage, 
cancel  t hemotlierajry  is  still  rather  limited.  But 
lor  subjective  henelit  with  the  emotional  comlort 
that  someone  feels  tliat  he  is  really  wcjith  trying 
to  help  can  lie  very  valuable  for  the  great  majority 
ot  patients  with  malignant  disease. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  208) 

HISTORY:  C.  P.  is  a 70-year-old  man  who  presented  to  the  hospital  because  of  syncope.  He  has  a past  his- 
tory of  angina  and  is  taking  digoxin.  The  patient's  ECG  is  shown. 

Which  of  the  following  diagnostic  and  therapeutic  options  would  potentially  benefit  the  patient? 

A.  Holter  scan  or  long  rhythm  strip. 

B.  Temporary  pacemaker. 

C.  His  bundle  study. 

D.  Serum  digoxin  level. 

E.  ecu  observation. 
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John  W.  Watson,  M.D. 

Assistant  Professor 
Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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The  Hanging  Arm  Cast:  Re-emphasis 


H.  Austin  Grimes,  M.D.* 


^^\ei  'lince  C^akhvell  ininnluced  the  hanging 
arm  cast  technique  for  treatment  of  fractures  of 
tlie  shall  ol  the  hmnerns  in  this  has  become 

the  treatment  of  choice  and  has  the  best  overall 
result  of  any  single  metliod  of  treatment.  Peri- 
odically, this  needs  to  be  re-emphasized  in  order 
to  not  be  swayed  Iry  the  newer  methods  of  treat- 
ment of  \arions  other  fractures. 

‘Little  Rock  Orthopedic  Clinic,  P.A,.  1’.  O.  Box  52/11,  0500  Lite 
Drive,  l.ittle  Rock.  Arkansas  7221.5. 


The  principles  of  the  hanging  arm  cast  dictate 
that  it  must  be  lightweight  and  no  more  than  two 
4-inch  rolls  of  plaster,  the  elbow  is  flexed  at 
ninety  degrees  anti  the  forearm  and  hand  are  in 
the  nentral  position  or  in  the  position  for  shaking 
hands.  The  hanging  arm  cast,  to  Ite  ellective, 
must  be  hanging.  It  must  i)e  providing  traction, 
therefore,  the  patient  will  have  to  sit,  stanti,  and 
sleep  in  a semierect  position.  1 his  can  be  ac- 
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complished  at  home  by  tilting  a cliair  tonvard 
between  the  mattress  and  springs,  ntili/ing  a reg- 
ular bed;  a hospital  bed,  of  course,  can  be  jacked 
up  to  provide  this  position  quite  well,  but  is  not 
necessary.  The  sling  around  the  neck  is  jjadded, 
a loop  of  plaster  is  affixed  to  the  wrist  at  the  level 
of  the  wrist,  either  on  the  dorsum  of  the  wrist  or 
the  volar  surface  of  the  wrist  depending  on  need 
to  correct  rotation  or  angulation.  The  anterior 
or  posterior  angulation  can  be  modified  either  by 
lengthening  the  sling  or  shortening  it,  de]jendin  > 
on  the  followup  films  which  should  be  tlone  on 
weekly  intervals.  The  overall  time  in  the  hang- 
ing arm  cast  amounts  to  approximately  six  weeks. 
It  should  be  applied  to  allow  plenty  ol  room  for 
finger  motion  and  as  soon  as  the  patient  is  able 
to  tolerate  movement  at  the  shoiuler.  Let  the  arm 
string  Iree  in  front  of  him  when  he  Ijends  over. 


I'his  will  help  prevent  adhesive  capsulitis  or  the 
frozen  shoulder  syndrome. 

^Vhen  management  of  the  fractured  humerus 
with  the  hanging  arm  cast  has  not  been  satisfac- 
tory by  alignment  and  position,  open  reduction 
Avith  internal  fixation  is  usually  indicated.  Other 
factors  that  may  require  other  than  hanging  arm 
treatment  would  be  pathological  fractures  or 
those  associated  with  vascular  injuries  or  nerve 
entrapment  syndromes  which  the  distal  third  or 
fourth  of  the  humerus  traps  the  radial  nerve  with 
resultant  wrist  drop. 

SUMMARY 

Ihe  hanging  arm  treatment  is  safe  and  effec- 
tive in  treating  almost  all  levels  of  shaft  Iractures 
of  the  humerus  and  behooves  those  who  treat  this 
entitv  to  learn  its  application. 
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The  Nervous  System 

Alfred  Kahn,  Jr.,  M.D. 


^cicniilic  Aniciicaii  is  a jouinal  ol  unusual 
virtuosity,  uitli  top  lliglit  auiliois,  writers  in 
various  scicntiiit  lields,  and  marvelous  illustra- 
tions. 1 wo  recent  articles  on  the  nervous  s\stem 
have  been  of  unusual  interest. 

“Hrain  Function  and  Blood  Flow  ” (October 
1978,  p.  ()2)  is  die  title  of  an  article  by  Lassen, 
Inowar,  and  .Skinhoj.  Fheii'  aim  was  to  detei  mine 
the  localization  of  function  ol  the  human  cortex 
by  a direct  method  usins>  radioisotopes  — instead 
of  the  olil  painstaking,  time-consuming  method  ol 
microdissection,  ablation,  stimulating  the  exposed 
cortex,  etc.  Fhe  authors  postulated  that  as  in 
othei  pails  of  the  body  blood  flow  in  the  brain 
would  increase  with  function;  this  relationship 
is  an  exjiression  of  oxygen  consumption;  oxygen 
is  used  lor  reconstitution  of  adenosine  triphos- 
phate which  relea.setl  energy  intracellularly.  Las- 
sen. et  al,  credits  Sherrington  as  first  ha\  ing  noted 
an  increase  in  blood  How  through  the  brain  cot  tex 
at  the  anatomic  site  innervating  a distal  jiarl  of 
the  both  undergoing  muscular  activity.  Lhe  key 
to  the  authors'  work  was  measuring  radioactive 
xenon  in  dillerent  parts  ol  the  lirain  after  an  in- 
tnivenous  injection  — dm  ing  various  physical  and 
mental  activities.  Lhey  used  2.')4  scintillation  de- 
tectors phtced  outside  the  head  so  that  each  meas- 
uied  approximately  one  scpiare  centimeter  erf 
brain  sm  lace. 

Fhev  state  that  the  resting  flow  follows  a .set 
pattern  evith  more  How  through  the  frontal  area 
than  elsewhere  — ,^)()%  higher  despite  the  same 
ntimber  of  small  blood  vessels.  Lhe  interpreta- 
tion is  that  the  testing  biaiti  is  plannitig  behav- 
ioral patterns.  When  stitnulus  of  the  eye  or  eat 
occurred,  appropriate  increases  iti  blood  flow  oc- 
curred in  the  areas  of  the  brain.  If  the  stimulus 
was  tnore  ititetise  or  ccrmplex  than  minimal,  theti 


there  was  additiotial  blocxl  How  in  the  area  atid 
il  the  stimnlus  involved  itureasing  complexity, 
the  increa.sed  How  sj>reacl  into  other  ap]iro|jriate 
areas.  Perlormance  of  a simple  job  like  icletitily- 
itig  an  object,  I.as.sen,  et  al,  report  will  not  alone 
cause  increased  flow  in  the  primary  sensory  area 
but  also  in  the  memerry  areas  and  association 
areas.  Clenching  of  the  fist  is  said  to  cause  an 
increased  blood  flow  on  the  opjjosite  side  of  the 
brain  in  the  appropriate  area  of  motor  cortex. 
I’here  is  some  incre;ise  in  the  sensory  association 
areas  that  are  indirectly  slimuhued  b\  motor  ac- 
tivity. Lassen,  et  al,  conchtcle  that  "local  changes 
in  hlocjcl  flow  i effect  local  ^ariations  in  the  in- 
tensity ol  tieive  cell  metabolism.” 

Fhe  authors  paiticularly  emphasize  the  in- 
crea.sed blood  How  iti  adjacent  are;i.s  and  associ- 
ated ai  eas  wheti  complex  tasks  are  jjei  lormecl  im- 
plyitig  a certain  pl.inning  of  how  a particular 
function  cvill  be  accotnplishecl.  It  is  of  luriher 
inteiest  that  ablation  expet  iments  show  that  the 
speech  cetiter  tetids  to  be  a unilateral  futiclion 
;mcl  oti  the  same  brain  side  as  the  dominant  hemi- 
spheie;  however,  usitig  blood  How  teclmicptes  an 
area  comparative  to  the  speech  centet  in  the  op- 
posite hetnisphere  also  shows  increased  blcjocl 
How  with  serbalizatioti.  They  state  that  complex 
brain  :icti\ily  causes  increased  blood  flow  in 
muhi|)le  p;n  ts  of  the  cot  tex  indicating  sotne  over- 
;dl  program  with  snbpiograms  like  a computer. 

When  the  hraiti  tackles  a particularly  toitgh 
job,  the  entite  brain  shows  increased  blood  How  — 
in  ;icldiiion  to  localized  areas  of  incieased  blood 
flow.  The  authors  itueipret  this  as  meatiing  that 
the  entire  ceiebial  cortex  must  function  in  some 
situations  lot  the  biaiti  to  totally  imdersttind  the 
])roblem. 

In  aiiothei  highly  ititerestitig  pajeer  also  pub- 
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lishecl  in  Scientitic  American,  Patterson,  Potter, 
and  Fnrshpan  discuss  “Tire  Chetnical  Differentia- 
tion of  Nerve  Cells"  (July  197H,  p.  50).  lire  au- 
thors have  been  particularly  interested  in  the 
neurotransmitter  substances  at  the  synajrse.  Why, 
for  example,  is  there  a match  between  the  sub- 
staiue  released  by  the  tratismitting  cell  ami  the 
receptor  oti  the  receiving  cell.  A sttidy  of  the 
autonomic  nervous  system  was  made  to  try  and 
determine  some  of  the  answers  as  is  known  to 
every  medical  student.  There  aie  two  types  of 
synaptic  chemicals  in  the  jreripheral  atitonomic 
nervous  system:  acetyl  choline  and  nor-epineph- 
rine.  1 he  atithors  were  intrigtied  by  the  process 
which  leads  some  autonomic  cells  to  be  nor-epi- 
tiephrine  secretors  and  others  to  be  acetyl  choline 
secretors. 

T hey  grew  cnltures  of  atttonomic  nerve  cells 
in  ctiltures  itsing  nerve  growth  factors  and  the 
titnrients  which  autonomic  nerve  cells  retpiire  for 
growth.  Idle  cells  form  axons  and  dendrites;  the 
ability  to  mantdacture  chemicals.  If  there  are  no 
tells  other  than  autonomic  nerve  cells  present 
then  the  nerve  cells  seem  to  mantifacture  only 
nor-epinephrine.  This  tior-epinephrine  can  be 
released  but  it  does  not  catise  any  electrical  ac- 
tivity oti  the  ( tiltnred  target  cell.  If  the  atitotiomic 
cells  are  cultured  wdth  non-nerve  cells,  then  some 
ol  the  nerve  cells  form  acetyl  choline  while  others 
torm  non-e])inephrine.  The  acetyl  choline  syn- 
apses are  said  to  be  electrically  active  and  excita- 
tory. Patterson,  et  al,  wondered  if  the  non-neu- 
ronal exerted  their  effect  physically  or  chemically; 
it  proved  to  be  the  latter  as  the  medium  in  which 
the  non-neuronal  cells  grew  in  and  could  stimti- 
late  acetyl  choline  forming  cells  — and  the  num- 
ber of  acetyl  choline  formitig  cells  varied  in  pro- 
portion to  the  amotmt  of  broth  added  from  the 
non-nenronal  cells;  there  was  an  inverse  relation- 
ship with  nor-epinephrine.  I he  authors  feel  that 
the  young  neuron  cells  can  be  either  acetyl  cho- 
line forming  or  nor-epinephrine  forming  at  an 
early  age;  the  cell  wdll  grow  to  be  one  or  the 
other  depending  on  factors  in  the  neurons'  en- 
cironment.  It  is  of  interest  that  at  one  stage  of 
the  neurons'  development  it  may  form  both  nor- 
epinephrine and  acetyl  choline;  apparently,  the 
basic  stimulits  to  the  neuron  is  to  form  nor-epi- 
nephrine, and  only  tinder  extertial  inllttences 
does  it  become  converted  to  acetyl  choline  forma- 
tion; this  duality  occtirs  only  in  the  very  early 
netnon's  development. 


Patterson,  et  al,  found  that  cells'  different  tis- 
sues had  varying  degrees  of  stimulating  power  to 
stimulate  the  neuron  to  form  acetyl  choline;  they 
varied  in  descending  order  of  potentcy;  skeletal 
mtiscle,  heart  mtiscle,  and  liver.  The  authors  are 
definite  in  pointing  otit  that  the  conditions  that 
exist  in  ctiltures  do  not  universally  obtain  in  the 
body,  as  there  are  relatively  few'  acetyl  choline 
forming  cells  as  compared  to  nor-epinephrine 
lorming  cells.  I'he  factor  which  seems  to  prevent 
the  tnajority  of  the  cells  from  being  acetvl  choline 
formers  in  the  stimulation  of  the  yotmg  cells  by 
other  cells  in  the  nervous  system  — thus,  fre(|uent 
depolarization  leads  to  nor-epinephrine  forming 
cells,  rather  than  acetyl  choline  despite  the  chem- 
ical stimulus  by  the  many  non-nenronal  cells. 

It  apjiears  that  yoitng  neuron  cells  are  not  per- 
manently committed  to  a special  type  of  synaptic 
chemical.  This  capacity  appears  later  in  their 
development  and  rellects  chemical  and  neurologic 
stimuli. 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  ECG  shows  2:1  AV  block.  The  problem 
in  port  becomes  that  of  distinguishing  Mobitz  I from 
Mobitz  II  block,  both  of  which  may  be  seen  with  2:1  con- 
duction. If  one  can  demonstrate  areas  of  typical  Wencke- 
bach with  other  than  2:1  conduction  (as  on  a Holter  or 
rhythm  strip),  then  the  odds  favor  the  2:1  pattern  repre- 
senting 2:1  Wenckebach.  Since  Mobitz  II  may  abruptly 
progress  to  complete  heart  block,  a temporary  pacemaker 
could  be  very  useful,  especially  with  Mobitz  II  in  the  setting 
of  acute  infarction.  A His  bundle  recording  will  distinguish 
Mobitz  I from  Mobitz  II.  Mobitz  I block  is  relatively  com- 
monly seen  with  digita  is  excess  while  Mobitz  II  block  is 
much  less  commonly  seen  as  a manifestation  of  digitalis 
intoxication.  CCU  care  would  have  obvious  benefits  to  a 
patient  with  this  problem.  Thus,  all  listed  options  would 
be  potentially  beneficial  to  the  patient. 
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ArhaiiMis  Mcdidil  Monthly 
\’()l.  1 No.!)  DctemiKT,  IHSO 

MALARIAL  HAEMATURIA 

By  (.  .M.  (iist,  M.I). 

By  your  permission,  1 will  report  a case  ot 
malarial  hemorrhagic  lever,  being  the  lonrth  case 
1 ever  s;iw  in  twenty  years'  practice  in  \Vhite 
Cionnty. 

On  the  21st  ol  .\ugust  last.  1 was  called  in  con- 
snltation  with  Dr.  11.  Ci.  [ones,  in  .Searcy  \hilley, 
to  see  Miss  M.,  lonrteen  years  old,  who  had  a 
rigor  on  the  night  ol  the  IDth,  without  being  lol- 
lowed  with  anv  lebrile  excitement.  Oti  the  2()th, 
at  11  o’clock  a.m.,  rigor  was  repeated,  lollowed 
by  haematnria,  hot,  dry  skin  and  Irecpient  pulse. 
Dr.  Jones  had  given  calomel  and  cpiinine  Ireely. 
.Arrived  at  10  o'clock  a.m.,  21st,  skin  hot  and  dry, 
small  Irecjuent  pulse,  with  haematnria  every  hour 
or  two;  the  Iriends  crying  aroutul  the  bed;  jjatient 
\ery  restless.  AVe  decided  to  try  to  get  up  a vicar- 
ious action  of  the  skin  with  the  kidneys,  at  the 
same  time  acting  on  the  liver.  .As  the  stomach 
was  very  irritable,  we  gave  calomel  alone  every 


three  houis;  applied  mustard  o\er  the  legion  of 
the  liver  and  stomach;  and  having  seen  an  .Arkan- 
sas doctor's  hot  corn  treatment  in  the  Medical 
Briel  (sorry  1 have  lorgotten  his  name),  we 
adopted  it  to  get  up  a proluse  pers])iration  by 
putting  twetity-lour  ears  ol  corn  in  a vessel  to 
boil,  taking  twelve  at  a titne,  wrapping  them  up 
and  putting  them  all  around  the  jxatient,  remov- 
ing as  the  corn  cooled,  lor  two  hours.  W’e  got  a 
proluse  perspiration,  which  cpiieted  our  patient. 
Haematnria  diminished  everv  hour,  ceasing  by 
9 o'clock  at  night. 

rite  bowels  moved  by  9 o'clock  that  night  — 
black  discharges;  patient  slept  kindly;  waked  up 
ne.xt  morning  leeling  much  better;  called  for 
breakfast;  convalesced  from  that  time.  1 received 
a letter  from  the  young  lady  since,  thanking  us 
kindly,  saying  that  if  it  had  not  been  for  out 
prompt  treatment  she  never  woidd  have  had  the 
pleasure  of  writing. 

Hope  some  of  our  frietids  ^vill  try  like  treatment 
and  report. 

Beebe,  .Ark.,  December  .S.  ISSO. 


MEDICINE  IN  THE  NEWS 


THE  MONTH  IN  WASHINGTON 

-A  jjiovision  barring  freedom  ol  institutional 
choice  for  Medicaid  patients  has  provctked  the 
strong  opposition  of  the  .American  Medical 
•Association. 

.Approved  by  the  .Senate  Finance  Committee  as 
part  of  a budget  cutting  package,  the  contro- 
versial provision  woidd  repeal  the  present  right 
of  .Medicaid  patients  to  exercise  free  choice  in  se- 
lecting cjualified  suppliers  ol  medical  services. 
Fhe  amendment  authorizes  states  to  limit  access 
to  care  to  certain  hospitals  and  other  jjroviders. 

.Although  the  provision  would  set  an  important 
jnecedent  involving  Ireedom  of  choice  and  raises 
again  the  cpiestion  of  a two-tier  health  system,  it 
was  scarcely  noticed  by  the  public  press  in  the 
hectic  scrambling  of  a Congress  that  wishes  tea 


be  elsewhere  than  ^Vashington  in  tliis  electioir 
year. 

In  a letter  to  committee  Chairman  Russell 
Long  (D-L.A),  the  .A.M.A  said  the  pro\  ision  "would 
change  the  entire  thrust  and  philosojahic  basis  lor 
the  Medicaid  program.  Rathei  than  continuing 
the  program  as  designed,  to  |arovitle  access  to 
mainstream  medical  care  for  the  jxtor,  it  would 
authorize  a two-tiered  system  ol  providing  care  — 
one  for  the  general  public  and  another  for  the 
poor.” 

James  H.  .Sammons,  .M.D.,  .A.M.A  Executic  e ice 
President,  said  this  major  redirection  of  the  pro- 
gram is  “highly  undesirable.” 

Dr.  Sammons  called  for  jiublic  hearings  and 
opportunity  for  consideration  by  the  public  and 
the  committee.  “W’e  dejilore  such  precipitous  ac- 
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lion  llnit  ivoiikl  liave  the  long  tenn  elfect  ot  insti- 
tutionalizing a two-tiered  system  ol  care,”  he  said. 

The  provision  is  characterized  as  allecting  only 
institutional  services,  but  "in  our  view  this  pro- 
posal woidd  necessarily  ellectisely  limit  the  pa- 
tient  s choice  of  physician  as  well,"  he  said.  ” T his 
restdt  is  inevitable  since  patients  will  be  limited 
to  physicians  having  admitting  privileges  at  the 
‘Medicairl  Hospital’." 

I he  believes  that  the  Medicaid  proposal 

"is  an  ill-conceived  proposal  that  would  bar 
Afedicaiil  patients  from  mainstream  medical 
care,"  the  AMA  saitl.  ‘‘.\ny  benefits  from  cost- 
sat  ings  that  woidd  be  achieved  are  overcome  by 
the  negative  impact  that  this  provision  woidd 
have  on  the  jxior  through  the  establishment  ot  a 
separate  health  care  system  lor  the  poor.  " 

* * # * 

.A  proposed  provision  in  the  Afental  Health  Sys- 
tems Bill  that  would  have  provided  a "Bill  of 
Rights"  for  the  mental  patients  has  been  over- 
tvhelminglv  defeated  on  the  floor  of  the  Senate. 

Senator  Robert  Aforgan  (I)-\Ci)  with  the  strong 
backing  of  the  AM.V  and  the  .\merican  Psychi- 
atric -Association  (.APA)  argued  that  the  private 
right  of  action  permitted  in  the  provision  “will 
simply  serve  to  encourage  frivolous  lawsidts  and 
put  the  federal  courts  in  the  business  of  reviewing 
medical  decisions  on  a case-by-case  basis.” 

1 he  measure  would  have  overritlen  33  existing 
state  laws  and  “provide  a legal  tool  to  coerce  slates 
to  sjiend  more  money  on  mental  health  services,” 
the  .'senator  said  in  a “Dear  Colleague”  letter  to 
lei  low  Senators. 

The  AMA  earlier  had  dispatched  a Legislative 
.Alert  urging  support  ol  the  Morgan  Amendment, 
tleclaring  the  Senate  Bill  "objectionalsle”  as  it 
then  stood.  The  .AP.A  feared  that  court  siuts  by 
patients  would  have  led  to  medical  treatment  de- 
ci,>ions  b\  the  judiciary,  creating  serious  legal  im- 
pediments to  jji'oper  treatments. 

rhe  proposed  “Bill  of  Rights”  for  mental  pa- 
tients, supported  by  Sen.  Etlward  Kennedy  (D- 
M.A),  would  have  given  patients  the  right  to  re- 
fuse treatment  and  retpiire  that  their  freedom 
not  be  unnecessarily  restricted,  among  other 
provisions. 

t he  overall  bill  extends  and  restructures  fetl- 
eral  aid  to  community  based  mental  health 
programs. 

* * * * 

l.egislation  note  before  Congress  would  block 


unlimited  public  access  to  Professional  Standards 
Review  Organization  (PSRO)  documents. 

I'he  AM.A  has  urged  Congress  as  part  of  its 
18-part  package  of  PSRO  changes  to  specify  that 
PSROs  are  not  federal  agencies  and  therefore  not 
subject  to  requirements  of  the  Freedom  of  Infor- 
mation Law. 

A Court  of  Appeals  decision  is  pending  on  the 
issue  in  Washington,  D.  C. 

The  PSRO  provision  is  part  of  the  Medicare- 
Medicaid  amendments  measure  approved  by  the 
House  Commerce  and  A\’ays  and  Means  Commit- 
tees. Though  it  does  not  take  the  non-federal 
agency  route  of  the  AMA  proposal,  the  amend- 
ment’s procedures  for  court  orders  to  obtain  in- 
formation would  serve  much  the  same  effect. 

Seven  of  25  AM.A-developed  PSRO  amend- 
ments were  substantially  adopted  in  the  last 
Congress. 

The  18  amendments  pending  would  authorize 
organizations,  including  foundations,  designated 
by  Medical  Societies  to  be  specificallv  eligible  lor 
consideration  as  PSROs:  and  authorizing  of  phy- 
sician polling  on  agreements  between  PSROs  and 
the  government.  Many  current  provisions  relat- 
ing to  PSRO  operations  tvoidtl  be  deleted  or 
modified  under  the  .AM.A  proposals. 

* * * * 

Chiropractic  students  would  be  eligible  for  the 
first  time  for  Federal  Health  Manpower  loans 
under  legislation  apjtroved  by  the  Senate  Human 
Resources  Committee. 

1 he  ])rovision,  by  Committee  Chairman  Harri- 
son Williams  (l)-XJ).  was  part  of  the  Health  Pro- 
fessions Education  .Assistance  bill  sent  to  the 
Senate  Floor.  The  .AM.A  and  allied  health  groups 
jirotestetl  that  the  Committee  should  have  de- 
ferred the  issue  pending  hearing  anti  testimony. 
The  provision  does  not  make  schools  of  Chiro- 
practice  eligible  for  federal  support.  I'he  Com- 
mittee called  on  the  government  to  study  the 
safety  and  efficacy  of  Chiropractic. 

'I'he  overall  Manpower  Bill  approved  by  the 
Committee  sharply  restricts  federal  capitation  aid 
for  medical  schools.  Hotvever,  it  is  less  sweeping 
than  a three-year  phase-down  adoptetl  by  the 
House  Commerce  Committee. 

Complications  arising  out  of  butlget  deadlines 
may  result  in  Congress  approving  a one-year  con- 
tinuing resolution  of  aid  for  medical  schools  at 
their  current  level  for  the  fiscal  year  starting  in 
October,  with  other  juovisions  of  the  congres- 
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sioiial  legisl.ition  l. iking  cllcil  altc'i  llnil  dale. 

House  Senate  (lonlereiue  may  he  ie(|nire(l  to 
settle  the  ililleieiKes  between  tiie  House  ;nul  Sen- 
ate l)ills  on  (iliiiopi  at  ti< , t a|)italion  and  many 
othef  issues. 

# # # * 

I he  .\.M.\  has  challenged  pioposed  legnlations 
to  revise  ntili/aiion  leview  piocethnes  lot  .\letli- 
eaie  ;md  .Medittiid. 

In  ;i  sttitement  to  the  Hetilth  Clare  Kinanting 
.Vdministration  (HCIF.V),  the  .\,M.\  said  "the  over- 
;ill  eliect  ot  the  pioposeil  i egnhitions  does  not 
meet  the  basic  criteriti  lor  an  appropiitite  jtio- 
gram  in  provitling  necesstiry  Hexibility  and  Inl- 
lilling  the  intent  ol  Clongress." 

HC1F.\  was  told  th;it  certain  jarovisions  hick 
operational  Hexibility,  ;nul  that  specilic  sttnul- 
artls  relating  to  prettdmi.ssion  anti  conenrrent  re- 
view, as  well  as  those  rehiting  to  prior  ;ippro\al 
ot  elective  surgery  and  other  procedures,  go  be- 
yond the  authority  esttiblished  in  the  Socitil  Se- 
curity .\ct. 

I he  delinition  ot  "major  diagnostic  oi  thera- 
p'eutic  procedure"  is  "unacceptably  brttatl,"  tic- 
cording  to  the  ,V.\IA. 

The  ,swee]aing  authority  to  allow  UR  commit- 
tees to  disapprove  elective  surgery  or  other  major 
elective  diagnostic  or  therajaeutic  jaroccdures  is 
inconsistent  with  the  Stacial  .Security  .\tt  which 
jarovides  that  the  government  shall  not  interlere 
with  the  piactice  ot  medicine,  said  the  .\.\I.\. 

# * * * 

President  Can  ter  has  signed  into  law  legishition 
jarovitling  higher  pay  tor  military  ]ahysicians. 
'The  measure  allows  bonu.ses  ot  $9, ()()()  - ,'i>  1 (),()()()  to 
physicians  in  the  military  as  well  as  vtirialale  .s|ae- 
cial  pay  depending  on  years  ot  service,  |);iyment 
tor  laoartl  certilictition  and  incentive  specittl  jatiy 
lor  critical  specialities.  The  extra  pay  could  tottil 
up  to  .SSS.ODO  on  toja  ot  regidar  p;iy.  A discretion- 
ary special  pay  provision  tor  Pulalic  Health  Serv- 
ice physicians  w;is  included  in  the  measure.  Presi- 
dent Carter  htitl  vetoed  an  earlier  military  pay 
bill  because  ot  provisions  tor  non-militaiy  |diy- 
sicians  and  non-|jhysici;ins.  The  metisme  w;is 
backed  by  the  Amei  ictm  Metlictil  AssocitU ion. 

# * * * 

The  active  ingredient  in  marijuanti,  ctilled 
I HC,  may  be  oktiyed  by  the  Food  ;mtl  Drug  .\tl- 
ministration  this  tall  tor  restricted  distribution 
use  liy  cancer  patients  in  ortler  to  reduce  nausea 
caused  by  chemothertipy. 


.\n  M).\  advisoiy  |)anel  voted  live  to  lour  to 
make  the  synthetic  |Ji()ducl  avaihible  ;it  (.uicei 
tiealmeni  (enteis  ;md  metlic;d  school  liospitals. 

t he  .\.\IA  told  tile  Fl).\  that  1 ese;n  ( h on  use  ol 
I HC  as  an  antiemetic  should  be  put  sued  in 
Inoadei  clinical  tiials.  "It  tippetirs  that  the  et- 
tecliveness  data  ttccumulated  to  chite  w;nr;uits 
mote  widespretid  use  ol  I HCi  lot  this  single  put- 
pose  in  selected  ptuients,"  wrote  |;ime.s  Sammons, 
M l).,  .V.\l.\  executive  Vice  Piesident. 

The  .\M,\  commended  the  coordimited  el  torts 
;it  the  tecleial  lecel  "to  bring  to  prtict itionei s ;incl 
patients  some  hope  ol  rebel  lioin  the  menttdiy 
and  physictdly  debilitating  side  ellects  ot  cancer 
chemothertipy." 

.Mthongh  the  advisory  committee  tiction  was  a 
boost  tor  patient  groups  seeking  mat  ijuana,  some 
tirgued  that  the  synthetic  product  involved  is 
much  less  ctlicticious  than  the  mitnral  product. 

* # * * 

I he  Supreme  Com  t decision  on  Medicaid  abor- 
tion tunding  m;iy  have  an  impac  t on  lecleral  poli- 
cies towaicl  till  beneticiaries. 

In  eliect,  the  high  Court  said  Congress  has  the 
right  to  impose  restrictions  on  benelits  th;it  might 
be  acailable  to  the  general  public. 

Ry  a 5-4  vole,  the  Justices  upheld  Congress’  re- 
stiictions  on  Medicaid  abortions,  limiting  ted- 
eral  jxiyment  to  tibortions  needed  to  stive  the  lives 
ol  mothers  or  in  ctises  ol  rape  or  incest. 

A he  so-called  Hyde  .\menclment,  tdter  Rep. 
Henry  Flycle  (R-IF),  has  plunged  Congress  into 
annual  debate  lot  lour  years,  with  the  .\mend- 
ment  lorces  winning  out  each  time.  As  ti  lesiilt 
ol  the  Hyde  ,\mendment,  Medictiid-I uncled  aliot- 
tiems  have  clro|)])ecl  Irom  300, ()()()  beloie  197,0  to 
less  than  2,000  last  year. 

Pro-tiboi  t ion  and  tmti-tiboi  tion  lorces  h;i\.e  col- 
lided bitterly  on  the  issue  and  opportunetl  Con 
gress  unceasingly.  .More  congressiontil  nntil  htis 
been  genertited  on  abortion  than  on  tiny  other 
subject. 

'File  Court's  ruling  came  tis  the  lletilth  tind 
Human  .Services  Department  was  studying  what 
constitutes  “re;ison;ible  and  necesstiry”  ipedical 
services  that  Medictire  and  Medicaid  should  li- 
mince.  .\noiher  lecleral  study  involves  heart 
tr;insplatrt;ition  ;nid  how  ;uul  whether  .Medicare 
ptitients  should  be  reimbursed  lot  the  piocedure. 

Supreme  Court  Justice  Pottei  Stewtiri,  writing 
lor  the  majority,  said  that  "tiltliongh  Congress 
has  o|)ted  to  subsicli/e  medically  necessary  abor- 
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lions,  the  tact  remains  tliat  the  Hyde  Amendment 
]ea\es  an  indigent  woman  with  at  least  the  same 
range  ol  clioice  in  deciding  whether  to  obtain  a 
medically  necessarv  abortion  as  she  woidd  have 
had  il  Congress  had  chosen  to  snbsidize  no  health 
care  at  all. 

AVe  are  thus  not  jjersnaded  that  the  Hvde 


Amendment  impinges  on  the  constitnticanally 
protected  treedom  of  choice  recognized  in  (a  prior 
Court  ruling).” 

In  a second  5-4  vote,  the  Court  said  states  are 
not  obligated  to  pay  lor  medically  necessary 
abortions  lor  which  federal  reimhnrsemem  is  not 
available. 


Medicine/Religion  Symposium 


josef)h  V.  Fisher.  M.D. 
Charleston,  South  Carolina 


Lin'LE  ROCK  — “Religions/ethical  founda- 
tions upon  which  correct  medical  decisions  can 
be  made”  will  be  the  topic  of  the  third  Annual 
Medicine/Religion  Symposium  to  be  conducted 
Satnrtlay,  December  (i,  at  the  University  ol  Arkan- 
sas Medical  Sciences  Campus  at  Little  Rock.  Dr. 
Fred  O.  Henker  III,  professor  of  Psychiatry  at 
LI.AMSC  is  the  program’s  director. 

Dr.  Henker  said  that  keynote  jjresentations  lor 
the  sympf)sinm  will  be  delivered  by  two  guest 
lecturers  who  are  outstanding  in  the  Held  of  medi- 
cal ethics  and  pastoral  counseling. 

“I'he  Religious  Basis  for  Decisions”  will  be 
presented  by  the  Rev.  C.  Kenneth  Pepper,  Ph.D., 
founder  and  director  of  the  Pastoral  Counseling 
Center  of  the  Greater  Dallas  area,  Texas.  Dr. 
Pepper  is  considered  a pioneer  in  the  field  of 
religion  and  mental  health,  and  is  considered  an 
expert  interpreter  ol  the  church  to  the  medical 
community.  He  is  a diplomate  in  the  American 
•Association  for  Clinical  Pastoral  Education. 

Dr.  Joseph  V.  Fisher  will  discuss  “Critical 


Rcvcrtnd  Kfiint-th  Pepper,  Pli.D. 
DalKis,  Texas 


Medical  Decisions.”  Dr.  Fisher  is  professor  anti 
vice-chairman  of  the  Department  of  Family  Medi- 
cine at  the  Medical  University  of  .South  Carolina 
at  Charleston.  He  is  also  a profe.ssor  of  Psychiatry 
and  Behavioral  .Sciences  and  has  special  interest  in 
psychosomasis  and  alcoholism. 

The  symposium’s  format  is  centered  around 
group  discussions  and  responses  to  case  presenta- 
tions and  physicians  are  encouraged  to  invite 
their  clergymen  to  attend  the  symposium.  "Dia- 
logue between  physicians  and  clergymen  regard- 
ing basic  professional  ethics  will  help  enable 
participants  to  make  realistic  decisions  at  times 
of  medical  crisis,”  Dr.  Henker  explained. 

1 uition  for  the  Medicine/ Religion  .Symposium 
is  $15,  including  lunch. 

As  an  institution  accredited  for  continuing 
medical  education,  U.AMSC  has  announced  that 
this  symposium  meets  the  criteria  for  seven  (7) 
credit  hours  in  Category  I of  the  Physician’s 
Recognition  .Award  of  the  AM.A.  The  program  is 
also  acceptable  for  seven  (7)  prescribed  hours  by 
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llie  .\nuTic;m  Academy  ol  I'ainih  Pinkie  ians. 

\ l)l()ck  ol  rooms  has  been  ieser\e(l  al  (lie 
Americana  Inn  oi  Little  Roc  k lor  pat  tic  iptmts 
recpniint;  overniglii  accommodations.  Special 

■‘eonrention  rates"  will  be  availaltle. 

# * # # 

AMERICAN  COLLEGE  OF  INTERNATIONAL 
PHYSICIANS,  INC.,  MEMBERSHIP 

In  IbT.a  the  .\C11*  teas  organi/ed  lot  |)bysicians 
licensed  and  practicing  in  the  United  States, 
wbetbei  educated  abioacl  or  in  tlie  Lbiited  States. 
It  is  a ])artic ipatorv  lellowsbip  open  to  all  physi- 


cians who  wish  to  join  their  colleagues  liom  many 
nations  whe;  endeavor  to  shape  polities  for  medi- 
cal education,  research,  ethics,  and  international 
health  attic  ities  lor  the  future  of  medicine  around 
the  world. 

The  College  provides  a fornm  for  dist  iission  ol 
issues  of  interest  to  international  jjhysicians  and 
international  medicine. 

Lot  fmthei  infoiination  about  Fellowship  in 
the  College  and  or  application  forms,  contact  the 
College  office  at  30,S0  Lake  .\venne.  Fort  AVayne, 
Indiana;  phone  (219)  124-741  1. 


keeping  up 


Category  1 

Continuing  Medicai  Education 
Programs  Available  in 
Arkansas 


SMALL  COMPUTERS  IN  THE 
PHYSICIAN'S  OFFICE 

Presented  by  Gloria  Lane,  M.S.,  and  Howard 
Barnhard,  M.l).,  Ximeinbey  1,  1980.  8:^0  a.m.  to 
1:00  p.m.,  UAMSC  Education  11  Building.  Room 
G-137.  Six  hours  Category  1 credit.  Registration 
tee:  $3.5.00. 

ENDOCRINE  TREATMENT  OF  INFERTILITY/ 
ENDOCRINOLOGY  OF  SEXUAL  BEHAVIOR 

Presented  by  Ewa  Radwanska,  M.D.,  "Endo- 
crinology of  Sexual  Behavior,"  Xo-iicmbcr  7,  8:00 
p.in.;  "Endocrine  'Freatment  of  Infertility,"  No- 
vember  8,  8:00  a.m.  to  5:10  p.m..  Camelot  Inn, 
Little  Rock.  Hours  of  Category  1 credit:  one 
hour  November  7;  eight  hours  November  K.  Reg- 
istration fee:  $75,  $20  for  optional  dinner  on 
November  7.  Sponsored  by  UAMS. 

ADVANCED  CARDIAC  LIFE  SUPPORT - 
PROVIDER'S  COURSE 

Presented  by  Noel  Lawson,  M.l).,  Xooember 
7th  through  9th,  1980,  7:30  a.m.  to  O:00  p.m., 
UAMSC  Education  II  Building.  Twenty  hours 
Ciategory  1 credit. 


HEAD  AND  NECK  RADIOLOGY 

Presented  by  Eugene  Binet.  .\LI).,  Xoi'cmber  8, 
11:10  a.m.  to  1:00  p.m.,  and  Xoortuber  9.  8:00 
a.m.  to  1:00  p.m.,  Little  Rock  Hilton  Inn.  Nine 
and  one-halt  hours  Category  I credit.  Sponsored 
by  UAMS. 

BEYOND  THE  BASICS:  AN  ADVANCED 
PROGRAM  IN  INFECTION  CONTROL 

Presented  by  d eny  Vamauchi,  M.D.,  Xovon- 
her  20,  7 :15  to  1:00  p.m.,  and  November  21 . 8:00' 
a.m.  to  1 :00  p.m.  Camelot  Inn,  Little  Rock.  Ten 
hours  Category  1 credit.  Registration  fee:  $50. 
Sponsored  by  lh\MS. 

NUCLEAR  MEDICINE  SYMPOSIUM  ON 
GASTROENTEROLOGY 

Presented  by  W.  d inner  Harris,  M.l)..  and 
Jerry  L.  Prather,  M.l).,  December  0,  1980,  8:10’ 
a.m.  to  1:00  p.m..  Education  Building,  Room 
El 55,  St.  \dncent  Infirmary.  Six  hours  Category 
1 credit.  Registration  lee:  $25  includes  conti- 
nental breakfast  and  lunch. 


As  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Ck)mmittee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
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ETHICAL  BASIS  FOR  MEDICAL  DECISIONS  Building,  Room  Gill.  Seven  hours  Category  I 

Presented  b)  Fred  O.  Henker,  M.I).,  Dc'ceinher  credit.  Registration  lee:  $15. 

6,  S:3()  a.ni.  to  p.tn.,  U.X.MSC  Education  11 

RECURRING  EDUCATION  PROGRAMS 

I iiless  ollierwisc  indicated,  prooiams  are  toi  one  to  one  and  one  italf  hours  Category  I credit. 

FAYETTEVILLE  — AHE(  -NVV 

Mtuliidl  rc(U  liiiig  Confe)  enre . each  ‘'atniclac,  7:30  a. in.,  ^\'asllington  Regional  Medical  C.entei. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

l’(i(liology  Coufereuce,  Xoveinlier  (ith  and  2(lth  and  Decendicr  tth  and  IlSili,  l:(M)  p.in..  C.onference  Room. 

Pdlholagy  Couference,  November  ISth.  ;i:l!(l  p.tn..  and  Deccmlier  ‘.Ith.  1:.30  p.m..  Cionterence  Room. 

Mi)iiiilily  Conference,  Xovendier  13lh  and  Decendier  1 1th.  ‘hhO  |3.m..  C.onference  Room. 

FORT  SMITH  — AHEC 

I'nnior  Conference,  every  Inesdar.  12:(;0  noon.  Fourth  Floor  Cionference  Room.  .Sparks  Regional  Medical  Cienter. 
JONESBORO  — ST.  BERNARD'S  REGIONAL  MEDICAL  CENTER 

tjileresling  Ctnes,  second  and  lotirth  Fnesday.  12:0(1  noon.  Dietary  Conference  Room.  Sponsored  hy  .VHKC  NF.. 

'I'ninor  Conference,  third  1 tie  clay.  12;00  noon.  Dietary  C.oiderence  Room.  Sponsored  I)y  .XHF.C’.-NE. 

Medic, it  Lecture  Series,  eaciv  Friday  except  thiid  Friday,  11:70  p.m..  Dietary  Cionfcrencc  Room.  S|)onsored  hy  .\HEC:-NF.. 
Chest  Confere,He,  third  Friday,  11:.70  a.m..  Dietary  Conference  Room.  Sponsored  hy  .VHFCi-NF. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

l^nlnion/n y C<ne  Conference,  eat  It  Fnesday.  12:00  noon  to  1:00  p.m..  Dining  Room  # -f. 

Central  Aihansas  Prinnny  Cure  Conference,  second  Inesdac.  7:00  p.m.  to  0:00  p.m.,  .Xnditeninm.  Fwo  hours  Category  I 
c redit. 

Cardiojinlinoiuiiy  Pesns,  Hat  ion  Course,  .second  Wednesday,  0:00  p.m.  to  midniglit,  Hninan  Re.sonrce  Development  .\rea- 
Six  hours  Category  1 credit. 

P.inergeiuy  Medidne  Confeietue,  second  ;ind  lonrth  Wednesday,  12:30  p.m.  to  1:30  p.m..  C.onference  Room  #1. 
Moihidity  and  Mort,dit\  Conference,  first  1 hnr.sday,  H:00  a.m.  to  9:00  a.m..  Conference  RcKim  #1. 

Surgery  Conference,  second  and  third  I hnrsday,  8:00  a.m.  to  9:00  a.m.,  C.onference  Room  #1, 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhosjiilal  (.1  Problems  Ccnifeience,  first  Monday,  0:00  p.m.  to  7:30  p.m..  Room  FI:')'),  Education  Wing. 

Pediatric  Conference,  first  and  third  Monday,  12:30  p.m.  to  1:30  p.m..  Room  Fl,79.  Edneation  Wing. 

Interhosjnlal  I’rology  C.rand  Pounds,  lirst  Tne.sday.  .'):.30  p.m.  to  0:30  p.m..  Room  El,79,  Edneation  Wing. 

Peripheral  Vascular  Disease  Conference,  third  I ne.sday,  0:00  |).m.  to  7:00  p.m..  Room  EI.79.  Edneation  ^Ving. 
iXeuropathologY  Conference,  third  I tiesday.  .7:00  p.m.  to  0:00  p.m..  Room  SI  1()9.  Ealioratorv. 

Pninionary  Conference,  first  and  third  Thnr  clay.  12:00  noon  to  1:00  j).m..  Room  E,l:')9.  Edneation  Wing. 

Cardiology  Conference,  second  and  fourth  I hnrsday,  12:00  noon  to  1:00  p.m..  Room  El,79,  Education  Wing. 

( left  Palate  Conference.  November  19,  1980,  12:30  p.m.  to  1:30  p.m..  Room  EI59,  Education  Wing. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Inlernal  Medicine  (hand  Pounds,  each  Tuesday,  8:00  a.m.  to  9:00  a.m..  Education  I .\uditorium. 

Nenroradiology  Conference,  each  Wednesday,  1:00  p.m.  to  ,'):00  p.m..  Department  of  Radiology  Conference  Room. 
Padiology  Continuing  Edneation  l.ectnre  Series,  two  Wednesdays  each  month,  ():00  p.m.  to  7:,30  p.m..  Department  of 
Radiology  Conference  Room. 

Categorical  Course  in  Padiology,  each  weekday  except  Wednesday,  1:1,')  p.m.  to  ,7:00  p.m.;  Wednesday,  7:00  p.m.  to  7:47 
p.m..  Department  of  Radiology. 

PINE  BLUFF  — AHEC- SW 

Medical  l.ectnre  Series,  lonrth  I uestlay  each  month,  ():30  p.m.  to  9:00  p.m..  dinner  meeting  at  local  re.stauranl. 
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EMERGENCY  SERVICES 

Dr.  R.  Stephen  X'enable,  a 1!(77  graduate  ol  die 
I'liiversity  ot  Arkansas  College  ol  Medicine,  has 
joined  the  I'niversity  Hospital  as  director  ol 
emergency  services.  l)r.  Venable  has  also  joined 
the  stall  ol  the  (College  ol  .Medicitie  as  assistant 
prolessor  ol  internal  medicine  and  lamily  and 
community  medicine. 

OZARK  RECEPTION 

riie  O/ark  .\rea  Chamber  ol  Commerce  spon- 
sored a recejition  lor  three  new  physicians  locating 
there.  I'he  physicians  arc:  Dr.  Rob  |etlers  and 
Dr.  lorn  [ellerson  who  both  specialize  in  Pedi- 
atrics atul  Dr.  l ina  Jellcrson  who  sjieciali/es  in 
Internal  Metlicitie. 

BULLET-PROOF  VESTS 

■Stall  physicians  at  Memorial  Hospital  in  North 
Little  Rock  contributed  lunds  to  comjilete  a drive 
to  linance  purchase  ol  bullet-prool  vests  lor  North 
Little  Rock  police  lield  ollicers.  Drs.  Ernest  H. 
Harper,  duel  ol  stall,  and  Dac  id  Bevans,  fr.,  chiel 
ol  surgery,  atinoimced  the  stall's  contribution. 

PHYSICIANS'  SEMINAR 

Dr.  James  R.  McNair  ol  Little  Rock  recently 
spoke  on  “Preventive  Medicine  and  Wellness"  at 
a seminar  in  North  Little  Rock  lor  physicians. 

DOCTOR  COSTALDI 

Dr.  Mario  Costaldi  has  joined  Drs.  Richaitl 
Pearson  and  James  Bledsoe  ol  Rogers  in  the  piac- 
tice  ol  General  and  Vascular  Surgery.  Dr.  Costaldi 
was  previously  as.sociated  with  the  Rogers  Medical 
Center. 

LAWRENCE  MEMORIAL  HOSPITAL 
MEDICAL  STAFF 

Dr.  Stephen  Whlson,  lormei  ly  ol  Johnson  City, 
rentie.ssee,  has  joined  the  medical  stall  ol  the 
Lawrence  Memorial  Hospital  in  Walnut  Ridge. 

Dr.  Joe  Hughes  has  been  elected  vice  presi- 
dent and  Dr.  .Sebastiati  Spades  has  been  elected 
.secretary-treasurer  ol  the  medical  stall  ol  the 
hospital  lor  the  1981  liscal  year. 

DR.  SMITH  HONORED 

Dr.  Robert  Smith  ol  Pine  Blull  was  recenth 
honored  by  the  National  Alumni  Association  ol 
Meharry  Medical  Ciollege  in  Nashville,  Tennessee, 
lor  his  twenty-live  years  ol  set  vice  in  medicine. 


DR.  VASUDAVAN  SPEAKS 

Dr.  P.  X'asudavan  ol  Helena  spoke  at  the  Sej)- 
tember  meeting  ol  the  .Memphis  Chajjter  ol  (ierti- 
lietl  Surgical  Lechnologists. 

DR.  PETIT  LOCATES  IN  WEST  MEMPHIS 

Dr.  Paul  N.  Petit  has  joined  Drs.  Johti  ,\L 
Hodges  and  Ten^  1*.  Templetoti  in  the  practice 
ol  Otolaryngology  at  WTst  .Memphis. 

DOCTOR  JOINS  HOSPITAL  STAFF 

1 he  Pdireka  Spiings  Municipal  Hospital  has 
announced  that  Dr.  ^\’illiam  Diacon  has  joined 
its  medical  stall.  Dr.  Diacon  is  a diagnostic 
radiologist. 

BENTONVILLE  PHYSICIAN 

Dr.  Mark  H.  Bc^wles  has  opened  an  ollice  in 
Bentonville  lor  the  practice  ol  Internal  Medicine 
and  Gastroenterology. 

HISTORICAL  SOCIETY 

Di.  G.  .-Mien  Robinson  ol  Harrison  recently 
.s|K)ke  at  a Garroll  Gounty  Historical  .Society 
meeting.  1 he  subject  ol  Dr.  Robinson's  talk  was 
“Farm  .Museum  and  Heritage  Genter." 

DR.  WEBB  LOCATES 

Dr.  Dan  AV'ebb  has  joined  Dr.  Chester  Peeples 
in  the  practice  ol  Internal  .Medicine  in  West 
Memphis. 

SEARCY  PHYSICIAN 

Dr.  Larry  \V.  Weathers,  a native  ol  Salem,  has 
opened  an  ollice  in  Searcy.  Dr.  Weathers'  spe- 
cialty is  Internal  Medicine  and  Cardiology. 

PHYSICIANS  ANNOUNCE  ASSOCIATION 

Di  s.  Robei  t W.  Lehmberg  and  Robei  t G.  \'ogel 
have  annonneed  that  Dr.  Raymond  .\.  Wende  is 
now  associated  with  them  lor  the  |jractice  ol 
plastic  and  reconstructive  surgery.  Lheir  ollice  is 
located  at  919  University  Tower  Building  in  Little 
Rock. 

PHYSICIAN  LOCATES 

Dr.  Roger  House  has  located  in  Gillett.  Dr. 
House,  a CAmeral  Prac  titionei , will  have  his  ollice 
in  the  New  Hope  Health  Center. 

COUNTY  SOCIETY  MEETING 

Di  . John  Gillei  , |i  .,  ol  El  Dot  ado  spoke  at  a 
recent  meeting  ol  the  (aittenden  County  .Medical 
Society  and  its  auxiliaiy.  Dr.  Ciller  spoke  on  the 
property  tax  provisions  in  the  jjroposed  State 
(Constitution. 
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SEARCY  SURGEON 

Dr.  Glen  Blue  has  joined  Drs.  Porter  Rodgers, 
Jr.,  and  [ames  Simpson  for  the  practice  (it  General 
Surgery  in  Searcy. 

DR.  THOMAS  LEWELLEN 

Dr.  Thomas  L.  Lewellen  has  announced  he  will 
open  an  olfice  tor  the  practice  of  medicine  in  the 
FreelaiK-l  Building  in  Star  City. 


LUPUS  FOUNDATION 

The  Northeast  .Vrkansas  Chapter  of  the  Lupus 
Foundation  of  .\merica,  Inc.,  has  been  founded 
by  Judy  Henson,  Post  Office  B(ix  607,  Jones- 
boro 72101,  ph(ine  972-5344.  Mrs.  Hensciii  re- 
quests that  physicians  advise  their  patients  with 
Liqius  of  the  existence  of  the  Foundation  and 
encotirage  the  patients  to  contact  her. 


DR.  WESLEY  J.  ASHABRANNER 

Dr.  W’esley  .\shabranner  has  joined  the  C4e- 
burne  C.ounty  Metlical  Society. 

Dr.  Ashabranner  attended  Ouachita  Baptist 

University  and  Hendrix  State  University.  In 

/ 

1979,  he  was  graduated  from  the  LIniversity  of 
.\rkansas  College  of  Medicine.  His  internship  was 
served  at  Washington  Regional  Medical  Center  in 
Fayetteville. 

Dr.  Ashabranner  served  with  the  FInited  States 
Army  tor  seven  and  (jne-half  years  and  with  the 
.Arkansas  National  Guard  for  five  years. 

Dr.  .\shabranner,  a Family  Physician,  movetl 
to  Heber  Springs  in  June,  His  office  is  located  at 
4ih  and  Searcy, 

DR.  WAYNE  P.  ENNS 

Fhe  Logan  County  Medical  Society  has  added 
Dr.  Wayne  Enns  to  its  membership  roll. 

Dr.  Enns.  a native  of  Steinbach,  Manitoba, 
Canada,  was  graduated  from  the  University  of 
Manitoba  in  1969  and  from  the  LIniversity  of 
Manitolja  Facidty  of  Medicine,  LVhnnipeg,  in 
1975.  He  served  a year  of  Family  Practice  Resi- 
dency at  the  same  instittition. 

From  1974  to  1978,  Dr.  Enns  .served  with  the 
Canadian  Armed  Forces  as  General  Duty  Medical 
Officers  in  Oromocto,  New  Brunswick,  and  in 


Baden  .Sollingen,  W'est  Germany.  Before  moving 
to  .Arkansas,  he  practiced  with  Velva  Medical 
Center  Division,  Aledical  .Arts  Clinic  in  V'elva, 
North  Dakota. 

Dr.  Enns  is  board  certified  in  Eamily  Practice. 
His  office  is  in  the  Paris  Clinic  located  at  1812 
East  LVAalntit. 

TIte  Pulaski  Cotmtv  Medical  .Society  has  added 

j i 

seven  new  members  to  its  roll. 

DR.  STANLEY  K.  BROWNING 

Dr.  Stanley  Browning  was  born  in  Conway.  He 
is  a gradtiate  of  the  LIniversity  of  .Arkansas  at 
L'acetteville.  He  was  praduated  from  the  LIniver- 

/ O 

sitv  of  .Arkansas  College  of  Medicine  in  1977. 

.After  an  internship  at  the  University  of  Ken- 
tucky in  Lexington,  he  served  an  Anesthesiology 
resitlency  at  the  same  institution  from  1978  to 
1980. 

Dr.  Browning  is  associated  with  .Anesthesiology 
Gnjup,  P..A..  at  1130  Metlical  Towers  Building  in 
Little  Rock. 

DR.  WILLIAM  R.  COLLIE,  IV 

Dr.  W.  R.  Collie  is  a native  of  Neosho,  Missouri. 
He  received  his  B..S.  in  1970  from  the  University 
of  Tulsa.  In  1974,  Dr.  Collie  was  graduated  Irom 
Eulane  LIniversity  .School  of  Medicine  in  New 
Orleans. 

Dr.  Collie  served  his  internship  at  the  LIniversi- 
ty ol  .Arkansas  College  of  Medicine.  .At  the  same 
institution,  he  served  a residency  in  Pediatrics  and 
was  chief  resident  of  Pediatrics  from  1976  to  1977. 
In  1977,  he  was  granted  a Fellowshijr  in  Pediatric 
Genetics  and  Metabolism  by  the  LIniversity  of 
Texas  at  Houston. 

.A  board  certified  Pediatrician,  Dr.  Collie’s 
office  for  the  practice  of  Pediatric  Genetics  is  at 
200  Doctors  Btiilding  in  I.ittle  Rock. 
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DR.  CHARLES  H.  CROCKER 

Dr  (.hailcs  (aockcr,  a native  ot  Bruce,  Mis- 
.sissi|)[)i,  is  a "laduate  of  the  Ihiiversity  of 
Mississippi,  in  IfHil,  lie  was  gradiiateil  by  the 
riilaae  University  School  of  Medicine  in  New 
Orleans. 

l)i  Crocker's  iniernship  was  at  (iharity  Hos- 
pital in  New  Orleans.  From  19(),5  to  1969,  he 
.served  a residency  in  Cfeneral  Surgery  at  Ciity  of 
\lein|)his  Hospital.  In  197S,  he  was  certified  by 
the  .\merican  College  of  Surgeons. 

From  1979  to  1979,  Dr.  (irocker  practiced  in 
Tujielo.  M is,sissip|)i.  In  1979,  he  entered  a Colon 
and  Rectal  Surgery  Fellowshij)  at  Cieorgia  Bajitist 
I lospital  in  .\tlama. 

Di.  Crocker’s  office  is  at  ,509  South  Fhiiversity, 
Little  Rock.  His  specialty  is  Colon  and  Rectal 
Sui gery 

DR.  JOE  WALTER  CROW 

Di.  Joe  Crow,  born  in  Detroit,  Michigan,  was 
graduated  Irom  Little  Rock  Central  High  School 
in  1956.  In  1962,  he  was  graduated  from  Little 
Rock  Luiiversity  with  a B.S.  He  was  granted  his 
medical  degree  by  the  LTniversity  of  Arkansas 
College  cjf  Medicine  in  1966. 

Dr.  Crow's  internship  was  served  at  David 
Chant  L’S.AF  Hospital  at  Travis  Air  Foice  Base  in 
C^alifornia.  krom  1972  to  1976,  he  ser\ed  an 
Orthopaedic  Surgeiw  residency  at  Mayo  Clinic  in 
Rochester,  Minnesota.  In  1978,  he  was  certified 
by  the  .\mericati  Board  of  Orthojtaedic  Surgei  y. 

Dr.  Crow  is  with  Orthopaedic  A.ssociates,  P.A., 
at  691  North  Ihiiversity  in  Little  Rock  for  the 
jiractice  of  Orthopaedic  Suigery. 

DR.  WILLIAM  E.  HARRISON 

Dr.  William  Hariison  is  a native  of  Heletia, 
.\t  kansas. 

Dr.  Harrison  is  a graduate  of  Hendrix  Ciollege 
and  the  Lhiiversity  of  Arkansas  CMllege  ol  Medi- 
citie.  His  internship  was  at  Grady  Memoiial 
Hospital  ill  .\tlanta,  Georgia.  In  1976,  Dr.  Han  i- 
son  entered  an  Obstetrical-Gynecolotiical  residen- 
cy at  the  Ihiiversity  of  Arkanstis  Medical  Cienter. 

Dr.  Harrison  began  jiractice  in  Obsteti  ics  and 
C.yiiecology  in  July.  His  office  is  in  Suite  711, 
599  South  University,  Little  Rock. 

DR.  JERRY  PANUSKA 

Dr.  Jerry  Panuska  is  a native  of  Czechoslovakia. 
He  is  a 1972  graduate  of  Hender.son  State  Teachers 
College  in  .Vrkadelphia.  The  Lhiiversitv  ol  .Ar- 
kansas College  of  Medicine  granted  Dr.  Panuska 


his  medic.d  degree  in  1976. 

Di.  Panuska  served  his  internship  at  the  Uni- 
\er.sity  of  .\i  kansas  College  of  Medicine  and  Irom 
1977  to  1979  seived  a lesidency  in  Anesthesiology 
at  the  same  institution.  From  1979  to  1989,  he 
serced  a lesidency  in  Critical  Care  Medicine  at 
the  Ihiiversity  ot  Rentucky  in  Lexington.  W'hile 
at  the  Lhiiversity  ol  Kentucky,  Dr.  Panuska  was  an 
instructor  in  the  De|jartnient  ol  Anesthesiology. 

Dr.  Panuska  has  his  olfice  at  1159  Medical 
"Lowers  Building  and  is  on  the  staff  of  Bajitist 
.Medical  Center  in  Little  Rock.  His  sjieciahy  is 
.-\ne.sthesiology. 

DR.  ROBERT  W.  YOUNG 

Dr.  Robert  \V'.  5'oung  was  born  in  I'uscaloosa, 
.Alabama. 

Dr.  Young  is  a graduate  of  the  University  of 
Kentucky  in  I.e.xington.  He  received  his  M.D. 
degree  from  the  Lhiiversity  ol  Kentucky  College 
of  .Medicine  in  1973.  Dr.  A'oung  seised  residencies 
in  Pediatrics  at  the  University  ol  Miami  .School  ot 
Medicine  and  the  Lhiiversity  ol  Kentucky  College 
of  Medicine.  In  1978,  Dr.  5'oung  was  granted  a 
Master  ot  Public  Flealth  degree  by  the  University 
of  Michigan  School  ol  Public  Health.  He  is  a 
dijilomate  of  the  .American  Board  ot  Family 
Practice. 

Dr.  5'oung  was  an  associate  clinical  jirolessor  ot 
coninumity  medicine  at  LVTst  Virginia  Lhiisersity 
College  of  Medicine.  He  is  currently  an  associate 
clinical  jirofessor  in  family  and  community  medi- 
cine at  the  lhiiversity  of  .Arkansas  College  ol 
Medicine. 

Dr.  '^'oung  is  director  of  the  .\rkansas  Dejiart- 
ment  of  Health.  His  olfice  is  at  -1815  West 
Markham  in  Little  Rock. 

DR.  CAROLE  B.  KELLER 

Pulaski  County  Medical  Society  has  accejited 
Dr.  Carole  Keller  as  a couitesy  member.  Dr. 
Keller  is  a resident  in  Pathology  at  the  Unicersity 
of  .\rkansas  College  ol  Medicine. 

Lhe  Saline  County  Medical  Society  has  added 
tw'o  new  members  to  its  roll. 

DR.  DAVID  L.  CALDWELL 

Dr.  David  Caldwell,  a native  of  Menijihis, 
d'ennessee,  is  a 1979  graduate  of  the  lhiiversity  of 
.Arkansas.  In  1974,  he  was  giaduated  liom  the 
University  of  I ennessee  Ciollege  ol  Medicine, 
Menijihis. 

From  1971  to  1989,  Di.  Caldwell  .served  in  the 
United  States  .Army.  He  served  his  internshij) 
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ami  residency  at  Brooke  Army  Medical  Cienter. 
During  liis  active  military  duty,  he  was  also  on  the 
medical  stall  at  Fort  Campbell,  Kentucky. 

Dr.  Caldwell’s  specialty  is  Obstetrics-Gynecolo- 
gy. His  office  is  locatctl  at  910  North  East  Stieet, 
Benton. 

DR.  BILL  R.  THOMAS 

A native  ol  Little  Rock,  Dr.  Billie  R.  1 homas 
was  gradnateil  from  the  University  ot  .Arkansas  at 
Little  Rock  in  19bf<  with  a B.S.  in  chemistry.  He 
did  one  and  one-hall  years  ol  graduate  work 
in  Biochemistry  at  the  Eftiiversit)  of  .Arkansas 
lor  Medical  Sciences.  In  1977,  Dr.  I homas  was 
granted  his  medical  degree  by  the  University  of 
Arkansas  College  of  Medicine.  Alter  seiving  an 
internship  at  the  same  institution,  he  was  a resi- 
dent in  Internal  Medicine  from  197S  to  1980. 

Dr.  Fhomas'  specialty  is  Internal  Medicine. 
H is  oflice  is  located  at  111  .McNeil  in  Benton. 


DR.  WILLIAM  K.  WEBB 

Dr.  Whlliam  K.  W'ebb  is  a new  member  of  the 
Sebastian  County  Medical  Society.  He  was  born 
in  Memphis,  Tennessee. 

In  1970,  Dr.  Webb  received  his  B.S.  from  Mis- 
sissipjti  College.  In  197.L  he  w'as  granted  his 
itiedical  degree  by  the  University  of  Tennessee 
College  of  Medicine.  His  internship  was  served 
at  the  City  of  Memphis  Hospital.  .At  the  same 
institution.  Dr.  Webb  served  an  Internal  Medi- 
cine Residency  and  a Pulmonary  Disease  Fellow- 
ship. He  was  an  instructor  with  the  Department 
ol  Medicine  at  the  Fbiiversity  of  Tennessee 
College  of  Medicine.  He  is  board  certified  by  the 
■American  Board  of  Internal  Medicine. 

Belore  moving  to  Fort  Smith  earlier  this  year, 
Dr.  Webb  had  practiced  in  Mem]:)his.  He  is  now 
associated  with  Cooper  Clinic  in  Fort  Smith  for 
tite  practice  of  Internal  Medicine  and  Pulmonary 
Disease. 


/'S 

O B I T U A R Y 

DR.  WILLIAM  B.  HODGES 

Dr.  William  B.  Hodges  of  North  Little  Rock 
died  .August  23,  1980.  He  was  born  May  9,  1911, 
in  Memphis. 

Dr.  Hodges  was  a graduate  ol  .Arkansas  State 
Ciollege  and  the  University  of  Tennessee  College 
ol  Medicine.  He  was  class  president  at  medical 
school.  He  was  a member  of  Aljjha  Omega  .Alpha, 
Phi  Chi,  Pi  Kappa  .Alpha,  Phi  Eta  Sigma,  and  the 
Fwin  Cities  Toastmasters  Clnl).  He  was  a deacon 
at  the  Levy  Church  of  Christ. 

Dr.  Hodges  practiced  for  two  years  in  West 
Mem|this.  He  Iiad  practiced  in  Nortli  Little  Rock 
since  1970.  He  was  a member  ol  the  American 
Academy  of  Eamily  Physicians. 

Dr.  Hodges  is  survived  by  his  wile,  .Ann  V'oss 
Hodges,  and  four  sons. 

DR.  WILLIAM  D.  SMITH 

Dr.  William  1).  Smith  of  d exarkana  died 
.August  10,  1980.  He  was  born  [uly  13,  1900. 

Dr.  Smith  was  graduated  in  192.5  from  the  Ebii- 
versity  of  .Arkansas  College  cjf  Medicine.  He  had 


been  a member  of  the  staff  at  St.  Michael  Hospital 
in  Fexarkana  for  forty-seven  years  and  was  asso- 
ciated with  the  ].  K.  Smith  Clinic  founded  by  his 
father,  the  late  Dr.  J.  K.  Smith.  In  1973,  Dr.  Smith 
retired  from  active  practice. 

Dr.  Smith  is  survived  by  his  wife,  Lucille  M. 
Smith,  of  I’exarkana  and  ttvo  .sons.  His  brother. 
Dr.  Charles  Smith,  resides  in  I'exarkana. 


THINGS 


TO 

COME 


October  21 

The  hirst  A)niiial  Jofin  Rock,  M.D.,  Com- 
tNenioralwe  Sym po.siutii.  d'he  University  of  Penn- 
sylvania School  of  .Medicine,  De|xtrtment  of 
Obstetrics  and  Gynecology,  Philadelphia  19104. 
d'heme:  contraceptives.  Dunlojj  .Auditorium, 
.Meilical  Education  Building,  36th  and  Hamilton 
Wdtlk.  No  registration  fee;  however,  pre-registra- 
tion is  re(|uired. 

October  22-25 

Present  Concepts  in  Obstetrics  and  Gynecology. 
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Second  annual  post-oraduate  course,  I'lnveisiiy 
ol  Pennsylvania  Scliool  ol  Medicine.  Dunlop 
Auditoi  iuin-Metli( al  Education  Biulding,  lidlli 
and  Hamilton  Walk.  Philadelphia.  Fee  lot  prac- 
ticing physicians  is  .S30()  lot  lull  course  (1  days)  or 
Slhh  per  day.  ciedit  hours  ol  (iategory  I ol  the 
Phssician's  Recognition  .Atvard  ol  the  28 

cognates.  Formal  Learning,  by  the  .\merican 
(College  ol  Obstetricians  and  (iynecologists;  28 
Prescribed  Hours  by  the  .\merican  .Academy 
of  Family  Physicians.  For  further  inlormation, 
contact  the  Deitartment  of  Obstetrics  and  Gyne- 
cology, Lbiiversity  ol  Pennsyhania  Schcjol  of 
Medicine,  Philadelphia  1910-1. 

October  30-31 

Psychotropic  Drugs:  One  Mun's  Medicine, 
Another  Man's  Poison.  Baptist  .Memorial  Herspi- 
tal,  Memphis,  I ennessee.  f it  edited  for  15  hours, 
Ciategory  1.  For  additional  information,  call  toll 
free  (outside  I'ennessee)  1-800-238-6859  and  ask 
for  Educational  Support  Services,  continuing 
•Medical  Education. 

October  30-November  1 

Update  in  Xeurology.  .Southwestern  Medical 
School,  The  Lbiiversity  of  Fexas  Health  .Science 
Genter  at  Dallas.  Fee  .S200  for  practicing  physi- 
cian: SlOO  for  resident  physician.  Contact:  Di\  i- 
sion  of  Cotitinuing  Education,  The  Lbiiversity  ol 
Texas  Health  Science  Center  at  Dallas,  5323 
Harry  Hines  Boulevard,  Dallas  75235;  jilione 
(214)  688-2166. 

November  19 

The  Xetirologic  Red  Eye.  The  4 exas  \euro- 
logical  Institute  at  Dallas  and  Departments  ol 
Ophthalmology  and  Neurology,  I he  lbiiversity  of 
'Fexas  Health  Science  Cienter  at  Dallas.  .Marriott 
Inn— Dallas  North,  I.BJ  Freeway  at  Coit  Road, 
Dallas,  Fexas  75251;  phone  (214)  688-2166. 

November  21-23 

Mini-residency  in  Ophthalmic  Genetics.  De- 
partment of  Medical  Cfenetics,  lbiiversity  of 
South  .Alabama  College  ol  Medicine.  Cband 
Hotel,  Point  Clear,  .Alabama.  For  further  infor- 
mation, contact:  Dr.  Wlaclimir  Wertelecki,  Pro- 
fessor and  Chairman.  De|)artnient  of  Medical 
(lenetics,  2451  F'illingim  Street.  .Mobile,  .-Mabama 
36617;  telejihone  (205)  473-0311,  extension  473. 

December  6 

I bird  annual  .Medicine  and  Religion  S\m- 
jjosium  co-sponsored  by  the  Arkansas  .Medical 


Society  and  the  Ibiicersity  ol  .Arkansas  (iollege  of 
Medicine  at  the  Ib.A.M.S.C.  “Religious  Ethical 
Foundations  I'pon  Which  Ciorrect  Medical  De- 
cisions Can  Be  Made."  Program  director,  Di. 
Fred  ().  Henker,  111,  chairman.  Medicine  and 
Religion  Ciommittee,  .Arkansas  .Medical  .Society, 
and  Profes.sor  ol  Psychiatry  at  the  (College  ol 
.Medicine.  1 uition  is  .SI5  which  includes  lunch. 
.Accredited  lor  seven  (7)  credit  hours  in  (Category 
1 of  the  Physician's  Recognition  .Award  of  the 
.A.M.A.  Program  is  acceptable  lor  seven  (7)  (Jie- 
scribed  hours  by  the  .American  .Academy  of  Family 
Physicians.  For  lurther  inlormation,  contact  Dr. 
Fred  Henker  at  the  Lbiiversity  of  .Arkansas  College 
ol  .Medicine,  Departtnent  ol  Psychiatry. 

December  12-13 

Third  annual  course  on  strabismus.  The  Lbii- 
\ersity  of  Mississippi  Medical  Cienter.  Nbr  regis- 
tration fee.  For  information,  write  Dr.  Raid  Fb 
\’alen/uela.  Lbiiversity  of  .Mississippi  Medical 
(ienter,  2500  North  .State  Street,  |ackson  39216. 

American  Heart  Association 

1 he  .American  Heart  .Association  has  an- 
nounced meetings  listed  below.  For  further  iiiior- 
niation,  contact  Neal  Moore,  Public  Relations 
Director,  .American  Heart  .Association— .Arkansas 
.Affiliate,  909  W'est  Second,  Post  Ollice  Box  1610, 
Little  Rock  72203;  phone  (501)  375-9148. 

November  17-19 

Council  on  .Arteriosclerosis  and  the  .Ameiican 
Society  for  the  Study  of  .Arteriosclerosis'  34th 
.Annual  Meeting,  Miami  Beach  Convention 
Center,  Florida. 

November  17-20 

32ncl  .Annual  .Assembly,  Fonntainbleau  Hilton 
Hotel.  Miami,  Florida. 

November  17-20 

53rcl  Scientific  Sessions,  Miami  Beach  Conven- 
tion Center,  Florida. 

November  17-20 

44th  National  Conference  on  1 hrombosis  and 
Hemostasis.  Miami  Beach  Comention  Center, 
Florida. 

December  4-6 

Council  on  Clinical  Cardiologc.  “ I he  .Athlete: 
Risks  ol  Injury  and  Sudden  Death.  Preventice 
and  1 herapeutic  Considerations",  (band  Ihatt 
Hotel.  New  York  City. 

February  12-14,  1981 

6th  International  Joint  Conterence  on  Stroke 
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I hings  to  Come 


:huI  Cerebral  Circulation.  Century  Pla/a  Hotel, 
l.os  .\ngeles,  Calitornia. 

1981 

February  5-7,  1981 

Surgical  Ujxlate  1981.  The  Department  of 
Surgery,  The  University  of  Texas  Healtli  Science 
Center,  Dallas,  Texas.  The  Plaza  of  the  Americas 
Hotel.  Dallas.  Accredited  for  18  credit  hours  in 
Category  I of  the  Physician's  Recognition  .\ward 
of  the  .\i\f.\.  .\cceptable  for  18  Prescribed  hours 
by  the  .American  .Academy  of  Family  Physicians. 

For  further  information,  contact  Division  of 
Continiung  Education,  The  University  of  I'exas 
Health  Science  Center,  ,5323  Harry  Hines  Boule- 
vard, Dallas  75235,  or  phone  (214)  1)88-353 1. 

March  2-6,  1981 

Seven  t ieth  Anniml  Meeting  of  the  United 
States— Cnnadinn  Dhnsion  of  the  Ititeynatio)ial 
Aeadeiny  of  Pathology.  Palmer  House,  Chicago, 


Illinois.  Further  information  about  the  meeting 
and  courses  offered  may  be  obtained  from  Dr. 
Nathan  Kaufman,  Secretary-Treasurer,  United 
States— Canadian  Division  of  the  International 
Academy  of  Pathology,  1003  Chafee  Avenue,  Au- 
gusta, Georgia  30904,  phone  (404)  724-2973. 

March  19-21 

First  Annual  Pediatric  Infectious  Disease  Semi- 
nar. Sponsored  by  Department  of  Pediatrics,  The 
University  of  Texas  Health  Science  Center  at 
Dallas.  Las  A^egas  Hilton  Hotel,  Las  ATgas.  15 
credit  hours.  Category  I for  .AAI.A  and  15  pre- 
scribed hours  by  .A.AFP.  Fee:  .S225  for  registra- 
tions received  by  December  15,  1980;  ,'j>275  for 
registrations  received  after  that  date.  FAir  further 
information,  contact  Raymond  AV.  Sarber,  Execu- 
tive Secretary,  2212  Great  Ealls  Road,  Ealls 
Church,  A^irginia  22016.  phone  (703)  536-7023. 
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Nowt  Iwo  dosoge  forms 

Nolfoir 

fenoprofen  calcium 

300-fng.  Pulvules^ond  600-mg*  Toblels 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  avaiiable  to  the  profession 
on  request. 

*Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 


hm4fe 


Just  one  built-in  advantage 


Ensures  smooth  therapeutic  ettect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium"  (diazepam/Roche]  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium, 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

*Sellers  EM:  Drug  Metab  Rev  (3(1):5-11, 1978 


m ttiE  managEment  of 
agmptoma  of  anxfotg 


effective  therapg  through 

efficient  pharmacodgnamics 


Before  prescribing,  please  see  summary  of  producf  information  on  next  page 


diazepam /RachE 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adjunctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stiff-man  syndrome,  convulsive  disorders 
(not  tor  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use.  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
m patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  m convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mai  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  then  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  in 
patients  severely  depressed  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness  confusion,  diplopia, 
hypotension,  changes  in  libido  nausea,  fatigue, 
depression,  dysarthria  laundice,  skin  rash, 
ataxia,  constipation  headache  incontinence, 
changes  in  salivation  slurred  speech  tremor 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia. jaundice,  periodic  blood  counts  and 
irver  function  tests  advisable  during  long-term 
therapy 

/ N Roche  Laboratories 

< ROCHE  > Division  of  Hottmann-La  Roche  Inc. 

\. /»  Nutley,  New  Jersey  0711Q 


Radiology  Consultants 

I 1 00  Medical  Towers 
Little  Rock,  Arkansas 
Telephone:  227-5240 

4c  I|I  4c  1)1  # « * 
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Pathology  Laboratory 

922  Lexington  Avenue 
Fort  Smith,  Arkansas  72901 
Telephone:  785-1447 
T3  and  T4 

Diagnostic  Isotope  Studies 
Amniocentesis  Analysis 
Serum  Electrophoresis 
Immunoglobulins 
Urinary  Ketosteroids 
Serum  Cortisol 
Pregnancy  Tests 
Hormone  Assays 
Lipid  Profiles 

Antibiotic  Sensitivity  Tests 
Tissue  Examinations 
Cytology 
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Deformities  of  the  Chest  Wall 

E.  S.  Golladay,  M.D.* 


ailiire  of  sternal  fusion,  Poland’s  syiuhoine. 
thoracic  dystrophv,  pectus  exca\atum,  and  pectus 
carinatuni  are  delorniities  of  the  chest  wall  which 
may  affect  children. 

FAILURE  OF  STERNAL  FUSION 

There  are  three  fundamentally  important  sub- 
divisions of  failure  of  sternal  hision;  sternal  fu- 
sion without  associated  anomalies,  trtie  ectopia 
cordis,  and  Ciantrell's  pentology.  The  sternum 
embryologically  begins  as  bilateral  bars  of  con- 
densed mesoderm  in  the  area  of  the  axilla.  The 
sternal  bars  then  move  forward  to  the  midline 
and  begin  in  the  midline  by  approximately  the 
eighth  week. 

Isolated  failure  of  sternal  fusion  is  a rare  anom- 
al\.  1 here  have  been  43  previotis  cases  of  surgical 
correction.^  Failure  of  sternal  fusion  is  best  han- 
dled at  an  early  age  where  there  is  greater  flexibil- 
ity in  the  chest  wall.  A three-month-old  child  re- 
cently received  operative  correction  of  this  defect. 
Figure  la  shows  this  three-month-old  child  with 
an  obviotis  defect  of  the  sternum  secondary  to  a 
major  failtire  of  ftision.  Figtire  lb  shows  the  same 


Figure  la. 

Threc-nionth-ok!  infant  with  failure  of  sternal  fusion. 


•Department  of  Surgerv.  .Arkansas  Children’s  Hospital  and  the 
University  of  Arkansas  for  Medical  Sciences,  Little  Rock,  Arkansas. 

Address  reprint  requests  to:  E.  S.  Golladay,  M.D.,  Arkansas  Chil- 
dren’s Hospital,  804  Wolfe  Street,  Little  Rock,  Arkansas  72201. 


child  at  age  ten  months  after  operative  corret  tion 
of  her  detect.  Figttre  2a  shows  the  initial  step 
in  operative  repair  in  which  notches  were  made 
in  the  sternal  bars  bilaterally.  Figure  2b  shows 
the  sternum  wired  together  as  well  as  the  strap 
mtiscles  of  the  neck  and  the  sternot  leidomastoid. 

A lower  sternal  delect  in  association  with  the 
midline  and  supranmbilical  abdominal  wall  de- 
fects, deficiency  of  the  anterior  diaphragm,  defet  t 
in  the  tliaphragmatic  pericardium,  an  intracar- 
diac defect,  (usually  a VSI),  tetralogy'  of  Fallot  or 
a left  ventricular  diverticulum)  has  been  termed 
Cantrell's  pentology.-  This  has  been  handled  in 
staged  repairs  or  as  a single  lepair.  If  there  is  a 


Figure  lb. 

The  same  child  as  in  Figure  la  at  age  ten  montlis,  six  months  alter 
operative  correction. 


Volume  77,  Number  6—  November,  1980 


221 


l)KF()RMmF;S  OF  THF  ChFST  WaFI. 


significant  omphalocele  this  has  priority  in  op- 
eratice  intervention.  Successful  one-stage  cor- 
rection of  all  the  malformations  has  been  reported 
on  three  occasions. 

1 here  have  been  17  cases  of  ectopia  cordis  re- 
|)oi  ted.  The  operative  correction  has  been  un- 
successful except  in  one  case.  ^Vith  true  ectopia 
cordis,  it  has  j)reviously  been  impossible  to  cover 
the  heart  because  of  cardio-respiratory  difficulties. 

recent  successful  staged  closure  was  managed 
by  Dr.  Doyne  Wdlliams  of  the  University  of  Ar- 
kansas for  Medical  Sciences. 

Pectus  excavatnm,  or  funnel  chest,  has  an  inci- 
dence of  about  eight  per  thousand  and  a male 
to  female  ratio  of  two  to  one.  There  are  certainly 
familial  instances  hut  most  jtatients  appear  to 
represent  sporadic  cases,  d’he  deformity  also  oc- 
curs in  many  of  the  collagen  formation  disorders 
such  as  Marfan's  Syndrome.  The  deformity  is 
nsnally  central  and  below  the  level  of  the  nipples. 
If  asymmetry  is  present,  there  is  almost  invariably 
a rotation  of  the  sternum  toward  the  right  so  that 
the  right  side  of  the  chest  is  more  sunken  than 
the  left.  Mammary  asymmetry  is  a common  ac- 
companiment in  girls  anti  again,  the  right  breast 
is  the  smaller.  Many  of  these  children  have  a 
characteristic  asthenic  apjjearance  with  a small 


Opomtivc  correction  of  failure  of  sternal  fusion.  The  sternum  has 
been  dissected  free  and  notched. 


flat  chest,  a pot  belly,  and  poor  posture  char- 
acterized by  anteriorally  displaced  rounded  shoul- 
ders. Flaring  of  the  lower  ribs  is  also  common. 
They  undergo  marked  psychological  changes  with 
;i  shy  retiring  aspect  and  refuse  to  undress  in  front 
of  other  children.  Roentgenogram  of  the  chest 
demonstrates  displacement  of  the  heart  into  the 
left  chest  and  on  the  lateral  film,  the  sternal  de- 
pression in  cases  is  deeper  than  is  apparent  on 
external  physical  examination.  There  are  no 
proven  theories  of  etiology  hut  many  believe  that 
the  deformity  is  secondary  to  abnormally  long 
costo-chondral  cartilages. 


Figure  2b. 

Operative  correction  of  sternal  fusion.  .Approximation  of  the 
notclied  sternum  sternothyoid,  sternohvoid  ami  lower  sternocleido- 
mastoid in  the  midline. 
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.\lllu)ugh  the  liteiiituic  is  ie|)lcte  with  ;me(- 
tlotal  repoi'ls  ol  s) niploniatolog)  tiom  l)()tli  hcan 
ami  lungs,  hard  objective  evidence  ol  physiologic 
derangement  has  only  recently  been  lonnd.  Al- 
though electrocard iogra|)hic  changes  have  been 
common  in  the  past,  these  have  now  beeti  ascribed 
to  malposition  rather  than  mallunction.  Many 
early  studies  ol  cat dit)pulmonary  liinction  did  not 
show  a decrease  belore  operation  nor  an  increase 
alter  operation  lor  pectus  excavatum.'*  Recently, 
however.  Reiser  and  colleagues  measured  the  re- 
sponse to  modest  and  intense  ujnight  treadmill 
exercise  before  and  alter  ojreration  in  six  patients 
showed  normal  at  rest  cardiac  catheterization 
data.^  I'he  cardiac  index  before  operation  was 
decreased  in  the  upright  exercise  evaluation  and 
more  importantly,  increased  after  operation  by  an 
average  of  3H  percent. 

Although  many  operations  have  been  devised, 
most  involve  resection  of  the  abnormal  cartilages 
and  splints  or  stents.  The  operation  used  at  Chil- 


clren  s llos])ital  is  a variant  initially  devised  by 
Rtivitch  in  191!).''  Eor  best  cosmesis  a titinsverse 
skin  incision  is  used  and  the  |)ectoralis  muscles 
are  elevated  Irom  the  costal  cartilages.  The  cle- 
lormecl  c artilages  are  excised  sidjperic  hondrally, 
an  antciior  cuneiform  osteotomy  is  performed, 
and  the  Icjwest  ncHinal  caitilage  is  oblicjuely 
transected  and  su|)portecl  on  the  lateral  partner 
to  give  the  ultimate  internal  dynamic  tripod  fixa- 
tion. 'I'his  negates  the  need  lor  metal  splints 
which  migrate  and  also  rec|uiie  a second  opera- 


I'igure  3a. 

'rwclve-year-old  girl  with  a severe  pectus  deformitv  with  marked 
angulation  of  the  sternum  at  the  right. 


Figures  31)  and  3c. 

Frontal  and  lateral  photogiaph  at  three  weeks  post(jpetati\e. 
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1 our-year-old  boy  with  moderately  severe  pectus  excavatum. 
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Figure  5. 

A nine-year-old  girl  with  pectus  carinatum. 
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tioii  for  reinov;il.  J he  timing  ol  operation  is  best 
at  age  four  to  five  years.  At  this  age,  the  diihl 
can  understand  the  operation  and  postoperative 
restiictions  and  yet  not  undergo  the  stresses  of 
sejraration  of  the  family  which  occtir  in  the 
younger  Jiospitali/ed  child.  The  child  is  re- 
stritteil  from  s igorous  activity  for  six  weeks.  The 
rejrair  is  then  complete  before  peer  jnessure  in 
school  is  applied  and  alscr  allows  near  maximal 
lemolding  of  the  |JOStural  delormities. 

Pectus  carinattun  oi  pigeon  breast  has  many 
of  the  same  demographics  as  does  pectus  e.xca- 
vatum  in  that  it  occurs  lamilially,  occurs  mcjre 
often  in  males,  and  indeed  occurs  in  families  in 
which  other  members  have  pec  tus  excavatum  (see 


Figure  .5).  I’hough  this  seems  also  to  be  a con- 
genital anomaly,  it  appears  more  often  in  early 
adolescence.  The  etiology  is  again  felt  to  be  due 
to  increased  length  of  cartilage.  Its  incidence  is 
about  one-tenth  of  that  of  ]3ectus  e.xcavatuni.  The 
children  with  pectus  carinatum  do  not  have  the 
asthenic  appearance,  pot  belly,  or  postural  ab- 
normalities found  in  children  tvitli  pecttis  exca- 
vatum. There  is  no  physiologic  data  yet  to  verify 
the  cardiopulmonary  improvement  which  is 
found  alter  repair  of  pecttis  excavatum.  Because 
of  the  progressive  nature  of  the  disorder  during 
adolescence  and  reports  of  reoccurrence  following 
early  operation,  rejjair  is  best  delayed  until  more 
complete  growth  has  been  obtained.  Fhe  opera- 
tion also  consists  of  a wedge  osteotomy  and  sub- 
perichcandrial  resec  tion  ot  the  abnormal  cartilages. 

Poland’s  syndrome  consists  of  hypoplasia,  or 
absence  of  the  breast,  hypoplasia  of  the  subcuta- 
necnis  tissue,  absence  of  the  costo-sternal  portion 
of  the  jrectoralis  major,  absence  of  the  pectoralis 
minor  and  hyjioplasis,  or  radial  anomalies.  Op- 
erations for  this  chest  wall  deformity  are  largely 


riguiT  41). 

Tlic  bov  in  Figure  4a  two  days  after  operation. 
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AOMiictic  and  consist  ol  resolution  ol  the  chest 
wall  (lelec  t should  one  he  piesent  or  with  augmen- 
t;it  ion  iu;nnino|)l;isty  in  the  leinale  on  I he  al  tec  ted 
side  (see  Ki»ure  (i). 

.\s|)h\xialing  thoracic  clysti()|)h\  c^l  the  new- 
born was  initially  described  by  Jeune.  Catron, 
Beraud.  and  Loaec  in  Ih.al  (see  Fi<>uie  7).  I bis 
narrow  and  i i”icl  thoracic  c;ige  c auses  progressive 
respiratory  clilliculty.  Management  has  been  dit- 
ficult.  Success  has  been  achieved  Iry  a sternal 
splitting  operatievn  with  results  by  A\’aterston''  and 
then  b\  Kai  joo,  Kot)|).  Cornleld,  and  1 lolt/apple." 
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.\  neonate  witli  the  .small  Itell-sliapccl  (best  of  Le  Jenne's  Syndrome. 
C:hcst  tubes  liace  lieen  placed  for  bilateral  tension  pnenmotboraces. 
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Bringing  Surgical  Sterilization,  the  Number 
One  Contraceptive  Method  for  Married  Couples,  to 
a Low  Income  Rural  Population 

Clay  N.  Wells,  M.D.,  M.P.H.* 


3 logical  sterilization  is  now  the  most  widely 
iisetl  contracepti\'e  method  among  married  con- 
})les  in  the  Ihiited  States,  as  well  as  throughout 
the  world. 

The  National  Center  for  Health  Statistics 
(NCHS)  recently  reported  that  in  1976  28%  of 
the  II . S.  married  couples  had  had  a sterilization 
operation  while  22%  used  the  ])ill.^ 

In  1976  it  was  estimated  that  60  million  couples 
worldwide  were  jrrotected  from  conception  by 
surgical  sterilization.  In  1979  this  had  increased 
to  90  million,  while  .5,5  million  used  oral  contra- 
ception, the  second  most  popular  method.- 

Retween  1970  and  1975  the  tubal  sterilization 
rate  lor  white  women  doubled  while  the  rate  for 
hlack  women  remained  the  same.-^ 

When  the  married  couples  in  the  NCHS  survey 
were  studied  in  groupings  by  income,  by  race, 
and  by  age  only  one  suligroup  had  a decrease  in 
surgical  sterilization  between  1973  and  1976.  Low 
income*  white  couples  in  the  35-44  age  group  fell 
from  45%  in  1973  to  38%,  in  1976.’  *(l,ow  income 
is  defined  as  below  150%  of  federal  poverty  level 
income.) 

In  Arkansas,  as  in  most  states,  access  to  female 
sterilization  for  low  income  women  is  primarily 
through  federal  funds,  e.g.,  Medicaid  (.Soc.  Sec. 
Title  XfX),  Family  Planning  (Title  X).'  Vasec- 
tomy sterilization  for  males  has  been  available  on 
an  even  more  limited  btisis  through  Title  X. 
Funding  for  sterilization  for  low  income  men,  and 
women  not  on  Medicaid  is  (piite  difficult  to 
obtain. 

Access  to  sterilization  is  further  restricted  by 
DHEW  tl  irough  law,  regulations,  and  guide- 
lines.^"’’' These  federal  regidations  addre.ss  some 
of  the  legal,  medical,  financial,  and  psychosocial 
aspects  of  surgical  sterilization  and  fail  to  deal 
with  others. 

Analysis  of  the  Arkansas 
Family  Planning  Program 
Sterilization  Grant  Results 

Funding  for  sterilization  jjrocedures  is  l)oth 

*22  I.enon  Drive,  Little  Rock,  Arkjtnsas  722U7. 


scarce  and  of  low  priority  at  the  state  as  well  as 
the  federal  level.  Funds  that  have  been  available 
in  Arkansas  have  largely  been  in  the  form  of  a 
sjjecial  federal  grant  for  that  purpose,  toward  the 
end  of  a year  with  specific  and  short-time  limita- 
tions. .Such  a grant  was  received  October  1,  1978. 
Its  expiration  date  was  December  31,  1978.  The 
grant  was  primarily  intended  to  help  clear  up 
the  Ijacklog  of  applications  for  financial  assistance 
for  surgical  sterilization.  A backlog  application 
here  is  defined  as  one  signed  prior  to  September 
19,  1978.  Most  of  these  were  from  1978.  A few 
were  from  1977.  The  backlog  applicants  num- 
bered 126  female,  45  male. 

A.  Cancellations  of  requested  financial  assist- 
ance for  sterilization  operations: 

Backlog  Cancellations: 

There  were  82  (65%)  cancellations  in  the  fe- 
male applicants.  44  procedures  were  done. 

Idiere  were  26  (58%)  cancellations  in  the  male 
applicants.  19  vasectomies  were  done. 

Cancellations  were  cjuickly  replaced  with  new 
[replacemcjit)  applications,  defined  as  those  who 
signed  consent  forms  between  September  19,  1978 
and  December  27,  1978. 

Replaconent  Cancellations: 

d here  were  3 (7%,)  cancellations  in  the  female 
applicants.  38  procedures  were  done. 

1 here  were  4 (15%)  cancellations  in  the  male 
applicants.  22  vasectomies  were  done. 

In  this  program  all  sterilization  applicants  vol- 
untarily requested  financial  assistance  for  a steril- 
ization operation  from  a local  Family  Planning 
Clinic  (at  a County  Health  Ibiit).  The  patient 
chose  her/his  physician.  Prospective  applicants 
who  were  Medicaid  recipients,  Medicaid  eligible, 
or  had  any  other  known  third  party  coverage  were 
referred  to  her/his  own  physician  and  are  not 
included  in  tins  study. 

B.  Pre-counseling,  counseling,  and  informed 
consent: 

I his  was  done  by  Family  Planning  health  pro- 
fessionals in  accortlance  with  federal  law  and 
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guidelines.  All  patients  so  pre-eounseled,  with 
doeunientation  approved  by  the  state  ollire  were 
aeeepted  by  a physieian. 

C.  Assessment  of  priorities  for  financial 
assistance: 

Due  to  the  exceptional  time  and  fnnding  limi- 
tations unollicial  priorities  were  used: 

Priority  1:  rheraj)eutic  sterilization  OR  sig- 
nificant complications  with  the  pill  and/or  the 
lid),  OR  very  strong  socioeconomic  indications. 
One  or  more  living  chilren.  Family  income  is 
below  poverty  level. 

Priority  II:  Significant  socioeconomic  factors 
are  present.  Family  has  two  or  more  children. 
Family  income  is  below  poverty  level. 

Priority  III:  Significant  medical,  health  or 
socioeconomic  factors  are  present.  Two  or  more 
children.  Family  income  is  between  poverty  level 
and  150%  of  poverty  level. 

Priority  IV:  Significant  medical,  health  or 
socioeconomic  factors,  d’wo  or  more  children. 
Family  income  is  between  150%,  and  200%  of 
poverty  level. 

Pi  iority  V:  A])plicant  is  eligible  by  DHEIV 
regulations,  but  has  no  known  indications  for  a 
sterilization  o]reration  beyond  the  indicated  de- 
sire to  have  it  done.  Family  income  is  lielow 
200%  of  poverty  level. 

I'he  risk  factors  and  problems  of  the  sjjouse 
were  added  to  those  of  the  applicant  in  assessing 
priorities. 

D.  Hospital  and  physician  participation: 

After  approval  a letter  was  mailed  to  the  family 
planning  clinic  authorizing  reasonable  cost  fi- 
nancial assistance  for  female  sterilizations  of  $.S50 
maximum  to  the  hosijital,  $200  maximum  to  the 
physician,  total  maxiimtm  $550.  A copy  of  this 
letter  was  mailed  to  the  jdiysiciati.  Fhe  clinic 
notified  the  patient.  The  patient  theti  contacted 
the  jjhysician.  Specific  arrangements  for  the  sur- 
gical stei  ilization  were  then  made  by  the  physi- 
cian and  the  patient.  Whereas  gross  hosjiital  bills 
were  usually  higher,  most  hospitals  accepted  the 
$350  reasonable  cost  arrangement.  Twelve  hos- 
pitol  bills  were  for  less  than  $350.  Eight  of  these 
were  for  same-day  laparoscopic  tubal  steriliza- 
tions. There  were  five  additional  unsolicited  vol- 
untary refunds  from  hospitals,  after  an  unex- 
pected payment  was  received  from  insurance. 
I'hirty-three  hospitals  participated.  No  hospital 
requested  to  participate  refused  to  do  so. 


Foity-eighl  ])hysicians  did  the  lemale  prote- 
dures.  $200  was  accepted  by  each  jjhysit  ian,  al- 
thoitgh  usual  fees  weie  fretpiently  higher. 

After  a])j)rovaI  of  va.sectorny  assistance  a pro- 
cedure similar  to  that  used  with  female  ap|jlicants 
ilescribed  above  was  used,  with  a letter  to  the 
family  planning  clinic,  a copy  to  the  physician, 
et  cetera.  A total  of  28  physicians  did  the  1 1 vasec- 
tomies. All  were  done  in  the  jrhysiciati's  oflice. 
A few  physicians  charged  $100.  d’wo  charged 
$150.  T he  usual  charge  was  $125.  No  physiciati 
was  paid  more  than  $150, 

E.  Income  of  clients  as  related  to  poverty  level 
income: 

Female  clients  Male  clients 
(.\’  = 82)  (X  = 41) 

Below  poverty  income:  71  (87%)  21  (51%) 

Poverty  — 150% 

poverty  income:  10  (12%)  13  (32%) 

150%-200%  poverty  income:  1 (1%)  7 (17%) 

I’hose  patietits  with  income  between  150%  and 
200%  of  poverty  level  received  jjioportionate, 
partial  financial  assistance. 


F.  Assessment  by  priority: 


Eeniale; 

(N  = 

= 82) 

Male:  (N  = 

11) 

Priority 

1 : 

55 

(<'>7%) 

Prioi  ity 

1 

h(15%> 

Priority 

II  : 

17 

(^1%) 

Priority 

II 

15  (36%) 

Priority 

HI: 

10 

(1-To) 

Prioritv 

z 

III 

13(32%) 

Priority 

IV 

2 (5%) 

Pi ioi itv 

z 

5(12%,) 

Fhere 

were 

no  lemale 

ipplicants 

in 

Priority  I\" 

err  V categories.  Fhere  were  two  female  nevei- 
jjregnatit  applicants,  one  mat  t icd;  one  never  mai- 
ried.  Neither  was  income-eligible. 

G.  Reason  given  for  cancellation: 

The  most  fiecjuent  reason  given  by  fetnale  back- 
log applicants  (05%  caticellations)  was  unintended 
pregnuncy  while  waiting  for  funding;  for  the 
male  backlog  ajqtlicants  (58%  caticellations) 
changed  mind  or  no  show.  Rcplaccmetit  appli- 
cants (female:  7$^,:  male:  15%)  the  reasotis  given 
were:  chatiged  mind  or  no  show. 

'Fhe  most  freeptent  factors  associated  with  non- 
approval of  apjilic ations  were: 

.\ge  under  21;  another  souice  of  funding  was 
found;  federal  regulation  tion-eligibility.  A feev 
applicants  without  medical  itidication  with  in- 
comes over  20()f’,',  of  poverty  level  were  not  coti- 
siclered  eligible  lor  this  limited  grant. 

H.  Other  demographics: 

Seventy-four  (1H)%)  of  the  female  clients  and 
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38  (93%)  of  the  male  clients  were  from  counties 
with  less  than  50,000  population.  Ten  (15%)  of 
the  females  were  black.  y\ll  male  clients  and  ap- 
plicants were  white. 

The  youngest  female  client  was  21;  the  oldest, 
42;  median  age,  28.  The  youngest  male  client 
was  21;  the  oldest,  49;  median  age,  32. 

Seventy-five  (91%)  of  the  female  clients  were 
married.  The  other  seven  (9%)  had  been  previ- 
ously married.  All  tlie  male  clients  were  married. 

Eight  female  clients  were  reported  to  have  11 
children  who  are  mentally  retarded.  Three  male 
clients  were  reported  to  have  six  children  who  are 
mentally  retarded. 

Comment: 

^Virile  application  for  financial  assistance 
under  this  grant  was  open  to  applicants  of  all 
areas,  races,  marital,  and  economic  status,  it  was 
primarily  utilized  by  white,  low  income,  non- 
urban,  married  couples. 

The  importance  of  having  funding  available 
before  jiresentation  of  sterilizatioti  to  a potential 
acceptor  is  stressed.  Many  unintended  pregnan- 
cies occur  when  there  is  a significant  wait  for 


funding  after  a decision  to  have  a sterilization 
operation  has  been  made. 

Thirty-three  hospitals  and  76  physicians  in 
private  practice  jrarticipaied  in  a cost-containing 
sterilization  program  for  123  families  despite 
severe  funding  and  time  limitation. 
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Bowler's  Thumb 


Kenneth  G.  Jones,  M.D.* 


ressure,  when  applied  repeatedly  to  suscep- 
tible tissues,  can  be  an  elusive  cause  of  iuHriuity. 
None  of  the  cbrouic  stress  syudromes  seen  by  the 
physician  is  more  std)tle  than  that  jrecidiar  to  the 
avid  teu-piu  player.  Seldom  does  he  possess  in- 
sight necessary  to  discern  the  cause  of  his  discom- 
fort. fie  presents  himself  to  his  doctor  with  a 
sore  thumb  which  has  begun  to  interfere  with  his 
game,  more  particularly  his  score. 

In  bowling,  the  hall  is  sectired  in  the  hand  be- 
tween the  thumb  and  the  opposing  first  t^vo  fin- 
gers. All  three  digits  are  inserted  into  strategically 
placed  holes  in  the  ball.  The  nature  of  the  con- 
strtiction  of  this  grip  is  such  that  the  thumh  can 
be  inserted  into  the  thumb-hold  up  to  the  web- 
space.  dripping  of  the  ball  places  firm  pressure 
over  the  base  of  the  jjroximal  phalanx  just  distal 
to  the  sesamoid  bones  of  the  short  flexor  tendons 
of  the  thumb.  As  a consecpience,  one  or  both  of 
the  two  digital  nerves  that  p;iss  superficial  to  these 
structures  and  the  sheath  of  the  flexor  pollicis 
longus  tendon,  are  compromised  between  the 
bowling  ball  and  these  unyielding  strtictures.  An 
inflammatory  reaction  occurs  in  the  digital  nerve, 
or  nerves,  producing  pain  and  hypersensitivity  at 

•Little  Rock  Orthopedic  Clinic,  P.A.,  9500  Lile  Drive,  P,0.  Box 
5270,  Little  Rock.  Arkansas  72215. 


the  base  of  the  thund).  If  the  bowler's  dedication 
to  the  game  is  sulficiently  compelling,  he  may 
develop  a })alpable  neuroma  and  numbness  distal 
to  the  point  of  compression.  This  neuroma  is 
often  erroneously  diagnosed  as  a ganglion  of  the 
tendon  sheath.  However,  given  a history  of  vigor- 
ous bowling,  and  observing  that  the  lesion  is  more 
mobile  from  side  to  side  than  the  usual  tendon 
sheath  ganglion,  and  further  observing  that  su.s- 
tainecl  pressure  over  the  tumor  produces  panaes- 
thesia  in  the  distribution  of  the  digital  nerve,  the 
diagnosis  should  pose  no  problem. 

7'he  only  satisfactory  treatment  is  to  remove 
the  irritation  — that  is,  the  repeated  application 
of  pressure  in  that  area.  If  the  decotee  of  the 
lanes  wishes  to  continue  his  activity,  this  can,  in 
some  instances,  be  accomplished  by  changing  balls 
to  permit  the  thumb  to  extend  less  deeply  into 
the  thumb-hold,  therelry  altering  the  point  of 
contact  between  the  thumb  and  the  ball;  or  by 
rounding  the  edge  of  the  hole  where  it  presses 
against  the  thumb;  or  by  wearing  a pad  over  the 
thumb. 

If  these  measures  fail,  gic  ing  up  bowling  would 
seem  to  be  the  only  added  means  of  controlling 
the  symptoms. 
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ELECTROCARDIOGRAM 


OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  236) 


HISTORY;  Ms.  C.  M.  is  80  years  old.  She  experienced  Strokes- Adams  attacks  several  years  previously, 
treated  by  placement  of  a permanent  demand  type  transvenous  pacemaker.  Two  days  before  admission,  she 
had  syncope  and  angina.  On  admission,  she  was  not  responsive,  was  hypotensive,  and  had  a pulse  rate  less 
than  10  beats  per  minute.  A-waves  at  a rate  of  88  per  minute  were  visible  in  her  neck  veins  and  she  was 
observed  to  have  very  rare  cannon  A-waves.  Her  twelve  lead  ECG  is  shown  below. 

This  trace  illustrates  which  of  the  following  choices; 

1.  Failure  of  the  pacemaker  to  sense  properly. 

2.  Failure  of  the  pacemaker  to  capture  properly. 

3.  Nonconduction  of  most  of  her  P-waves. 

4.  Two  endogenous  beats. 


Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Robert  H.  Warren,  M.D.;*  Lisa  Lyons  Solis,  R.N.,**  and  Mary  Ann  Speel,  R.N.*** 


INTRODUCTION: 

Jt  is  generally  atcej)tecl  that  the  inechanisin  ot 
cardiac  arrest,  the  procedure  ol  resuscitation,  and 
the  drugs  and  techuitpies  used  in  children  ililter 
from  those  useil  in  adults.  Ihoper  preparation 
for  successlul  carilitt-pulmouary  resuscitation  ol 
children  o'  all  age  groups  demands  that  these 
differences  be  taken  into  account. 

Ciardiac  asystole  is  usuallv  due  to  respiratory 
insufficiency  and  the  resultant  anoxic  state  ex- 
cef)t  in  chihlren  who  have  complicated  congenital 
heart  disease  or  acute  cardiac  iidlammatory  dis- 
ease. The  child  with  cardio- pulmonary  arrest 
caused  by  sepsis,  hypovolemic  shock,  central  nerv- 
ous system  disorders,  or  intoxication  should  be 
vigorously  resuscitated,  using  measures  to  im- 
mediately re-establish  an  adequate  airway.  The 
restoration  of  pulmonary  ventilation  and  oxygen- 
ation aids  in  the  reversal  of  hypercarbia  and  sets 
the  state  necessary  for  the  resumption  of  cardiac 
activity  once  the  acidosis  is  corrected. 

It  is  important  to  remendrer  that  the  approach 
to  any  specific  cardio-puhnonar)'  arrest  situation 
must  be  an  individual  approach  just  as  the  under- 
lying etiology  for  that  particidar  cardio-puhno- 
nary  arrest  is  an  individual  disease.  Wdrile  there 
are  always  common  elements  in  any  arrest,  the 
individuality  of  both  the  patient  and  the  response 
of  that  patient  to  a particular  disease  must  not  be 
forgotten. 

1 herefore,  this  information  is  intended  to  be 
used  to  help  formidate  a basic  background  which 
may  be  utilized  and  modified  as  necessary  when 
dealing  with  a particular  arrest  situation.  It  is 
not  intended  as  a specific  protocol  to  be  used 
blindly  in  a cook-book  fashion  when  dealing  with 
a cardio-pulmonary  arrest. 

*Associate  Profes.sor.  Department  of  Pecliatric.s,  lUiivcrsity  of  Ar- 
kansas for  Medical  Sciences;  Chief,  Pulmonology  Section,  Arkansas 
Children’s  Hospital,  Little  Rock,  Arkansas. 

**  Pulmonary  Nurse,  Pulmonary  Section,  Arkansas  Children’s 
Hospital,  Little  Rock,  Arkansas. 

••’^Division  of  Nursing,  Milwaukee  Children’s  Hospital,  Mil- 
waukee, Wisconsin. 


THE  HUMAN  ELEMENT; 

I he  ( ardio-jnilmonai  y resust  itation  proc  edure 
can  only  be  successlul  if  a team  approach  to  the 
problem  is  utilized.  .Some  medical  centers  employ 
a specilic  “cardiac  arrest’’  team  but  this  is  not 
necessary  as  long  as  staff  members  know  their  jobs 
when  the  situation  arises.  This  obviously  breaks 
down  when  week-end  staff  are  rotated  and  vaca- 
tions come  up.  I he  main  concept,  however,  is 
that  all  should  have  general  knowledge  of  die 
guidelines  established  for  cardio-pulmonary  re- 
suscitation. Much  of  the  orientation  can  be  done 
through  inservice  programs  which,  becan.se  of  ro- 
tation of  physicians  and  nurses  will  need  to  be 
given  on  a continuing  basis. 

■Some  consideration  must  be  given  to  the  meth- 
ods of  communication  regarding  cardiac  arrest. 
Hospitals  have  found  it  convenient  to  tise  the 
paging  system  with  a specific  code  to  alert  the 
staff  to  an  arrest. 

THE  EQUIPMENT: 

Ihe  necessary  etjuipment  should  be  conven- 
iently stored  on  a highly  mobile  and  maneuver- 
able  cart  so  that  one  individual  could  deliver  all 
needed  etpiijiment,  including  drugs,  to  the  proper 
area  as  rajiitlly  as  possible.  Such  a cart  should  be 
located  in  every  area  where  there  is  the  possibility 
of  a child  being  critically  ill.  Anticipation  is  a 
very  inijjortant  concept  of  intensive  care  of  the 
critically  ill  child  that  is  a jtotential  candidate 
to  have  a caicliac  arrest. 

T he  cart  itself  should  have  wheels  that  can  be 
tracked  or  moved  in  a crab-like  fashion  for  ma- 
neuverability. rheie  should  be  work  space,  cut- 
clown  tray,  1\'  pole  and  operation  light.  I’he  cart 
should  be  ctjuij)pecl  with  an  oxygen  source  and 
appropriate  bag  and  mask  etpupment  for  ventila- 
tion. The  drawers  should  be  in  mochdar  form 
so  that  it  can  be  readily  seen  if  any  thing  is  missing. 
I'his  also  aids  the  nurse  in  restocking  the  cart. 
The  cart  should  contain  a minimum  number  of 
carefully  selected  drugs. 
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SPECIFIC  INSTRUCTIONS 
TO  NURSING  PERSONNEL: 

Specific  nursing  procedure  and  instructions  to 
the  nurses  are  an  important  part  of  any  guideline, 
since  the  nurse  is  often  the  one  who  initiates  re- 
suscitative  measures.  It  is  therefore  helpful  to  the 
nursing  personnel  to  have  sjrecific  instructions 
with  which  to  begin  as  they  may  have  to  l)e  alone 
with  the  patient  for  an  indeterminate  period  of 
time  before  assistatice  arrives.  Ihis  type  of  in- 
struction should  ideally  be  given  in  an  inservice 
program  and  matle  a])]U'opriate  to  our  own  situa- 
tion with  regard  to  ecjuijmient  and  potential  per- 
sonnel a\ailable.  It  should  be  emphasized  that 
the  nurses’  place  is  with  the  patient,  assisting  the 
physiciati  and  not  going  after  etpiipment  that 
shoukl  have  been  present  in  the  first  place. 

Specific  I nstniction  1 — Note  time  of  arrest. 

Discussion  1 — d o reduce  the  dangers  caused 
by  (onfusion  and  over  enthusiastic  helpers,  it  is 
highly  advisable  to  post  one  intelligent  observer 
not  only  to  record  the  time  of  arrest  but  also  to 
aid  as  coordinator  and  recorder,  to  list  each  drug 
and  procedure,  and  to  assist  in  overall  organiza- 
tion. After  the  initial  minutes  of  resuscitatioti  ef- 
fort have  jrassed,  there  is  often  a chaos  that  can 
develop  making  further  therapy  grossly  inac  curate. 

Specific  I nstruclion  2 — Evaluate  the  airway. 

Discussion  2 — I’he  mexst  important  single  fac- 
tor contributing  to  successlul  resuscitation  is  im- 
mediate clearing  of  the  airway.  The  airway 
should  be  checked  for  anv  obstmetion  to  air  flow 

z 

such  as  the  tongue  or  foreign  body  or  material; 
and  the  obstruction  should  be  relieved  as  indi- 
cated by  use  of  the  lingers  or  suctioning  procedure. 

Specific  Instruction  5 — Ventilate  the  patient 
by  interposing  one  itiflation  of  the  chest  after  each 
five  extertial  cardiac  ccjmpressions. 

Discussion  i — The  patient  should  be  venti- 
lated by  the  most  effective  possible  manner  de- 
pending upon  resources  available.  T his  could 
mean  that  mouth-to-mouth  ventilation  would  be 
indicated  in  the  absence  of  any  ecpiipment,  such 
as  bag  and  mask.  Ideally,  initial  ventilation 
should  be  cat  t ied  out  using  a bag  and  mask  cap- 
able of  providing  lOOk^,  oxygen  to  die  patient.  Jf 
the  initial  resuscitation  eflort  is  being  handled  by 
only  one  person,  the  best  procedure  is  to  perform 
mouth-to-mouth  ventilation  using  a 10:2  ratio  — 
two  cpiick  lung  inflations  after  each  10  chest  com- 
pressions. it  is  also  Importatit  to  remember  that 


infants  and  small  children  should  have  both  the 
mouth  and  nose  covered  by  the  person  giving 
ventilation.  Ventilation  in  infants  and  children 
should  be  gentle  as  only  small  volumes  are  needed. 
Effectiveness  is  evaluated  by  noting  rise  and  fall 
of  the  chest  wall.  Esjjecially  in  the  newborn  the 
problem  of  stomach  inflation  makes  early  con- 
sideration of  passing  a nasogastric  tube  manda- 
tory. Wntilation  with  bag  and  mask  properly 
performed  is  completely  adecpiate  and  when  ef- 
fective, it  should  be  maintaitied  rather  than  an 
immediate  attempt  made  to  intubate  the  patient. 
Idle  time  chosen  for  intubation  should  be  de- 
termined by  the  status  of  the  patient  and  avail- 
ability of  personnel  experienced  in  intubation. 

Specific  Instruction  4 — Consider  insertion  of 
nasogastric  tube. 

Discussion  4 — d'his  is  of  primary  importance 
in  children  up  to  1-2  years  of  age.  With  both  bag 
and  mask  or  mouth-to-mouth  resuscitation  the 
usual  situation  is  to  at  least  partially  fill  the 
stomach  ivith  air.  dhis  in  turn  produces  some 
compromise  to  diaphragm  excursion  and  reduces 
effective  ventilation.  Of  ecpial  importance  is  the 
problem  of  secondary  aspiration  if  a patient  has 
a stomach  full  of  licjuid  or  solid  material.  A #8 
feeding  tube  is  most  commonly  used  in  the  infant 
and  larger  sizes  would  be  indicated  for  older 
patients. 

Specific  Instruction  5 — Begiti  external  cardiac 
massage  as  follows: 

— Neonate  120  times/min. 

— Infant  100  times/min. 

— Child  80  times/min. 

Discussion  5 — In  older  children,  either  the 
one  hand  on  top  of  the  other  technicpie  or  merely 
the  heel  of  one  hand  may  be  used  to  provide 
cardiac  massage.  In  small  children  and  infants, 
the  use  of  the  heel  of  one  hand  or  just  the  tips  of 
the  index  and  middle  fingers.  The  heart  of  in- 
fants and  children  lies  higher  in  the  chest  than 
it  does  iti  adults  therefore  the  pressure  should  be 
exerted  over  niidsternaJ  area  and  not  the  lower 
half  of  the  sternum.  Improper  technicpie  may 
jirocluce  fractured  ribs  cxr  liver  laceration.  The 
jiatient  should  be  placed  on  as  firm  a surface  as 
jjossible  prior  to  beginning  comjjression  efforts. 

Specific  Instruction  6 — Establish  EKG  tracing. 

Discussion  6 — ANhthout  EKG  monitoring, 
there  is  no  way  to  determine  w'hether  asystole  or 
fibrillation  exists.  This  is  significant  as  the  two 
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arc  a|)proachc(l  cliUciciilly  in  tieaiinciK.  In  addi- 
tion, tlie  F.KCi  inoniiors  the  eireclivcncss  of  all 
siibsctjiient  therapy. 

Specific  Insiriictioii  7 — Estahlisli  I\^  line. 

DLsckssioh  7—11  an  adetpiate  I\^  line  is  func- 
tioning, there  is  a ready  access  for  administering 
the  necessary  drugs.  If  the  patient  has  only  a 
small  butterfly  needle  in  place,  attempts  should 
be  made  to  secure  a second  and  better  line.  In 
recent  years,  the  intracardiac  route  of  administer- 
ing drugs  has  declined  probably  due  to  the  fact 
that  it  is  a highly  dangerous  jnocedurc  if  not 
performed  by  an  experienced  jihysician.  This 
points  even  more  to  the  importance  of  a patent 
IV  line. 

Specific  Instruction  S — Draw  up  in  a syringe 
Epinephrine  1:10,000  an  amount  etpiivalent  to 
0.05  cc/kg  and  label. 

Discussion  8 — The  physician  may  want  to  in- 
ject a STAT  dose  of  epinephrine  either  intra- 
vaneously  or  intratracheally  prior  to  instituting 
a drip  of  either  Isujirel  or  epinephrine.  This  can 
be  given  quickly  and  can  be  exerting  its  action 
on  the  heart  while  a drip  solution  is  being  pre- 
pared. The  intratracheal  technique  is  being 
widely  used  today  as  a replacement  for  the  intra- 
cardiac route  for  the  reasons  mentioned  in  # 7. 

Specific  Instruction  — Prepare  an  Isuprel 
drip:  Use  Isuprel  (Isoproternol)  1:5000  — U.se  I 
mg  (5  cc)  per  every  11  lbs.  body  weight.  This  is 
added  to  50  cc  D5W. 

Discussion  9 — The  Isuprel  solution  can  be 
used  to  increase  the  heart  rate  and  also  improve 
cardiac  contractility.  It  should  be  ready  for  irse 
if  the  physician  calls  for  it.  The  Isuprel  drip  is 
run  at  a rate  of  15  microdrops  per  pound  or  1 
microgram/kilogram/minute  infusing  into  the 
patient.  This  will  have  to  be  adjusted  based  on 
cardiac  response. 

Specific  Instructioji  10  — Draw  up  in  a .syringe 
NaHCOS  (Na.  bicarbonate)  equivalent  to  1.0 
cc/lb.  and  label. 

Discussion  70  — Acidosis  is  an  immediate  se- 
quelae of  cardio-pulmonary  arrest.  In  fact,  acidosis 
is  often  the  etiology  of  the  arrest.  Lite  physician 
may  want  to  give  a Sl’AT  dose  of  NaHCOS  and 
it  should  be  ready  lor  immediate  use. 

Specific  Instruction  77— Prepare  for  delivery 
of  other  drugs. 

Discussion  11  — Other  drugs  that  the  physician 


might  call  lor  should  be  at  the  nurse’s  side  ready 
lor  immediate  use.  Refer  to  tirug  sheet  below. 

Specific  Instruction  12  — Prepare  for  blood  gas 
evaluaiion  by  being  sure  that  appropriate  needles 
are  present. 

Discussion  72  — The  use  of  arterial  blood  gas 
is  an  important  way  to  evaluate  the  stability  of 
the  patient's  cardio-jjuhnonary  system. 

THE  SCENE  OF  THE  ARREST: 

As  soon  as  assistance  arrives,  the  primary  nurse 
should  establish  herself  immediately  with  the  phy- 
sician and  should  not  leave  the  patient’s  side. 
She  delegates  other  duties  to  a second  nurse  who 
will  be  in  charge  of  making  appropriate  notes, 
getting  etpiipment  that  is  not  on  hand  and  or- 
ganizing activities  not  directly  at  the  patient’s 
bedside.  The  primary  nurse  becomes  the  phy- 
sician’s first  assistant  atul  is  responsible  for  the 
following:  (1)  suctioning,  (2)  helping  with  in- 
tubation, (3)  starting  and  monitoring  the  Isuprel 
drip,  (1)  anticipating  the  physician’s  needs,  and 
(5)  helping  the  physician  as  he  asks. 

There  must  always  be  a sense  of  urgency  at  the 
beginning  and  during  the  entire  resuscitation  pro- 
cedure. Remember  that  the  longer  it  is  necessary 
to  continue  the  cardio  pulmonary  resuscitation 
efforts,  the  less  likely  it  is  to  succeed.  Even  under 
optimum  circumstances,  deterioration  is  progres- 
siv'e  and  the  sense  ol  urgency  must  be  preserved 
until  all  efforts  have  been  abandoned. 

USE  OF  DEFIBRILLATOR: 

If  ventricular  fibrillation  is  present,  defibrilla- 
tion through  closetl  chest  must  be  done.  Electrode 
paste  is  apjilied  to  the  electrode.  One  paddle  is 
placed  on  the  anterior  chest  wall  at  the  level  of 
the  apex  slightly  left  of  the  sternum  and  the  sec- 
oiul  paddle  is  placed  on  the  left  anterior  axillary 
line  so  that  the  current  traverses  the  heart.  Have 
everyone  stand  clear  of  the  patient  and  give  D.(L 
shock. 

Electrotie  paddle  size  — Infants,  1.5  tin  diam- 
eter; older  chililren,  H cm  tiiameter. 

Electrode  interlace  — Electrode  cream;  elec- 
trode |raste;  saline  soaked  gauze  (most  jnactical, 
easily  wiped  oil). 

— He  sure  the  inierface  between  one  padtlle 
and  another  tloes  not  touch  when  placed  on  the 
body,  it  may  cause  a short  circuit  anti  an  insuf- 
ficient amount  of  current  may  traverse  the  heart. 

— Don't  use  alcohol  pads  as  interface,  they  will 
burn  the  skin. 
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mended  doses  as  follows; 

— Initial  dose  — 2 joules  (watts/sec.) /I 

— It  not  siiccessftil  — Double  the  dose. 

— If  still  not  snccesslid  — Check  the  patient's 
acid  base  status. 

NO  rii:  Patients  on  digoxin  should  be  started 
at  the  lowest  amount  of  joules  the  machine  will 
deliver  and  increased  slowly. 

SUMMARY: 

THE  STEPS  OF  CARDIO-PULMONARY 
RESUSCITATION 

1.  NOTE  TIME -“SOUND  CiODE” - 
SEND  FOR  EMERCxENCY  CART 

2.  EVAITb\  I E AlKWW 

3.  VENTILAI  E PA  I lEN  I 

f.  BEGIN  CARDIAC  MASSAGE 
.a.  INSER'E  NASOGAS  I RIG  TUBE 

6.  ESTABLISH  ECCf 

7.  ESTABLISH  IV  LINE 

8.  PREPARE  DRUGS 

9.  BLOOD  GAS  DETERMINATION 


ARKANSAS  CHILDREN'S  HOSPITAL 
PEDIATRIC  INTENSIVE  CARE  UNIT 
Emergency  Drug  Sheet 

Patient  Name-  - Weight Age 

Endotracheal  Tube  Size: 

16  -j-  Age  (in  years  ^ 4 = . . 

Medit  atioii  Route  Dose 

Atropine:  0.01  nig/Kg  SO,  IV 


ilectrical 

Sodium  Bicarbonate: 

ng  myo- 

1-2  niEq  Kg 

IV,  IC 

Recom- 

Calcium  Gluconate: 

10%  1-2  cc/Kg 

IV 

Epinephrine  1:10,000 

0. 1-0.2  cc/Kg 

I\',  IC 

cc 


cc 


Dcapamine:  200  mg/500  cc  D,-^V 
(400  mcg/cc) 

3-10  meg  Kg/min.  I\’ 

Isuprel:  1 mg/250  cc  D,-,^\ 

(4  mcg/cc) 

.1-.2  mcg/Kg/min.  I\' 

Calculations: 

Dcapamine: 

# meg /Kg /min  X t.  in  Kg 


cc/fir 


cc  hr 


X 00  = #cc/hr 


X 00  = #cc/hr 


mg 


400  mcg/cc 

Isuprel: 

# mcg/Kg/min  x ^^4.  in  Kg 
4 mcg/cc 

This  sheet  is  filled  out  completely  and  placed 
at  the  head  of  each  critically  ill  patient's  bed. 
These  calculated  dosages  save  several  minutes  of 
valuable  time  during  an  arrest. 
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Editorial  Opinions  on  Effects  of  Heart  Disease 

Alfred  Kahn,  Jr.,  M.D. 


arc  many  inicresiiiig  new  reports  in 
the  field  of  cardiology.  One  ol  particular  interest 
is  an  editorial  by  R.  R.  Devereux  in  The  Ameri- 
can fournal  of  .Medicine  (volume  (i7,  page  72!), 
.\o\ember,  1!)7!))  on  mitral  vahe  prolapse.  From 
a virtual  tmknown  entiiy  mitral  valve  prolajjse 
has  become  a well  known  clinical  fact  in  the  past 
ten  years.  .\s  Devereux  jroints  out,  5%  of  the 
jropidation  has  mitral  valve  prolapse  whether  de- 
tected by  heart  .sound  abnormalities,  echocardi- 
f)graphy  or  autopsy.  1 his  concordance  of  findings 
is  marred  by  the  lact  that  Devereux  reports  10% 
of  patients  with  mitral  valve  prolapse  are  said 
to  have  floppy  vahes  due  to  a breaking  down  ol 
the  vahe's  central  collagen  layer.  The  |trolapse 
can  affect  the  anterior  vahe  leallei  but  more 
often  affects  the  posterior  one.  Fhe  disorder  also 
alfects  the  antiulus  and  chorda  and  endineae.  It 
also  worsens  with  age.  Fhe  author  suggests  this 
is  due  to  a hereditary  delect  in  the  sti  uctural  pio- 
teins  of  the  mitral  valve.  Fhe  functional  abnor- 
malities are  said  to  be  precipitatetl  not  alone  by 
the  floppy  valve  but  the  associated  disorders  of 
the  annulus,  chorda  atid  cntlineae  and  the  size  of 
the  left  ventricle.  Iti  some  anatomic  situations 
normal  \alves  may  piolapse,  jtarticularly  in  toti- 
genital  heart  disea.se.  Devereux  feels  that  mitral 
\al\e  jjiolapse  is  piobably  a relatively  bcnigti 
disease.  .Some  of  the  apparent  mortality  and  mor- 
bidity may  be  the  lesult  of  other  disordeis  being 
lumjred  together  with  the  mitral  prolapse  series, 
lie  does  feel  that  there  is  some  morbidity  due  to 
this  entity  includitig  bacterial  etulocaitlitis,  mitral 
regurgitation  and  ventricular  fibrillation. 

Fditoi  ializing  iti  Circulation  (volume  60,  p. 
!)69,  November,  107!))  Flliot  Rapapoi  t discussed 
the  clinical  status  of  percutaneous  transluminal 
coionary  angioplasty,  .\ccording  to  Rapaport 
Dr.  Andreas  Cintntzig  was  the  first  to  try  percu- 
taneous transluminal  angioplasty  on  the  coro- 


tiary  vessels  alihougli  a similar  lechnitpte  had 
Iteen  itsed  in  peripheial  vessels  lot  mote  than  10 
years.  Using  a Italloon  type  catheter,  the  con- 
stricted coionary  arteiy  is  dilated  by  lour  to  six 
atmospheric  pressures  in  the  balloon  which  is 
lilled  witli  salitie  atul  Renogralin  sohtlioti.  1 he 
jnoccdure  can  be  repeated  several  times  with  the 
catheter  in  place.  Rajiapoi  t rejiorts  that  the  di- 
lated vessel  stays  opeti  after  the  piocedure  in 
some  cases  to  the  extent  that  there  is  true  hemo- 
dytiamic  improvement  wliich  jiersists  lor  months. 
Orclitiarily,  this  piocedure  is  used  on  the  proximal 
]rart  of  the  coronary  artery.  It  is  estimated  tliat 
only  five  percetit  are  considered  candidates  lor 
percutaneous  translumitial  angioplasty.  "Fhe  au- 
thor cpiotes  the  procedure  as  liavitig  an  immedi- 
ate 1-2%  mortality  and  a 2-3%,  later  mortality. 
•Some  other  interesting  facts  are  In  ought  out  in 
this  article.  Felt  main  coronary  artery  disease 
may  be  a cotitraindication  as  some  deaths  fol- 
lowed dilatation  ol  this  vessel.  Fhe  mechanical 
eilect  ol  dilation  is  thought  to  be  a splitting  of 
the  surface  of  the  arterio  sclerotic  placpie:  the 
body  then  may  i eniove  the  underlying  contents 
thus  widetiitig  the  lumen  — but  16'^'^,  re-stetiose. 
It  is  Rajiaport's  opinion  that  |jercutanec)u.s  tran.s- 
luminal  angioplasty  will  have  limited  a|)plicatioti; 
since  survival  ol  the  apjtlicable  cases  is  already 
good  without  surgery,  this  new  tecimicptc  will  not 
lecluce  mortalitv  : il  successful,  the  procedure  may 
diminish  symptoms  such  as  angina  jrectoris.  It 
is  suggested  that  the  procedure  tieetls  itivestigat  ion 
in  multive.ssel  disease,  left  maiti  corouaiy  arteiy 
disease  eveti  though  the  initial  studies  were  dis- 
couraging, with  jiaiietits  with  poor  ventricular 
futiction,  etc.  Fhis  techniejue  needs  considerable 
study  before  ttsage  in  clinical  medicine  outside  of 
research  centers. 

Another  editorial  on  a current  cardiac  problem 
which  is  of  considerable  interest  to  the  jnofession 
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is  ‘‘Coronary  Artery  By-pass  Surgery  — Another 
\hew,”  b\  J.  Phillips  and  R.  Mantner  (Archives 
ol  Internal  Medicine,  volume  139,  p.  1221,  No- 
vember. 1979).  The  authors  point  otit  that  there 
is  a real  problem  in  deciding  who  shonld  undergo 
coronary  artery  catheterization  by  anginoid  pain 
— and  Itirther  based  on  the  catheterization  find- 
ings, who  should  undergo  by-pass  surgei7  as  they 
jjoint  out  some  physicians  are  very  “pro”  cardiac 
surgery,  thus  the  problem  is  readily  resolvetl  for 
the  strongly  committed.  For  most  other  physi- 
cians, there  are  some  guidelines  which  the  authors 
recommend  in  deciding  to  catheterize  the  heart; 
they  used  fotir.  Firstly,  catheterization  is  recom- 
mended if  the  patient’s  life  style  demands  activi- 
ties which  cause  angina  pectoris  despite  medical 
therapy.  Secondly,  a strong  suspicion  that  the 
patient  has  left  main  coronary  artery  disease  from 
a treadmill  test  or  nocturnal  angina  or  post  pran- 
dial angina.  Thirdly,  if  the  physician  is  in  doubt 
as  to  whether  angina  pectoris  is  present.  Lastly, 
catheterization  may  be  performed  to  convince  a 
patient  that  he  does  not  have  angina  pectoris. 

.\nother  interesting  point  discussed  by  Phillips 
and  Mantner  is  the  relationship  between  oc- 


clusive disease  and  anginal  pain.  They  draw  a 
comparison  between  narrowed  blood  vessels  in 
the  heart  and  renal  artery  stenosis.  Not  every 
case  of  high  blood  presstire  who  has  renal  artery 
stenosis  is  cured  by  vascular  repair  surgery.  By 
the  same  token,  many  patients  with  occlusive 
vascular  disease  may  be  symptomatic  from  the 
disease.  If  a renin  test  is  done  on  the  renal  vas- 
cidar  cases  and  a high  renin  is  found,  surgery  is 
usually  helpful.  The  authors  would  like  some 
type  of  test  for  coronary  artery  occlusive  disease 
which  accurately  predict  which  patients  would 
be  helped  by  surgery  — like  the  renin  test  does 
in  kidney  disease.  The  authors  have  made  up  a 
table  which  they  use  in  trying  to  determine  who 
should  be  stibmitted  to  surgery.  It  is  summarized 
as  follows:  Left  main  coronary  artery  disease  is 
usually  a surgical  indication.  Three  vessel  coro- 
nary artery  disease  is  probably  an  indication  for 
surgery.  Two  vessel  disease  may  be  an  indication 
for  surgery  if  the  patient’s  life  style  is  compro- 
mised by  his  heart  disease.  One  vessel  coronary 
alter)'  disease  would  possibly  be  considered  a 
surgical  candidate  if  his  life  style  is  compromisecL 


'')fm  Otket  Ifeat-J 


Arkansas  Medical  Monthly 
Vol.  1 No.  7 October,  1880  p.  324 
Contract  Practice.  — In  view  of  the  fact  that 
many  physicians  may  contract  to  perform  medical 
services  for  all  corporations,  charitable  or  other- 
wise (railroad  companies,  for  instance),  at  reduced 
rates  from  our  established  fee-bill,  it  is  proposed 
by  some  enterprising  citizen  to  organize,  in  due 
form,  by  filing  articles  of  incorporation,  etc.,  an 
association  of  private  families,  to  be  called  “The 
Domestic  Doctor  Scotchers.”  The  object  is  to  uti- 
lize these  technical  advantages  in  the  employment 
of  a physician.  The  best  looking  doctor  w’ill,  of 
course,  get  the  appointment,  and  all  others  who 
are  not  on  a salary  will  please  take  notice  and 
prepare  to  seek  “hash”  elsewhere. 

# # # # # 

The  Physician  and  Siirgeoji  tells  of  a medical 
student  who  could  not  give  the  geographical 
boundaries  of  his  native  state,  when  so  questioned, 
after  applying  for  matriculation  at  a school  in 
Michigan.  We  can  beat  that  down  here.  One  of 
the  students  of  a medical  college  in  this  country. 


when  asked  upon  which  side  of  the  head  the  left 
hemisphere  of  the  brain  was  situated,  had  to  give 
it  up.  When  informed  upon  the  subject,  he  said 
the  reason  he  didn’t  know  w'as  because  he  was 
left-handed. 

— U AMS  Library, 
History  of  Medicine, 
Archives  Division 


ANSWER— Electrocardiogram  of  the  Month 

DISCUSSION:  The  ECG  strikingly  illustrates  failure  of  the 
pacemaker  to  capture.  The  pacemaker  artifacts  progress 
through  almost  the  entire  trace  at  a rate  of  71  pulses  per 
minute.  P-waves  also  are  seen  progressing  through  the 
artifacts  at  a rate  of  88  P-waves  per  minute.  No  QRS 
complexes  are  generated  by  the  pacer  artifacts.  There  are 
two  endogenous  or  native  beats  seen  at  a rate  of  8 per 
minute.  The  first  endogenous  beat  is  in  lead  I and  fol- 
lows a P-wave.  The  second  endogenous  complex  is  in 
V4  and  fails  to  inhibit  the  pacemaker,  which  fires  on  the 
T-wave.  Thus,  all  choices  are  carrect.  The  patient  did 
much  better  when  a temporary  pacemaker  was  positioned. 
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THE  MONTH  IN  WASHINGTON 

The  Professional  Standarils  Review  Organiza- 
tion (PSRO)  program  for  Medicare- Medicaid 
shonld  be  allowed  to  develop  to  its  fnll  potential, 
the  American  Medical  Association  has  told 
Congiess. 

The  medical  profession  has  accepted  PSRO  as 
a quality  assurance  program.  “Therefore,  we  feel 
that  it  is  inappropriate  to  evaluate  the  program 
solely  based  on  a measure  of  dollars  and  cents.” 

Alan  Nelson,  M.D.,  a member  of  the  AMA 
Board  or  Trustees,  told  the  House  \V^ays  and 
Means  subcommittee  on  Health  that  the  PSRO 
program  is  a successful  example  of  cooperation 
between  the  medical  profession  and  the  federal 
government.  Some  167,000  physicians  are  partici- 
pating, Dr.  Nelson  noted. 

One  of  the  problems  with  PSRO  since  its  in- 
ception in  1972  has  been  the  tendency  of  ad- 
ministrations, Democratic  and  Republican,  to 
eye  the  program  as  one  strictly  designed  to  save 
money.  There  have  been  crisis  points  in  recent 
years  when  PSRO  was  believed  to  be  in  jeopardy 
because  of  high-level  belief  that  it  was  costing 
more  than  it  was  saving. 

Dr.  Nelson  pointed  out  to  the  subcommittee 
that  the  PSRO  law  declares  it  is  designed  to  “pro- 
mote the  effective,  efficient  and  economical  de- 
livery of  health  care  services  of  jjroper  quality.” 

ritere  have  been  numerous  analyses  in  recent 
years  of  the  cost-effectiveness  of  PSRO.  The  two 
most  recent,  by  the  Health  Care  Financing  Ad- 
ministration (HCFA)  and  the  Congressional 
Budget  Office  (CBO),  used  the  same  data  base 
but  reached  opposite  conclusions.  The  CBO  said 
PSRO’s  were  not  cost  effective.  HCFA  said  that 
in  fiscal  year  1978  they  saved  S21  million. 

“Because  of  this  divergence  in  interpreting  the 
PSRO  program  data  and  the  fact  that  PSRO  ef- 
fectiveness shoidd  be  reviewed  by  means  other 
than  just  cost-effectiveness,  the  AMA  views  such 
single  directional  analysis  as  impractical,”  said 
Dr.  Nelson.  The  matter  is  especially  critical  now, 
he  added,  because  the  Health  and  Human  Serv- 
ices (HHS)  Department  has  started  to  terminate 


PSRO's  that  it  deems  to  be  “poorly  performing 
and  cost-ineffective.” 

It  is  premature  to  attempt  to  measure  the  cost- 
effectiveness  of  the  PSRO  program.  Dr,  Nelson 
said;  adding  that  “the  PSRO  program  has  been 
consistently  underfunded,  with  some  PSRO’s  not 
even  receiving  all  of  the  funds  necessary  to  prop- 
erly design  and  subsecjuenth  implement  the 
sophisticated  review  and  data  collection  opera- 
tions essential  to  conduct  a proper  review  jrro- 
gram.  Until  the  progiam  becomes  fully  opera- 
tional, it  is  a mistake  to  attempt  to  ascertain  its 
cost-effectiveness.” 

The  AMA  witness  also  urged  Congress  to  guar- 
antee the  confidentiality  of  PSRO  information. 
“The  effectiveness  of  the  PSRO  program  is  in- 
extricably linked  to  its  ability  to  preserve  the 
confidentiality  of  patient,  physician,  and  hospital 
profiles.” 

The  AMA  also  recommended  a provision  that 
woidd  subject  services  performed  by  or  in  fed- 
erally-operated health  care  institutions  to  PSRO 
review  and  to  provide  for  a more  effective  ad- 
ministration of  the  program.  The  AMA-developed 
amendments  to  the  PSRO  law  were  recommended. 
* * # * # 

Congress  this  year  is  nearing  final  action  on  a 
major  extension  and  expansion  of  the  community 
mental  health  center  program. 

The  House  recently  approved  a four-year  ex- 
tension authorizing  federal  aid  of  $78  million 
next  fiscal  year,  climbing  to  $200  million  by  1984. 
I'he  states  would  play  a greater  role  than  at  pres- 
ent. The  Senate  has  passed  a more  generous 
measure. 

A controversial  patients  bill  of  rights  pro- 
vision was  deleted  in  the  Senate  bill.  The  House 
measure  did  not  contain  such  a provision. 

The  bill,  approved  277-15,  involves  the  states 
more  fidly  in  the  planning  and  provision  of  com- 
munity health  services  in  hopes  of  attracting  more 
state  funding. 

New  special  grant  categories  were  established 
for  services  to  the  chronically  mental  ill  and  for 
disturbed  children.  Another  new  program  would 
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(leal  with  providing  services  within  anuibiilator\ 
health  care  centers. 


Funding  wotdd  lie  provided  lor  services  to 
those  groups  that  state  and  local  health  planning 
agencies  find  to  be  tinderserved  or  unserved.  1 he 
states,  through  local  planning  processes,  will  de- 
termine which  groups  in  wliich  areas  are  in  need 
of  special  attention. 

1 he  big  money  bill  for  the  Department  of 
Health  and  Human  Services'  operations  next  fis- 
cal year  has  finally  started  mo\  ing  through  Cion- 
gress.  I he  S57.1  billion  approved  by  the  House 
was  S.SSb  million  less  than  the  Administration 
retpiested. 

By  and  large,  the  lawmakers  went  along  with 
the  strict  economy  budget  prepared  by  President 
Carter's  budget  men.  The  interest  in  the  con- 
gressional actions  centered  for  the  most  part  on 
how  individtial  jn'Ograms  fared.  Cc^ngress  made 
dear  earlier  that  it  was  in  no  mood  to  add  sig- 
nificantly larger  sums  to  the  hare-bones  money 
re(|uests. 

Some  key  programs  were  not  listed  in  the 
House  appropriations  bill,  including  health  edu- 
cation and  the  national  health  service  corps,  au- 
thorizations for  which  are  proceeding  on  a sepa- 
rate track  with  approjtriations  to  follow. 

Running  down  the  major  HHS  breakdowns 
and  comparisons  with  budget  recjuests: 


Public  Health  .Service, 

Sb.7  billion  -|- 
Health  Care  Financing 

.\dministration  (Medicaid) 

$26  billion  — 

Social  .Security 

Administration  (Medicare) 

SI!)  billion  — 

FI  liman  Development  Services 

S5.3  billion  — 

Ibider  the  PHS: 

Health  Services  Administration 

$1.2  billion  — 
Center  for  Disease  Control 

$329  million  -|- 
Nat.  Institutes  of  Health 

$3.b  liillion  -)- 
Alcohol,  Drug  Abuse  and 
Mental  Health 

$1  billion  — 

Health  Resources  Administration 

$1()8  million  -(- 


Sl()2  million 


$ 21  million 

$100  million 
$ 68  million 

$746,000 
$ 36  million 
$12()  million 


$1.4  million 
$ 14  million 


PHS  programs  receiving  slight  boosts  include 
family  planning,  state  health  servite  grants,  ma- 
ternal and  child  health,  NIH  research  acti\ities, 
drug  abuse  and  health  planning.  Decreases  were 
sulfered  by  alcoholism,  communitv  health  cen- 
ters, home  health  services,  mental  health,  health 
maintenance  organizations,  and  |M'ofessional 
standards  review  organizations. 

With  respect  to  HMO's,  the  Appropriations 
Committee  noted  that  the  program  was  having 
difficulty  sjjending  its  ctirreiU  budget  and  could 
end  the  liscal  year  “with  a fairly  large  carryover 
balance  on  hand.” 

1 he  report  continued; 

“The  committee  has  received  information 
about  the  increasing  number  of  federally  funded 
HMO's  which  are  having  difficulty  reaching  the 
breakeven  point,  and  which  are  not  in  compliance 
with  lederal  cjualilication  guidelines.  A number 
have  defaulted  on  their  federally  guaranteed  op- 
erating loans.  Fhe  committee  is  concerned  about 
the  way  the  department  establishes  new  plans  in 
geographic  areas  where  HMO's  already  exist.  ’ 

Twcj  ol  the  major  HHS  initiatives  heading  into 
the  198()'s  were  supposed  to  be  major  new  em- 
jihasis  on  health  education  and  alcohol  abuse 
programs. 

Ihe  committee’s  handling  of  these  ))rograms 
underlines  how  far  they  have  dropped  out  of 
sight  as  a result  of  the  economy  push  and  pos- 
sibly a change  of  mind  in  the  administration. 

Health  education  got  $13.7  million,  only  the 
amount  re(|ue,stecl  and  only  a continuation  of  the 
funding  for  the  current  year. 

Alcoholism  fared  worse.  The  project  grant  re- 
cjuest  for  the  National  Institute  on  Alcoholism 
and  Alcohctl  Abuse  w'as  slashed  by  $35.3  million 
and  new  funding  to  implement  special  alcohol 
initiatives  next  year  was  eliminated. 

# # # # * 

Ihe  tools  economists  employ  to  assess  cost- 
benefit  ratios  are  of  limited  value  in  health  care, 
the  Congressional  Office  of  Technology  Assess- 
ment (O’FA)  has  conceded.  An  OTA  report 
frankiv  discussing  shortcoming  as  well  as  strengths 
of  economic  standards  for  health  care  came  as 
something  of  a relief  to  the  health  pro-Tssions, 
since  the  O'FA  and  a federal  agency  (the  National 
Center  for  Health  Care  Technology)  have  been 
viewed  with  misgivings  Ity  the  medical  profession. 
I he  fear  has  been  that  strictly  economic  judg- 
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incuts  (ould  be  usee!  lo  ilisiom  a^c  \ alual)le  ledi- 
n()lot>i(al  aiul  oilier  medical  mediods,  siuli  as 
CA  1 s(  aimers. 

.\ii  O l A re])ort  on  the  implic  alioirs  ol  cost- 
cliectixeness  ol  meilical  (cdmolooy  says  the  re- 
sults ol  CIK.V  and  (IBA  studies  "should  not  he  the 
[u  imary  detei  ininants  ol  any  dedsion  (oncerning 
hetdth  (tire."  Ciontitii  y to  some  ewpec  Ititions,  the 
re[x)rt  titkls,  the  use  ol  CEA  CIB.V,  by  itsell,  "w  ill 
not  be  an  elleetive  tool  ior  reducing  or  controlling 
overall  expendit ui cs  lor  medical  care.'’ 

However,  the  O E.V  tisserts  that  the  |rrocess  ol 
explicitly  aualy/ing  costs  and  benelits  “can  lead 
to  better  decisions  in  hetdth  care,  and  interest  in 
the  use  ol  (lE.V  CiB.V  is  likely  to  increase 
substantially.” 

Senator  Edward  Kennedy  (I).,  M.V),  chairmtin 
ol  the  Senate  Human  Resources  Subcommittee  on 
Health,  said  “limitations  oti  resources  rec|uire 
that  the  benefits  of  medical  technologies  be 
weighed  against  the  costs.”  He  said  the  report 
“underscores  my  belief  that  the  simplistic  use  of 
cost  effectiveness  analysis  will  not  resolve  nninv 
of  our  basic  dilemmas  in  health  care  delivery." 

Cost  Benefit  Analysis  involves  expressing  both 
costs  and  benefits  in  dollars,  resulting  in  a net 
plus  or  minus  dollar  ligtire  or  in  a numerical 
rtitio. 

Cost  Effectiveness  Analysis  differs  in  that  costs 
are  expressed  in  dollars  but  effectiveness  is  meas- 
ured in  non-monetary  itnits  stich  as  lives-saved  or 
life-years-gained.  Both  CEA  and  CBA  are  de- 
signed to  integrate  the  economic  and  health  as- 
pects  of  decisions. 

# * * * # 

The  nation  last  year  spent  an  estimated  $212.2 
billion  lor  health  care,  12.5  ]iercent  above  1978, 
the  go\ernment  has  reported. 

I he  1979  health  spending  amounted  to  an  esti- 
mated S943  ])er  person,  of  that  amount,  $fOb,  or 
4,4  percent,  represented  public  spending. 

The  latest  comjjrehensive  health  spending  esti- 
mates were  compiled  by  the  Health  Care  Ei- 
nancing  Administration  (HCEA)  and  show'  that 
outlays  by  Medicare  and  Medicaid  amounted  to 
S29.3  billion  and  $21.7  billion  respectively,  com- 
bining to  pay  for  27  percent  of  all  personal  health 
care  in  the  nation.  Benefits  for  hospital  care 
alone  amounted  to  $29.7  billion  for  both 
programs. 

Highlights: 

★ Expenditures  for  health  care  included  $5.4 


billion  ill  piemiuuis  to  ]jii\ate  health  insuiance, 
.Still. 9 billion  in  Icderal  pa)uienls  and  $39.5  billion 
in  state  and  loial  govenimeiit  luiids. 

★ 1 he  S85.3  billion  bill  for  hospital  care  rep- 
resented 1(1  percent  of  total  health  care  spend- 
ing in  1979.  I'hese  expenditures  iiu  teased  12.5 
percent  over  1978. 

★ Spending  for  physician  seivices  increased 
13.1  percent  to  $f9.()  billion  — 19  iieicent  of  all 
health  care  spending. 

★ All  third  parties  combined  — private  health 
insurers,  govei  nmeiits,  philanthropic  and  in- 
dustry — linanced  98  percent  of  the  S188.9  billion 
in  ]jer.sonal  health  care  in  1979,  ranging  from  92 
percent  of  hospital  care  services  to  94  percent  of 
physicians’  services  and  39  iiercent  of  the 
reniaindei . 

★ Direct  payments  by  consumers  reached  S99 
billion  in  1979.  This  represented  32  percent  of 
all  personal  health  care  expenses. 

***** 

1 he  Defense  Department  is  confident  it  can 
handle  physical  exams  in  ca.se  of  a draft  without 
having  ter  seek  the  aid  of  civilian  physicians. 

J he  number  of  military  and  recently-retired 
military  physicians  are  “more  than  adecpiate”  to 
handle  the  job,  a spokesman  said.  I lie  recently 
retired  group  (about  300)  are  subject  to  call-up 
in  event  ol  a national  emergency. 

Draft  physicals  w'ould  be  carried  out  in  97 
.Vrmed  Eorces  Examining  and  Entrance  stations 
across  the  country  and  in  Hawaii,  Puerto  Rico 
and  Alaska.  Dialtees  who  passed  the  ]ihy.sicals 
could  be  inducted  immediately. 

* * * # * 

Legislation  wars  introduced  in  the  House  to 
prohibit  federal  reimbuisement  under  the  .Medic- 
aid jirogram  for  drugs  that  have  not  been  fcjund 
eflective  by  the  Eootl  and  Drug  ,\dministration. 
Rep.  Bob  Eckhardt  (1).,  4 X),  (hairnian  of  the 
House  (iommerce  .Subcommittee  on  Oversight, 
said  as  much  as  .$400  million  has  been  “wasted" 
cner  the  ]jast  10  years  on  such  drugs. 

^ 4^  4^ 

^ Tv*  ^ 'flr 

Ihe  Kaiser-Permanente  medical  care  program 
has  assumed  management  and  financial  responsi- 
bility for  Georgetown  Ihiiversity  Community 
Health  I’lan,  which  has  been  renamed  Kaiser- 
(ieorgetown  Community  Health  Plan,  Inc. 

The  Cieorgetown  Plan  provides  medical  and 
hospital  care  on  a prepaid  fiasis  for  about  54,000 
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members  in  the  District  of  Columbia,  Maryland, 
and  Mrginia.  Kaiser-Permanente  is  the  nation’s 
largest  group  jrractice  prepayment  health  care 
delivery  system.  Most  of  the  operations  have  been 
on  the  West  Coast  with  the  exception  of  Cleveland, 
Ohio. 

***** 

Illicit  drug  use  has  increased  sharply  in  the 
jrast  20  years,  according  to  two  studies  from  the 
government. 

'I'he  pro])ortion  of  people  who  have  used  mari- 
juana has  increased  from  four  percent  to  68  per- 
cent. Harder  drugs  — cocaine,  heroin,  halluci- 
nogens, or  inhalants  — have  been  tried  by  33  per- 
cent of  18-  to  25-year-olds. 


The  studies  show  that  between  1972  and  1979 
experience  with  marijuana  and  cocaine  has  dou- 
bled among  young  teenagers  and  among  those 
over  25  years  of  age.  Between  ages  18  and  25, 
cocaine  use  has  tripled  and  marijuana  use  has 
increased  from  48  percent  to  68  percent. 

The  illicit  use  of  stimulants,  sedatives  and 
tranquilizers  reported  by  12-  to  17-year-olds  and 
those  over  age  25  has  remained  relatively  constant 
over  the  last  decade.  However,  these  drugs 
showed  large  increases  by  18-  to  25-year-olds  until 
1977.  Experience  with  heroin  has  been  constant 
during  the  1970’s  with  about  three  precent  or  less, 
reporting  they  have  tried  it. 

* * * dfc  * 


keeping  up 


NUCLEAR  MEDICINE  SYMPOSIUM 
ON  GASTROENTEROLOGY 

Presented  by  W.  Turner  Harris,  M.I).,  and  Jerry 
L.  Prather,  M.D.,  December  6,  1980,  S:?0  a.m.  to 
4:00  p.m.,  Education  Building,  Room  E155,  St. 
Vincent  Infirmary.  Six  hours  Category  I credit. 
Registration  fee:  $25,  inchides  continental  break- 
fast and  lunch. 


J Category  1 

Continuing  Medicai  Education 
Programs  Avaiiable  in 
Arkansas 

ETHICAL  BASIS  FOR  MEDICAL  DECISIONS 

Presented  by  Fred  O.  Henker,  M.D.,  December 
6,  1980,  8:10  a.m.  to  5:00  p.m.,  UAMSC  Educa- 
tion II  Building,  Room  0141.  Seven  hours  Cate- 
gory I credit.  Registration  fee:  $15. 


RECURRING  EDUCATION  PROGRAMS 

I'nlcss  otlierwise  iiulicatcd,  prograni.s  are  for  one  to  tivo  hours  Category  I tredit. 
FAYETTEVILLE  — AHEC  - N W 

Medical  Teaching  Conjerence,  each  Saturday,  7:30  a.m.,  Washington  Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  liccenilier  4th  and  January  15th,  1:00  p.m.,  Conference  Room. 

Pathology  Conference,  December  9th  and  January  15th,  1:30  p.m..  Conference  Room. 

Mortality  Conference,  Decemiter  11th  and  January  8th,  3:00  p.m..  Conference  Room. 

FORT  SMITH  — AHEC 

Tumor  Conference,  every  1 iiesday,  12:00  noon.  Fourth  Floor  Conference  Room,  Sparks  Regional  Medical  Center. 
JONESBORO  — ST.  BERNARD’S  REGIONAL  MEDICAL  CENTER 

Interesting  Cases,  second  and  fourtli  I iiesday,  12:00  noon.  Dietary  Conference  Room.  Sponsored  by  .\HEC-NE. 

Tumor  Conference,  tliird  Tuesdav,  12:00  noon.  Dietary  Conference  Room.  Sponsored  by  .\HEC-NE. 

Medical  Lecture  Series,  each  Friday  except  third  Friday,  11:50  a.m.,  Dietary  Conference  Room.  Sponsored  l)y  .\F1EC-NE. 
Chest  Conference,  third  Friday,  11:50  a.m.,  Dietary  Conference  Room.  Sponsored  by  .VFIEC-NE. 

As  organizations  accredited  for  continuing  medical  education  bv  the  Liaison  Commitice  on  Continuing  Medical  Education,  the  organizaUont 
named  certify  that  these  continuing  ninlical  ediuatioii  acioities  meet  the  criteria  lor  the  credit  liours  specilied  in  Category  I ol  the  I hysician  s 
Recognition  Award  of  the  American  Medical  Association. 
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LITTLE  HOCK  — ILM'TLST  MEDK  AL  ( ENTEH 

Pulmonary  Care  Conference,  c;uh  Tuesday,  12:00  noon  lo  1:00  p.iii.,  Dining  Ronni  #1. 

Central  Arkansas  Primaiy  Care  Conference,  second  Tuesday,  7:00  p.m.  lo  9:00  [).in.,  Anditorinm.  d wo  lionrs  Categoiy  1 
credit. 

Cardiopulmonary  Resuscitation  Course,  second  Wednesday,  6:00  p.tn.  lo  niidinglit,  Unman  Resource  Development 
■Area.  Six  lionrs  Category  I credit. 

Emergency  Medicine  Conference,  December  10,  January  7,  21.  12:30  p.m.  to  1:30  p.m.,  Conference  Room  :ffl. 
Morbidity  and  Mortality  Confere7ice,  first  Thursday,  8:00  a.m.  to  9:fXt  a.m..  Conference  Room  ^1.  NOTE:  Jannaiy 
1st  conference  cancelled. 

Surgery  Conference,  December  11,  18,  and  January  8,  15,  22,  29,  8:00  a.m.  to  9:00  a.m..  Conference  Room. 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:00  p.m..  Room  E155,  Education  Wing. 
Pediatric  Conference,  first  and  third  Monday,  12:30  p.m.  to  1:30  p.m.,  Rextm  E159,  F.dncation  dVing. 

Interhospital  Urology  Grand  Rounds,  first  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  E159.  Education  Wing. 

Peripheral  I’ascular  Disease  Conference,  third  Tuesday,  6:00  p.m.  to  7:00  p.m..  Room  E159,  Education  Wing. 
Neuropathology  Conference,  third  Tuesday,  5:00  p.m.  to  6:00  p.m..  Room  S1169,  Laboratory. 

Pulmonary  Conference,  first  and  third  Thursday,  12:00  noon  to  1:00  p.m.,  Rcrom  EI59,  Education  dVing. 

Cardiology  Conference,  second  and  fourth  I’hursday,  12:00  noon  to  1:00  p.m.,  Room  E159,  Education  ^Ving. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Neuroradiology  Conference,  each  Wednesday.  4:00  p.m.  to  5:00  p.m..  Department  of  Radiology  Conference  Room. 
Radiology  Continuing  Education  Eecture  Series,  two  \Vedncsdays  each  month,  6:00  p.m.  to  7:30  p.m..  Department  of 
Radiology  C.onference  Room. 

Categorical  Course  in  Radiology,  each  weekday  except  'WTdne.sday.  1:15  p.m.  to  5:00  p.m.;  Wednesday,  5:00  p.m.  to  5:45 
p.m..  Department  of  Radiology. 

Internal  Medicine  Grand  Rounds,  each  Thursday,  8:00  a.m.  to  9:00  a.m.,  E'ducation  1 .Auditorium. 

PINE  BLUFF  — AHEC-SW 

Obstetrics  and  Gynecology  Conference,  second  Monday,  12:30  p.m.,  Classroom  15,  Jefferson  Hospital. 

Eamily  Practice  Conference,  first,  third,  and  fourth  Mo:iday,  12:30  jr.m..  Classroom  15,  Jefferson  Hospital. 

Psychiahy  Conference,  each  'Luesday,  12:30  p.m.,  .A-V  Classroom,  Melville  Library,  .AHEC-l’ine  Bluff  Biulding. 
Southeast  Arkansas  Medical  Lecture  Series,  fourth  Wednesday,  6:30  p.m.  to  9:00  p.m.,  dinner  meeting  at  local  restaurant. 
Surgical  - Medical  Subspecialty  Conference,  first  Wedne.sday  of  alternate  months,  12:30  p.m..  Classroom  15,  Jefferson 
Hospital. 

Surgery  Conference,  first  Wednesday  of  alternate  months,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Internal  Medicine  Co7iference,  second  and  fourth  AVednesday,  12:30  p.m.,  Classroom  15,  Jefferson  Hosi)ital. 

Pediatric  Conference,  third  Wednesday,  12:30  p.m..  Classroom  B,  Jeffersoir  Hospital. 

Radiology  Conference,  second  Thursday,  12:30  p.m..  Classroom  15,  Jefferson  Hospital. 

Chest  Conference,  each  Friday,  12:30  p.m..  Classroom  15,  Jefferson  Hos|iital. 


THINGS 


TO 

COME 


December  4-6,  1980 

“The  Athlete:  Risks  of  Injury  and  Sudden 
Death,  Preventive  and  I’heraj^eutic  Considera- 
tions.” Sjjonsored  by  the  American  Heart  As- 
sociation Council  on  Clinical  Cardiology.  Grand 
Hyatt  Hotel,  New  York  City.  For  further  infor- 


mation, contact  Neal  Moore,  Pitblic  Relations 
Director,  American  Heart  Association  — Arkansas 
Affiliate,  Post  Office  Pox  1(110,  Little  Rock  72203; 
jihone  (501)  375-9148. 

February  12-14,  1981 

Sixth  International  [oint  Conference  on  Stroke 
and  Cerebral  Circulation,  American  Heart  As- 
sociation. Century  Pla/a  Hotel,  Los  .Angeles,  Cali- 
fornia. F'or  further  information,  contact  Neal 
Moore,  Public  Relations  Director,  American 
Heart  Association  — Arkansas  .-Affiliate,  Post 
Office  Box  1610,  Little  Rock  72203;  jjhone  (501) 
37.5-9148. 
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RECEPTION  FOR  PHYSICIANS 

Doctors  John  and  Myra  Gillean,  new  physicians 
in  .\slulown.  were  honoreil  with  a reception  given 
l)y  coinninnity  citizens. 

KIWANIS  SPEAKER 

Dr.  Jerry  Uiggerstaft  oi  Osceola  recently  spoke 
to  local  Kiwanis  Clnlr  on  steps  to  be  taken  in 
case  ol  accidental  poisoning. 

FORREST  CITY  PHYSICIAN 

Dr.  J'hoinas  [.  Reasley,  an  ophthalmologist, 
has  opened  an  oltice  in  Forrest  Git\. 

PHYSICIAN  SPEAKS 

Di.  Jabe/  Jackson,  Jr.,  ol  Newport,  recently 
addressed  the  Breast  Feeding  Stippoi  t CFi  onp.  Dr. 
Jackson’s  presentation  included  the  ellects  of 
smoking,  alcohol  and  drugs  dm  ing  pregnancy  and 
lactation. 

HEALTH  PROGRAM 

Dr.  John  Hill,  a pathologist,  spoke  to  the  Bates- 
ville  Kiwanis  Clida  about  immunization  lor  con- 
trol of  comnnmicable  diseases. 

NATION-WIDE  FINALIST 

Dr.  v\mail  Chudy  of  North  Little  Rock,  has 
been  named  one  of  the  nine  linalists  for  the  Good 
Housekeeping  Doctor  of  the  Year  Award.  I'he 
competition  is  s|tonsorcd  by  the  American  .\cad- 
emy  of  Family  Physicians  and  the  Cfood  Hotise- 
keeping  magazine. 

PHYSICIANS  HONORED 

The  Independence  County  Medical  Society 
honored  three  of  its  physicians  at  the  Annual 
Doctors’  Day  banejnet  at  the  Batesville  Country 
Club.  Dr.  Finis  Q.  Wyatt  was  named  “Doctor 
of  the  Year’’  because  of  his  long  service  in  care 
of  patients,  his  involvement  with  the  community, 
and  his  assistance  to  medical  students  at  the  Uni- 
versity of  Arkansas.  Dr.  Paul  Ciay  was  honored 
for  representing  the  second  councilor  district  on 
the  Medical  Society’s  Council  sitice  1960.  Dr.  Jim 
Lytle  was  recognized  for  serving  the  County  .Med- 


AND NEWS  ITEMS 


ical  Society  as  a longtime  delegate  at  State  Medical 
Society  meetings. 

DR.  GILLER  SPEAKS 

Dr.  John  Ciller,  Jr.,  of  El  Dorado  discussed 
some  of  the  major  changes  in  the  proposed  State 
Cotistitution  at  a meeting  spotisored  Iry  the  For- 
dyce  Bitsiness  and  Professional  ^VY)men■s  Club. 
Dr.  Ciller  ser\’ed  as  chairman  of  the  Committee 
oti  the  f inance  and  Taxation  Article  of  the  Con- 
stitutional Convention. 

MERITORIOUS  AWARD 

Fhe  .\rkansas  Psychiatric  Society  presented  its 
.Meritorious  Award  to  Dr.  William  “Bill’’  C. 
Reese,  a Little  Rock  jthysician,  for  his  service, 
achievement  and  contributions  in  the  field  of 
medicine,  psychiatry  and  mental  health. 

CABOT  PHYSICIAN  WINS  HORSE  SHOW 

Dr.  Jerry  Chapman’s  horse,  Smokey,  won  the 
slow  gaited  pleasure  tlivision  for  racking  horses 
at  the  .\rkansas  State  Chamjjionship  Horse  Show 
at  Pine  Bluff. 

FORT  SMITH  PEDIATRICIAN 

Dr.  Lotiay  Nassri  has  joined  Holt-Krock  Clinic 
for  the  jtractice  of  General  Pediatrics  and  Pedi- 
atric Pulmonology. 

AUXILIARY  SPEAKER 

Mountain  Home  pediatrician  Helga  Chock 
recently  spoke  to  the  Baxter  Cfeneral  Hospital 
.Auxiliary. 

AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY 

During  the  recent  annttal  meeting  of  the  Ameri- 
can .Academy  of  Otolaryngology,  a course  on 
“Outpatient  Surgery  in  Otolaryngology"  was  pre- 
sentetl  by  Doctors  James  J.  Pappas  and  Ellery  C. 
Cay,  Jr.,  of  Little  Rock.  Another  course,  “Within- 
Clinic  Hearing  .Aid  Dispensing:  Office  Require- 
ments, Organization  and  Proceiltires”  was  pre- 
sented by  Doctors  James  J.  Papjras  and  H.  .A.  Ted 
Bailey,  Jr.,  also  of  Little  Rock. 
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I he  Cli ai^lieacl-Poin.seil  County  Meilical  So- 
ciety has  tliree  new  menihers: 


DR.  JOHN  E.  LeJEUNE 

Dr.  [ohn  Le|etine  was  Itorn  in  Netv  Orleans. 

In  1973,  he  received  a IhS.  Iroin  Baylor  Uni- 
versity and  in  1977  was  granted  his  medical  de- 
gree l)y  tlie  University  of  I’exas,  Southwestern 
Medical  School  at  Dallas.  Dr.  Lejenne  seiwed  his 
internship  and  residency  at  John  Peter  Smith 
Hospital  in  l-'ort  Worth. 

Dr.  Le[enne  is  a clinical  prolessor  of  Family 
Practice  at  the  Lhiiversity  of  .Arkansas  College  of 
Medicine. 

Family  Practice  specialist,  Dr.  Le[enne  has 
an  office  located  at  92-1  South  Main  in  joneshoro. 


DR.  LARRY  C.  SEARS 

native  of  Carlsbad,  New  Mexico,  Dr.  Larry 
Sears’  pre-med  education  was  at  McMnrrey  Col- 
lege in  .Abilene,  Texas.  In  1977,  he  was  graduated 
by  the  Llniversity  of  Texas,  Southwestern  Medical 
School,  Dallas. 

Dr.  .Sears  served  his  internship  and  residency  at 
John  Peter  Smith  Hospital  in  Fort  ’Wortli. 

His  office  is  at  924  .South  .Main,  Jonesitoro.  Fie 
is  a Family  Practitioner. 


DR.  WILLIAM  C.  YOUNG,  JR. 

Dr.  Whlliam  C.  A’onng,  born  in  Flelena,  is  a 
graduate  of  the  Fhiiversity  of  4’ennessee  at  Knox- 
ville. In  197.3,  he  was  gradtiated  by  the  University 
of  .Arkansas  College  of  Medicine.  His  internshi]j 
and  Otolaryngology  residency  were  served  at  the 
University  of  .Arkansas  Medical  Center. 

Dr.  Young,  an  Otolaryngologist,  has  opened  his 
office  at  808  Sotith  Church  in  [onesboro. 

* # # 

DR.  GUY  J.  L'HEUREUX 

Dr.  Gny  L’Hetirenx  has  joined  the  Crittenden 
County  Medical  .Society.  He  was  born  in  Granby, 
Ouebec,  Canada. 

.After  attending  the  Seminary  of  Nicolet  and 


X’ictoriaville  College,  Di.  L'Henreux  was  grad- 
uated irom  the  Laval  Uui\ersity  Faculty  ol  Medi- 
cine, (Juebec,  in  I9()().  He  ser\ed  Ins  inteinship 
at  L'l  Intel  — Dieu  ol  Ouebec.  From  190,3  ter  1971, 
Dr.  L'Hetireux  served  residencies  at  La\al  Uni- 
versity and  L' Hotel  Dieu  of  Ouebec. 

From  1971  to  1980,  Dr.  L'Heureux  practiced 
medicine  in  X'ic  toria\  ille,  Ouebec,  and  with  tlie 
L'Hotel  — Dieu  of  .Xrthabaska. 

Dr.  L'Heureux,  an  Orthopaedic  Surgeon,  has 
his  ollice  at  228  d'yler,  Suite  108,  in  XVest 
.Memphis. 

* * # 

Fhe  Franklin  County  Medical  Society  has  two 
new  membeis  on  its  roll: 

DR.  ROBERT  G.  JEFFERS 

Dr.  Koltert  Jeffers  was  born  in  Clarksville.  In 
1970,  he  received  a B.S.  in  Biology  from  .Arkan- 
sas lech  Lhnversity.  Tulane  I’niversity  School 
of  Medicine  in  New  Orleans  granted  him  his 
medical  degree  in  1974.  While  in  New  Orleans, 
Dr.  Jeflers  sened  a rotating  internship  at  Charity 
1 1 os  pi  tab 

From  1973  to  1978,  Dr.  Jeffers  ser\  ed  a Pediati  ic 
Residency  at  William  Beaumont  .Army  Medical 
Center.  XVdiile  with  the  Ibiited  States  .Army,  he 
served  as  a Pediatrician  on  the  staff  of  the  Fifth 
Cieneral  Hospital  in  XVest  Germany. 

Dr.  Jeffers  practices  pediatrics  at  317  XVest 
(iommercial  in  O/ark. 

DR.  THOMAS  C.  JEFFERSON 

.A  native  of  Manhattan,  Kansas,  Dr.  Thomas 
Jelferson  earned  his  B.S.  in  Chennstiy  at  the  Fbii- 
versity  of  .Arkansas.  In  1974,  he  was  graduated 
by  the  University  ol  .Vrkansas  College  ol  .Medicine. 

Dr.  Jefferson  served  a Pediatric  internship  and 
residency  at  Whlliam  Beatimont  .Army  Medical 
Center.  He  served  as  a staff  physician  with  the 
97th  General  Hospital  in  I'rankftnt,  'West  Ger- 
many, from  1977  to  Jidy  1980. 

Dr.  Jefferson,  a Pediatrician,  has  his  olfice  at 
317  West  Commercial  in  O/ark. 

# * # 

The  Jeflerson  County  Medical  Society  has 
added  three  to  its  membership  roll: 

DR.  CLINTON  J.  FULLER,  III 

Dr.  Clinton  Fuller,  a native  of  Nashville,  .\r- 
kansas,  attended  the  Fbiiversity  of  .Arkansas  at 
Fayetteville. 

In  1976,  Dr.  F'uller  was  graduated  by  the  Fhii- 
versity of  .Arkansas  College  of  Medicine.  He 
served  a flexible  internship  at  the  Ihiiversity  Hos- 
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])iial.  His  radiology  residency  was  at  the  same 
instinuion  from  1977  to  1980. 

Dr.  Fuller  is  certified  by  the  American  Board 
of  Radiology.  His  office  is  at  40th  and  Hickory 
in  Pine  Bluff. 

DR.  THOMAS  E.  INGRAM 

Dr.  Thomas  Ingram  was  born  in  Cleveland, 
Mississippi.  He  is  a 1972  graduate  of  the  Delta 
■State  College  in  Cleveland. 

In  1975,  Dr.  Ingram  was  aw'arded  his  medical 
degree  by  the  University  of  Mississippi  School  of 
Medicine  in  Jackson.  His  internship  and  resi- 
dency were  served  at  the  University  of  Mississippi 
.Medical  Center.  Dr.  Ingram’s  specialty  is 
Neurology. 

Dr.  Ingram  moved  to  Pine  Bluff  in  October  of 
197!).  His  office  is  located  at  1726  Doctors  Drive 
in  Pine  Bluff. 

DR.  FERDINAND  K.  SAMUEL 

A native  of  Nazvid,  India,  Dr.  Ferdinand 
Samuel  is  a graduate  of  Mar-Ivanios  College,  Tri- 
vandrum, India.  His  medical  degree  was  granted 
by  the  Christian  Medical  College,  Vellore,  Ma- 
dras, India,  in  1972. 

Dr.  Samuel  served  a Surgery  internshijj  at 
Franklin  Stjuare  Hospital  in  Baltimore.  His 
Anesthesiology  residency  was  at  the  University  of 
Maryland  Hospital  in  Baltimore. 

Dr.  Samuel’s  specialty  is  Anesthesiology:  his 
office  is  located  at  1801  West  10th  Street,  Suite 
2B,  in  Pine  Bluff. 

* * # 

4'wf)  new  members  have  joined  the  White 
County  .Medical  .Society: 

DR.  GLEN  T.  BLUE 

Dr.  Cjlen  Blue,  a graduate  of  Harding  College 
in  Searcy,  was  born  in  Jonesboro. 

Di  . Blue  was  graduated  from  the  University  of 
.Arkansas  College  of  Medicine  in  1975.  His  in- 
ternship w'as  at  Methodist  Hospital  in  Memphis. 
From  1976  to  1980,  Dr.  Blue  served  a residency 


with  the  University  of  Oklahoma  Tulsa  Medical 
College.  His  specialty  is  General  Surgery. 

Dr.  Blue’s  office  is  located  at  1300  South  Main 
Street  in  .Searcy. 

DR.  LARRY  W.  WEATHERS 

Dr.  Lany  Weathers  was  born  in  Batesville. 

He  is  a 1970  graduate  of  the  FJniversity  of  Ar- 
kansas. Dr.  Weathers  received  his  medical  degree 
from  the  Faculty  of  Medicine  of  the  FJniversity 
.Autonoma  of  Guadalajara,  Guadalajara,  Jalisco, 
Mexico,  in  1974.  He  is  certified  under  the  Fifth 
Pathway  program  of  Rutgers  University  at  the 
United  Hospitals  of  Newark,  New  Jersey. 

His  internship  and  Internal  Medicine  residency 
were  at  New  Jersey  Medical  College  — Hacken- 
sack Hospital  with  one  year  rotated  in  Newark 
through  Maitland  Hospital,  East  Orange  Vet- 
erans’ .Administration  Medical  Center  and  New- 
ark Beth  I.srael  Hospital.  Dr.  Weathers  was  the 
chief  medical  resident  and  a cardiology  fellow  at 
New  Jersey  Medical  College  — Hackensack  Hos- 
pital. He  also  served  a fellowship  in  Cardiology 
at  Washington  FJniversity  — .St.  Luke  Hospitals  in 
St.  Louis,  Missouri. 

Dr.  Weathers’  office  for  the  practice  of  Internal 
Medicine  and  Cardiology  is  at  1300  .South  Main 
in  Searcy. 

# * # 

COURTESY  MEMBERS 

The  Pulaski  County  Medical  .Society  has  added 
two  new  courtesy  members  to  its  roll: 

DR.  DAVID  N.  COLLINS 

Dr.  David  Collins  is  an  Orthopaedic  Surgery 
resident  at  the  FJniversity  of  Arkansas  College  of 
Medicine.  His  medical  degree  was  granted  by  the 
Flniversity  of  Iowa  College  of  Medicine. 

DR.  DAVID  V.  POER 

Dr.  David  Poer  is  an  Ophthahnological  Fellow. 
He  is  associated  with  Doctors’  Hosjjital,  the  Vet- 
erans’ Administration  Hospital  and  the  FJniver- 
sity of  Arkansas  College  of  Medicine.  Dr.  Poer 
received  his  degree  from  the  FJniversity  of  Mich- 
igan Medical  .School. 
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B I T U A R Y 

DR.  BILL  DAVE  STEWART 

Dr.  Bill  D.  Stewart  ol  Little  Rock  died  Septem- 
ber 22,  11)80.  He  was  bom  December  17,  1921,  in 
Cioiiway. 

.\fter  attending  Henderson  State  I'eachers  Col- 
lege, Dr.  Stewart  was  graduated  by  the  University 
of  .Arkansas  College  of  Medicine  in  19L'3.  His  in- 
ternship and  surgical  residency  were  served  at  St. 
Vincent  Infirmary.  He  served  wdth  the  United 
States  Army  Metlical  Corps  from  1946  to  1948. 
Dr.  Stewart  ser\ed  as  chief  resident  of  surgery 
service  at  Colorado  General  Hospital  in  Denver 
and  as  an  instructor  of  surgery  at  the  University 
of  Colorado  Medical  School.  Dr.  Stewart  began 
practice  in  Little  Rock  in  1953.  He  seiwed  as 
chief  of  staff  at  St.  Vincent  for  the  year  1974-1975. 
Dr.  Stewart  was  certified  by  the  .American  Board 
of  Surgery.  He  was  a Thoracic  Surgeon. 

Dr.  Stew'art  is  survived  by  his  wife,  Mrs.  Jo.Ann 
Young  Stewart,  a son  and  a daughter. 


DR.  DAVIS  GOLDSTEIN 

WHEREAS,  God  in  His  infinite  mercy  has  seen 
fit  to  call  from  our  midst  Dr.  Davis  Goldstein, 
and 

WHEREAS,  Dr.  Goldstein  has  faithfully  served 


his  patienls  in  tlic  community  at  large  throughout 
his  entire  metlical  career,  and 

WHEREAS, Dr.  Goldstein,  during  his  years  of 
practice,  has  rellccted  the  highest  ideals  ol  his 
]Mofession,  and 

WHERF..AS,  the  Sebastian  County  Medical 
Society  mourns  his  loss, 

rilEREFORE,  BE  LI  RESOLVED,  by  the 
Sebastian  County  Medical  Society,  in  its  regular 
meeting  on  September  9,  1980,  hereby  adopts 
these  Resolutions  and  directs  that  a copy  be  fur- 
nished the  family  and  that  a copy  be  published 
ill  the  Jom  nal  ol  the  .Arkansas  Medical  Society. 

Charles  Bailey,  .M.D. 

President 

Sebastian  County  Medical  Society 
# # # # 

DR.  WILLIAM  B.  HODGES 

WHEREAS,  the  recent  death  of  our  colleague, 
4Villiam  B.  Hodges,  .M.D.,  has  caused  us  deejiest 
sonow,  and 

WHERE.AS,  since  becoming  a member  of  the 
Society  ten  years  ago,  he  has  enjoyed  a reputation 
ol  outstanding  accomplishment  in  service  to  the 
community  and  to  the  prolession,  and 

WHERE.AS,  Dr.  Hodges  upheld  the  highest 
standards  of  the  practice  ol  medicine  and  was 
noted  for  his  deep  concern  tor  the  welfare  of  his 
patients, 

BE  IT  THEREFORE  RESOLVED,  1 HAT, 
this  resolution  be  adopted  as  a token  of  our  ap- 
preciation of  Dr.  Hodges'  life,  and 

TH.AT,  a copy  of  this  resolution  be  forwarded 
to  Dr.  Hodges’  family  as  an  expression  of  our 
deepest  sympathy,  aiul 

I'H.AT,  a copy  be  forwarded  to  the  journal  of 
the  .Arkansas  Medical  Society  for  publication. 

By  the  Direction  of  the  Memorials  Committee 
L.  Duel  Brown,  M.D.,  Chairman 
Henry  Hollenberg,  M.D. 

Robert  Watson,  M.D. 

Pulaski  County  .Medical  Society 
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► ^ DOCTOR 
THIS  SPACE  AVAILABLE 
Write  for  Rates 
ARKANSAS  MEDICAL  SOCIETY 

P.  O.  Box  1208 

FORT  SMITH.  ARKANSAS 


EVERETT  C.  MOULTON.  JR..  M.D.*  KENNETH  K.  WALLACE.  M.D.* 

STANLEY  R.  McEWEN.  M.D.*  GARY  V.  FELKER.  M.D.* 

ROBERT  P.  HUGHES.  JR..  M.D.*  EVERETT  C.  MOULTON.  III.  M.D. 

OPHTHALMOLOGY  CLINIC 

*Diplomates,  3000  Rogers  Avenue 

American  Board  of  Ophthalmology  Fort  Smith,  Arkansas  72901 


WESTERN  ARKANSAS  EAR,  NOSE  & THROAT  CLINIC.  P.A. 

*Diploma+es,  American  Board  of  Otolaryngology 

CHARLES  S.  LANE,  JR..  M.D.,  F.A.C.S.*  Audiologist, 

THOMAS  H.  RAYMOND,  M.D.,  F.A.C.S.*  DEBORAH  J.  SHROYER,  M.A..  C.C.C. 

EDGAR  A.  GEDOSH,  M.D.*  600  South  Sixteenth 

PAUL  I.  WILLS,  M.D.,  F.A.C.S.*  Fort  Smith,  Arkansas  72901 


A.  C.  BRADFORD,  M.D.  R.  E.  VANDERPOOL.  M.D. 

D.  W.  GOLDSTEIN.  M.D.  (Emeritus)  J.  L.  MAGNESS.  JR..  M.D. 

DERMATOLOGY 

COOPER  CLINIC  BUILDING  FORT  SMITH,  ARKANSAS 

WALDRON  ROAD  at  ELLSWORTH  Telephone  452-2077 


Frederick  P.  Feder,  M.D.,  F.A.C.S.  Darryl  R.  Francis,  II,  M.D. 

UROLOGY  ASSOCIATES  OF  FORT  SMITH,  P.A. 

Practice  Limited  to  Urology 

520  Lexington  Avenue 

Fort  Smith,  Arkansas  72901  Phone:  AC  501  782-7261 


W.  R.  Brooksher,  M.D.  ( 1894-1971  )*  Thomas  G.  Parker,  M.D.* 

Paul  L.  Rogers,  M.D.,  F.A.C.R.*  Wm.  T.  Huskison,  M.D..  A.B.N.M.* 

RADIOLOGISTS.  P.A. 

RADIOLOGY  — COBALT  THERAPY  — NUCLEAR  MEDICINE 
*Diplomates,  American  Board 


William  C.  Culp,  M.D.* 
John  A.  Worrell,  M.D.* 
Richard  N.  Brown,  M.D.* 


318  North  Greenwood 
Fort  Smith,  Arkansas 


GYNECOLOGY 


OBSTETRICS  AND 
GYNECOLOGY 


J.  F.  Kelsey,  M.D.* 

R.  L.  Sherman,  M.D.* 
W.  P.  Phillips,  M.D.* 


H.  G.  Ellis,  M.D.* 
M.  L.  Hyde,  M.D.* 
Bruce  Glover,  M.D. 


OBSTETRICAL  & GYNECOLOGICAL  ASSOCIATES.  P.A. 


*Diplomates,  American  Board  of  Obstetrics  & Gynecology 


408  South  1 6th  Street 


Telephone785-24l  I 


Fort  Smith,  Arkansas 
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Nowt  Iwo  dosa9e  forms 

Ndlfon* 

fenoprofen  calcium 

300-mg.  Pulvules^ond  600-mg.  loblels 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 


‘Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 


half-litB 

Justons  built-in  advantagE 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium”  (diazepam  Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  IS  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  Pe  associated  with  withdrawal 
symptoms  If  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

■^Sellers  EM:  Drug  Metab  Rev  (S(1):5-11, 1978 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adjunctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

the  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  in 
patients  severely  depressed  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria  jaundice,  skin  rash, 
ataxia,  constipation,  headache  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discohtinue  drug  Isolated  reports  of  neu- 
fropenia,  jaundice,  periodic  blood  counts  and 
Iwer  function  tests  advisable  during  long-term 
therapy 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Doctor  .... 
Shouldn’t  You 
Contribute  To 
M.  E.  F.  F.  A.? 

• Your  Contribution  Is  Tax  Deductible 

• You  May  Earmark  Funds 

• You  May  Contribute  Cash,  Books,  Life  Insur- 
ance, Land  Instruments,  Stamp  and  Coin  Col- 
lections, Works  of  Art,  Securities,  etc. 

When  You  Contribute  You  Help  Achieve  the  Ob- 
jectives of  the  Foundation  Which  Are  Set  Forth 
in  The  Charter  Under  the  Purposes: 

1.  To  engage  in  and  carry  out  scientific  re- 
search, charitable,  educational  and  scien- 
tific activities  and  projects. 

2.  Assist  medical  students  in  the  pursuit  of 
their  education. 

3.  To  administer  governmental  programs 
and  grants. 

4.  To  accept  and  hold  as  assets  of  the  cor- 
poration in  trust  or  otherwise  consistent 
with  its  other  charitable  purposes. 

One  Way  You  Can  Support  Your  Foundation  Is 
by  Completing  the  Bequest  Form  Below  and 
Mailing  to: 

ARKANSAS  MEDICAL  SOCIETY 

P.  O.  Box  1208 
Fort  Smith,  Arkansas  72901 


M.  E.  F.  F.  A. 

Form  of  Bequest 

I give  and  bequeath  to  the  Medical  Education 
Foundation  for  Arkansas,  the  sum  of  . 

dollars  ($  ) 

to  be  used  by  the  Board  of  Trustees  of  the  Foun- 
dation for  

(state  purpose  of  gift  if  restricted) 

Signed  


THE 

JOURNAL  OF  THE 


MEDICAL  SOCIETY 

Owned  by 

THE  ARKANSAS  MEDICAL  SOCIETY 
And  Published  Under  Direction  of  the  Council 


ALFRED  KAHN,  JR.,  M.D.,  Editor 
1300  West  Sixth  St.  Little  Rock,  Ark.  72201 


BUSINESS  OFFICE 

Post  Office  Box  1 208  Fort  Smith,  Ark.  72902 
C.  C.  LONG,  M.D.,  Business  Manager 


OFFICERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY 

KEMAL  KUTAIT,  President Fort  Smith 

PURCELL  SMITFI,  JR.,  President-elect  — Little  Rock 

RICHARD  O.  MARTIN,  First  Vice  President Paragould 

FRANK  E.  MORGAN,  Second  Vice  President  North  Little  Rock 

HAROLD  D.  PURDY,  Third  Vice  President Little  Rock 

ELVIN  SHUFFIELD,  Secretary Little  Rock 

KENNETH  R.  DUZAN,  Treasurer El  Dorado 

AMAIL  CHUDY,  Speaker, 

House  of  Delegates  North  Little  Rock 

W.  P.  PHILLIPS,  Vice  Speaker, 

House  of  Delegates Fort  Smith 

ALFRED  KAHN,  JR.,  Editor Little  Rock 

JOE  VERSER,  Delegate  to  AMA Harrisburg 

T.  E.  TOWNSEND,  Delegate  to  AMA Pine  Bluff 

A.  E.  ANDREWS,  Alternate  Delegate  to  AMA Texarkana 

RICHARD  PEAR.SON,  Alternate  Delegate  to  AMA Rogers 

C.  C.  LONG,  Executive  Vice  President, 

P.  O.  Box  1208 Fort  Smith 


COUNCILORS 


First  District 

•MERRILL  J.  OSBORNE 

ASA  A.  GROW 

Blytheville 

Second  District 

•PAIII.  GRAY 

TOHN  F..  RF.I.l. 

Third  District 

•L.  J.  P.  BELL- 

JOHN  HFSTIR 

Fourth  District 

•RAYMOND  IRWIN 

JOHN  P.  BURGE  

Fifth  District 

•GEORGE  WARREN 

CAL  R.  SANDERS  . . 

Sixth  District 

•C.  LYNN  HARRIS... 

DONALD  L.  DUNCAN.. 

Seventh  District 

•ROBERT  F.  McGRARY 

R.  JERRY  MANN 

Eighth  District 

•W.  RAY  JOUETT .... 

WILLIAM  N.  JONES 

Ninth  District 

•MORRI.SS  M.  HENRY 

RHYS  WILLIAMS 

Tenth  District 

•CHARLES  F.  WILKINS.  JR. 
KFN  LILLY 

Russellville 

•Senior  Councilor 

The  Advertising  policy  of  this  JOURNAL  is  governed  by  the 
PRINCIPLES  OF  ADVERTISING  of  the  State  Medical  Journal 
Advertising  Bureau,  Inc.,  by  the  Advertising  Committee  of  the 
Bureau  and  by  the  Council  of  the  Arkansas  Medical  Society. 

EXCLUSIVE  PUBLICATION— Articles  are  accepted  for  pub- 
lication on  the  condition  that  they  are  contributed  solely  to  this 
Journal. 

COPYRIGHT  1980  — By  the  Arkansas  Medical  Society. 

NEWS— Our  readers  are  requested  to  send  in  items  of  news, 
also  marked  copies  of  newspapers  containing  matter  of  interest 
to  the  membership. 


SCIENTIFIC  ARTICLES 

Toxic-Shock  Syndrome  _ 247 

Deaue  G.  Balduun,  M .D., Robert  L. 
Henry,  M.D.,  Frederick  R.  Levin, 
M.D.,  Thomas  E.  Panins,  M.D., 
and  Lloyd  R.  Warford,  M.D. 

Anatomy  in  Arkansas’  Medical 

College,  1879-1979  253 

Horace  N.  Marvin,  Ph.l). 


FEATURES 

EGG  of  the  Month 265 

John  TF.  Watson,  M.D. 

Public  Health  At  A Glance: 

“Soy  Formula  Induced 
Metabolic  Alkalosis’’  266 


Watson  C.  Arnold,  M.D., 
and  Sam  Shultz,  M.D. 

Editorial:  “Lawley,  James  and  Jones 


in  Circulating  Immune 

Complexes’’  268 

Alfred  Kahn,  Jr.,  M.D. 

From  Other  Years  269 

Medicine  in  the  News 270 

Keeping  LTp 274 

Personal  and  News  Items 275 

New  Members 276 

Things  to  Come 277 

Obituary 278 

Woman’s  Auxiliary  278 

Resolutions  ___  279 

Membership  Roster 281 


iiiiiiiiiiiiiiuiiiiiiiiiiiiiiiiiiiiiiiniiiiiiiiuiiiiiiiiiiinininniniiiiiiiiiiiiiniiiiiniiiuiiiiiiniiiiiiiiiiiiiniiiiMiMiininiiiiii  'iiiiiiiiiiiiiisiiiiitiiiiiiiiiiiiiiiititiiiiiiiiiiiiiiiiiiiiiiiiiiNiiiiniiniMiiiuiiiiiiiiiiiiiNiiiiiiMiiiiiiMiiiiiiiiiiiiiiiMiiMMiiiiMi 


Notice  on  Form  3S79  to  be  sent  to  Arkansas  Medical  Society,  P.  O.  Box  1208,  Fort  Smith,  Arkansas  72902. 
Published  monthly  under  direction  oi  the  Council,  Arkansas  Medical  Society,  Volume  77,  No.  7. 
Subscription  $2.00  a year.  Single  copies  SO  cents.  Second-class  postage  paid  at  Fort  Smith,  Arkansas, 
and  at  additional  mailing  offices. 


THE  JOURNAL  OF  THE 


tIGflHSftS  MEDICAL  SOCIETY 


PUBLISHED  MONTHLY  UNDER  DIRECTION  OF  COUNCIL 

VOLUME  77  • DECEMBER,  1980  • NUMBER  7 


Toxic-Shock  Syndrome 

Deane  G.  Baldwin,  M.D.,  Robert  L.  Henry,  M.D.,  Frederick  R.  Levin,  M.D., 
Thomas  E.  Paulus,  M.D.,  and  Lloyd  R.  Warford,  M.D.* 


Jn  1978  Todd,  et  al,i  described  the  Toxic- 
Shock  Syndrome  ( TSS)  and  presented  evitlence 
that  its  cause  may  be  an  exotoxin  from  a Staphy- 
lococcus aureus  related  to  phage  — group  1.  Re- 
cently the  ITnited  States  Center  for  Disease  Con- 
trol has  identified  55  cases  of  the  syndrome 
occuning  since  October,  1979.- 

TSS  may  begin  abruptly  with  fever,  vomiting 
and  diarrhea,  sore  throat,  headache,  abdominal 
pain  and  myalgia.  Hypotensive  shock  occurs 
within  hours  or  days  and  a diffuse  scarlatiniform 
rash  with  non-purulent  bulbar  conjunctivitis  can 
occur  at  any  time.  Subcutaneous  edema  of  the 
extremities  and  face  occurs  as  well  as  oligtiria. 
Disoriented  or  combative  behavior  is  jtresent  in 
many,  while  cardiac  dysfunction  and/or  the  adult 
respiratory  distress  syndrome  may  be  a finding. 
The  case  mortality  ratio  of  TSS  is  between  ten  (10) 
and  fifteen  (15)  percent,  but  this  figure  is  said 
to  lie  decreasing  as  knowledge  of  the  disease  is 
being  disseminated  to  the  medical  profession.^ 

This  report  includes  five  patients  with  clinical 
TSS  from  a private  pediatric  group  practice  in 
Central  Arkansas.  It  is  hoped  this  report  will 
offer  an  up-to-date  picture  of  the  syndrome  and 
suggest  how  successful  prevention  of  the  full- 
blown illness  might  be  accomplished.  Other  im- 
plications will  be  discussed. 

MATERIAL  AND  METHODS 

Four  female  patients  and  one  male  patient  were 
seen  between  March  6,  1977,  and  June  6,  1980,  by 
one  or  all  of  us.  The  first  two  patients  were  ad- 
mitted to  the  hospital  in  March  and  July  of  1977. 
Patient  three  was  admitted  to  the  hospital  in  De- 
cember of  1979,  and  patients  four  and  five  were 
admitted  in  March  and  May  of  1980. 

All  patients  were  from  middle  and  upper  in- 
come families  who  lived  in  Central  Arkansas  and 
were  admitted  to  one  of  two  private  hospitals  in 

•Little  Rock  Pediatric  Clinic,  500  South  University,  Little  Rock, 
Arkansas  72205. 


Little  Rock.  I’he  four  females  ranged  in  age  from 
11  to  18  years.  The  male  patient  was  nine  years 
old. 

Roth  admitting  hospitals  had  excellent  labora- 
tory and  intensive  care  facilities.  Bacterial  cul- 
tures were  done  at  the  admitting  hospital  while 
viral  cultures  were  sent  to  the  nearby  University 
of  Arkansas  for  Medical  .Sciences  Campus.  Viral 
serology  was  forwarded  to  the  Center  for  Disease 
Control  in  Atlanta,  Georgia,  and  occasionally  to 
the  Lbiiversity. 

All  cases  are  reported  with  respect  to  symptoms, 
hospital  course,  treatment  and  other  pertinent 
material.  Laboratory  data  will  be  summarized  in 
the  results. 

CASE  REPORTS 

Patient  1,  a nine-year-old  male,  became  ill  two 
days  prior  to  admission  with  symptoms  of  fever 
and  sore  throat.  He  was  given  penicillin  G in  the 
emergency  room  of  a local  hospital.  -Shortly  there- 
after he  developed  nausea  with  vomiting  and 
seemed  to  be  “strangely  incoherent’’  to  familial 
observers.  His  family  was  ill  with  influenza-like 
symptoms  and  it  was  presumed  he  had  the  same. 
Because  of  his  behavioral  symptoms  he  was  re- 
turned to  the  hospital  by  his  family  and  admitted. 
On  admission  his  pharynx  was  very  injected  and 
partially  covered  with  a thin  white  exudate.  After 
24  hours  of  intravenous  fluids  and  intravenous 
ampicillin  he  improved  although  he  complained 
of  a very  sore  throat.  Early  on  the  third  day  of 
his  illness  he  developed  severe  diarrhea,  became 
cyanotic  around  his  lips  and  nailbeds  and  his 
urine  output  decreased.  His  blood  pressure 
dropped  anil  he  was  considered  to  be  in  shock 
with  a pressure  of  40/20.  Dopamine  was  given 
along  with  increased  fluids  and  a rise  of  blood 
pressure  to  100  '70  was  accomplished  within  a few 
hours.  Intravenous  chloramphenicol  and  high 
doses  of  aciueous  penicillin  were  ordered.  He  was 
also  given  Decadron®  by  a neurologist  for  possible 
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CNS  edemn.  Later  in  the  day  he  developed  an 
ervtheniatons  rash  over  his  lower  extremities  anti 
tiiink,  B\  the  lifth  day  he  was  better  and  able  to 
maintain  his  blood  pressure  witliont  dopamine. 
1 le  progressively  improved  and  on  the  ninth  hos- 
])ital  ilay  was  discharged.  He  hatl  tlesqnamation 
of  his  extremities  a week  or  so  later.  Dtiring  this 
time  his  sibling  was  seen  with  fever  and  severe 
myalgia  of  the  lower  extremities.  He  recovered 
without  treatment. 

Patient  2 was  a 1 1-year-old  female  who  was  ad- 
mitted from  the  emergency  service  after  two  days 
of  fever  and  sore  throat.  While  in  the  emergency 
room  she  develojjctl  jnotractcd  vomiting  and  ap- 
peared to  have  constitutional  signs  and  symptoms 
that  warranted  hospital  admission.  Her  exami- 
nation revealed  a very  injected  pharynx  and 
severe  nausea.  Abdominal  tenderness  was  elicited 
on  palpation  but  neither  liver  or  spleen  was  felt 
and  no  localization  of  pain  was  noted.  The  pa- 
tient was  put  to  bed  and  given  intravenous  ilnids. 
Twelve  hours  later  intravenous  ampicillin  was 
begtm  after  blood  and  throat  cultures  had  been 
obtained.  During  the  .second  day  of  hospitaliza- 
tion the  patient  complained  of  abdominal  and 
chest  pain  and  at  some  time  during  that  day  de- 
veloped a scarlatiniform  rash  over  her  trunk  and 
lower  extremities.  There  was  marked  erythema 
of  the  vulva  and  a copious  brown  vaginal  dis- 
charge was  noted  as  well.  Tachypnea  was  also  a 
symptom.  A chest  x-ray  was  normal.  One  physi- 
cian termed  her  “toxic.”  Treatment  was  left  un- 
changed for  another  24  hours.  On  the  morning 
of  the  second  full  day  of  hospitalization  the  pa- 
tient was  comjjlaining  of  severe  precordial  pain, 
cyanosis  of  the  nailbeds  was  visible  and  tachypnea 
was  striking.  The  rash  had  become  more  intense 
and  was  now  generalized.  Her  labia  were  intensely 
red  and  exfoliating.  Her  jiulse  was  rapid  and 
weak.  A blood  pressure  was  recorded  at  60/30 
ami  she  was  thought  to  be  in  shock  from  an  in- 
fection tentatively  diagnosed  as  Rocky  Mountain 
Spotted  Fever.  A bolus  of  fluids  was  given  intra- 
venously and  as  soon  as  possible  dopamine  was 
initiated.  Chloramphenicol  and  large  doses  of 
acjueous  ])enicillin  were  administered.  Over  a 
24-hotir  period  the  patient's  blood  pressure  was 
stabilized  and  she  improved.  Urinary  output  had 
returned  to  normal.  Forty-eight  hours  later  she 
no  longer  recjuired  dopamine  to  maintain  a nor- 
mal blood  pressure.  For  the  first  time  she  was 
able  to  rest  and  was  no  longer  anxious.  On  the 


tenth  day  of  confinement  she  was  discharged. 
Follow-up  examination  one  week  later  was  nor- 
mal, however,  her  hands  and  feet  were  desqua- 
mating. Records  show  that  this  continued  for  two 
or  three  weeks. 

Patient  3 was  an  18-year-old  who  was  seen  three 
days  prior  to  admission  with  fever,  nausea  and 
vomiting.  .She  was  treated  with  anti-nausea  medi- 
cation and  antipyretics.  One  day  prior  to  admis- 
sion she  was  seen  with  the  same  symptoms  as 
well  as  a sore  throat  and  a “streptococcal  or  viral” 
rash.  She  was  given  penicillin  G.  and  also  anti- 
diarrheal  medication.  She  returned  one  day  later 
and  was  admitted  to  the  hospital  because  she  had 
become  confused  and  hallucinatory.  She  also  had 
<leveloped  a headache  and  nucal  rigidity  and  her 
rash  had  become  petechial  and  bullous  on  the 
lower  extremities.  Subcutaneous  edema  was 
noted  as  was  a gray,  thick  exudative  tonsillitis. 
A lumbar  [juncture  was  normal.  A chest  x-ray 
revealed  [possible  infiltrative  disease  in  both  lung 
bases  and  possibly  a right  pleural  effusion.  I’he 
heart  appeared  slightly  enlarged  but  an  echo- 
cardiogram was  normal.  A ( ojjious  brown  vaginal 
ilischarge  was  evident.  The  abdomen  was  tender 
but  uo  mass  or  organ  was  felt.  Blood,  stool, 
throat,  vaginal  and  urine  cultures  were  started 
and  500  mgm.  of  chloramphenicol  was  admin- 
istered every  eight  hours.  Viral  cultures  were  ob- 
tained from  throat  washings  and  acute  and  con- 
valescent serum  specimens  were  sent  to  CDC  in 
Atlanta  for  study. 

Three  liters  of  D5NS  with  KCL  was  begun  in- 
travenously every  24  hours.  On  the  second  day 
of  confinement,  hallucinations  became  worse  and 
included  auditory,  sensory  and  visual  phenomena. 
The  tentative  diagnosis  was  viral  encephalopathy 
and  influenza,  however,  TSS  was  entertained  as 
a prospective  diagnosis.  A neurologist  was  con- 
sulted regarding  the  patient’s  behavior  and  pre- 
scribed Decadron®  for  cerebral  edema.  Day  four 
found  the  patient  with  tachycardia,  tachypnea  and 
a gallop  rhythm.  Her  skin  lesions  and  rash  had 
begun  to  resohe  but  she  remained  restless,  hallu- 
cinatory and  combative.  She  required  sedatives 
in  fairly  large  doses  to  control  her  abnormal  be- 
havior. Her  urine  output  decreased  remarkably 
but  monitoring  of  vital  signs  revealed  normal 
blood  pressures.  On  the  fifth  day  her  pulse  and 
respirations  slowed  while  her  urine  output  in- 
creased. She  did,  however,  remain  restless,  hallu- 
cinatory and  combative.  On  the  seventh  day  she 


248 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Di  ank  G.  B ai  nwiN,  M.l).,  Roukrt  L.  Henry,  M.I).,  Frederick  R.  Fevin,  M.I)., 
FiIO.MAS  F..  BaI  EL'S,  M.I).,  AND  Ll.OM)  R.  W'areord,  .\F1). 


began  improving  clramatically  with  only  slight 
alterations  in  confusion  anil  by  the  eighth  day 
she  was  liicitl.  Signs  of  her  illness  disappeared 
rapidly  and  desquamation  of  her  hands  and  feet 
were  noted.  She  was  discharged  on  her  twelfth 
hospital  day. 

Patient  1 teas  an  18-year-old  who  was  skiing 
in  Colorado  and  had  become  very  fatigued.  She 
developed  fever  and  sore  throat  24  hours  before 
returning  home.  At  home  she  had  a synco[)al  epi- 
sode and  remained  ill  with  fever  lor  the  next  48 
hours.  On  the  day  of  admission  she  awakened 
with  a generalized  macnlopapnlar  rash  and  swell- 
ina:  of  her  hands  and  feet.  She  was  seen  in  an 
emergency  room  and  referred  to  the  office  with 
a diagnosis  of  Rocky  Mountain  Spotted  Fever. 
She  had  an  injected  but  non-exudated  pharynx. 
She  was  admitted  to  the  hospital  and  given  a bal- 
anced solution  of  electrolytes  and  chloramphen- 
icol after  cultures  were  taken.  She  improved  grad- 
ually and  remained  coherent  except  at  night  when 
she  would  have  hallucinations.  The  hallucina- 
tions continued  until  day  five,  when  they  dis- 
appeared. The  rash  she  had  on  admission  was 
fading  and  her  edema  was  gone.  She  was  dis- 
charged on  the  eighth  hospital  day  on  oral  medi- 
cation. She  had  desquamation  of  her  extremities 
a week  or  so  later. 

Patient  .5  came  to  our  clinic  on  the  day  of  ad- 
mission with  a high  fever,  nausea,  headache, 
nucal  rigidity  and  was  incapacitated  to  such  a 
degree  that  she  was  subjected  to  an  immediate 
lumbar  puncture.  She  also  comjrlained  of  an  ex- 
tremely sore  throat.  Her  spinal  fluid  was  clear 
with  normal  sugar  and  protein  levels.  Cultures 
of  her  C.S.F.  along  with  blood,  stool,  throat  and 
vaginal  cidtures  were  obtained  upon  admission 
to  the  hospital.  Aqueous  penicillin,  two  million 
units  cjih  was  given  intravenously  with  a bal- 
anced salt  and  glucose  solution.  The  patient 
failed  to  improve  and  developed  severe  diarrhea 
and  vomiting  as  well  as  erythematous  rash  on  all 
pressure  points  and  lower  abdomen.  Subctitane- 
ous  edema  of  the  hands,  feet  and  face  were  noted. 
T.S,S  was  diagnosed  and  she  was  given  cephalothin 
for  a few  hours  and  later  chloramphenicol  was 
added.  In  24  hotirs  she  had  improved  consid- 
erably. Her  course  rapidly  improved  thereafter 
and  she  was  discharged  on  the  sixth  hospital  day 
on  oral  antibiotics.  She  returned  in  one  week  to 
the  office  with  her  only  comjdaint  being  desqua- 


mation of  her  fingers  and  toes  and  a vaginal  dis- 
charge that  was  treated  successfully  with  myco- 
statin  suppositories. 

RESULTS 

(A)  SYMPTOMS 

Generally  the  symptoms  of  TSS  were  [nofound 
and  incapacitating  almost  from  the  beginning  of 
the  illness.  .Ml  the  jiatients  had  fever,  gastroin- 
testinal symptoms,  and  a very  sore  throat.  These 
synqjtoms  rvere  ustially  present  at  or  within  48 
hours  of  the  onset.  4 heir  throats  were  injected 
or  covered  with  a filmy  white  to  thick  gray  exu- 
date. .-V  non-purulent  conjunctivitis  occurred  in 
those  with  a rash.  .Vbdominal  pain,  headache, 
myalgia  and/or  chest  pain  was  quite  common 
during  the  course  of  the  illness.  Syncopal-like 
episodes  occurred  in  two  patients.  Central  nerv- 
ous system  symjnoms  ranging  from  incoherent 
speech  to  hallucinations  or  combativeness  oc- 
curred in  all  but  two  patients.  Tachypnea  was 
an  early  finding  in  three  patients.  All  developed 
desquamation  of  their  extremities.  Rash  was  a 
common  but  variable  sign.  It  often  was  identical 
to  Scarlet  Fever  but  cotild  be  macular  and  even 
petechial,  similar  to  the  rash  seen  in  Rocky 
Mountain  Spotteil  Fever.  In  one  patient  it  ap- 
peared to  be  more  of  a Hush  like  that  of  scalded 
skin.  .Some  form  or  another  occurretl  in  all  pa- 
tients. Only  two  were  admitted  with  a rash.  Two 
developed  the  rash  within  24  hours  after  admis- 
sion but  before  shock  ensued  and  one  developed 
the  rash  after  being  treated  for  shock.  Three  of 
the  females  had  a copious  vaginal  discharge.  Sub- 
cutaneous edema  was  recorded  to  be  present  in 
three  patients.  Shock  with  oliguria  was  a comjdi- 
cation  in  the  first  two  patients  and  oliguria  with- 
out shock  in  the  last  three  patients. 

(B)  HEMATOLOGIC  DATA 

All  patients  demonstrated  a marked  shift  of 
their  neutrophiles  to  a more  immature  form. 
The  actual  white  cell  counts  were  normal  or  only 
moderately  elevated.  Sedementation  rates  were 
elevated  in  all  four  patients  who  had  the  test. 

Anemia  did  not  appear  to  be  a factor  in  the 
disease  and  reticidocyte  counts  performed  on 
three  patients  were  normal.  Platelet  counts  were 
low  in  every  patient  who  experienced  shock  but 
reniainetl  normal  in  two  of  the  patients  who  es- 
caped shock.  Partial  thrombojtlastin  times  were 
variable  and  while  a fibrinc^igen  level  was  low  in 
one  patient,  no  fibrinogen  fragments  were  seen. 
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Jaundice  was  not  clinically  noted  and  total  serum 
bilirubin  levels  were  only  slightly  elevated  in  two 
of  the  four  patients  in  which  the  test  was  run. 
Prolhrombin  times  were  abnormal  in  the  two  pa- 
tients experiencing  shock  but  not  in  the  others. 

(C)  SERUM  ELECTROLYTES 

Serum  sodium,  potassium  and  chloride  were 
variable.  Carbon  dioxide  determinations  were 
normal  or  lowered  but  severe  acidosis  was  not 
noted. 

Serum  creatinine  and  blood  urea  nitrogen  levels 
were  markedly  elevated  in  the  two  patients  who 
developed  shock  but  were  normal  in  the  fourth 
patient  and  not  measured  in  the  fifth.  The  Bl^N 
was  elevated  in  jiatient  three  but  not  the  creati- 
nine. Neither  the  BUN  nor  the  creatinine  levels 
were  elevated  in  patients  four  and  five. 

Uric  acid  levels  were  high  in  four  of  the  five 
patients  tested.  Remarkably  higher  levels  were 
found  in  the  first  three  patients.  (Table  1.) 

Serum  glucose  levels  were  variable  but  ran 
generally  higher  than  normal. 

Serum  albumin  levels  were  variable  but  in  most 
cases  the  A/G  ratio  was  low.  Serum  calcium 
levels  were  low  in  all  patients  in  which  the  de- 
termination was  made.  (Table  1.) 

Ammonia  levels  were  normal  in  the  three  pa- 
tients who  underwent  the  determination. 

(D)  SERUM  ENZYME  STUDIES 

Patient  5 recovered  from  her  illness  without 
elevated  enzymes  while  the  remaining  four  had 


TABLE  1. 


PT. 

gm/dl 

ALBU- 

T.P.  MIN 

GLOB- 

ULIN 

A/G 

mgni/cll 

CA  P04 

URIC 

ACID 

1 

6.7 

3.4 

3.3 

1.0 

6.2 

6.5 

9.9 

2 

5.9 

3.3 

2.6 

1.27 

8.4 

2.9 

8.9 

3 

6.5 

4.2 

2.3 

1.9 

6.6 

2.5 

3.2 

4 

5 

4.3 

2.6 

1.7 

1.5 

7.2 

2.2 

— 

TABLE  2. 

N 

PT. 

1 

2 

3 

1 

5 

(21-215) 

CPK 

1538 

652 

1030 

806 

54 

(8-33) 

SGOT 

65 

54 

47 

57 

45 

(0-45) 

SGPT 

25 

22 

55 

33 

— 

(100-190) 

LDH 

358 

170 

283 

240 

172 

(30-115) 

Alkaline 

167 

114 

454 

182 

— 

Phosphatase 

high  levels.  (Table  2.)  CPK  determinations 
reached  high  levels  in  patients  1 and  3,  moder- 
ately high  levels  in  patients  2 and  4,  and  normal 
levels  in  patient  5.  The  male  patient  had  a CPK 
level  of  1,.581  u.  His  male  sibling  who  was  studied 
had  a CPK  level  of  5,188  u. 

The  SGOl',  SGPT,  and  LDH  levels  were  vari- 
able but  most  were  slightly  elevated  across  the 
board. 

One  or  more  ASO  titers  measured  in  two  pa- 
tients were  within  normal  limits. 

(E)  MICROBIOLOGY 

Blood  cultures  were  performed  on  all  five  pa- 
tients and  all  were  sterile.  Fourteen  other  cul- 
tures on  cerebrospinal  fluid  (2),  throat  (4),  urine 
(2),  stool  (3)  and  vaginal  secretions  (3),  were  nega- 
tive for  Staphylococcus  aureus  and  no  single 
pathogenic  bacteria  was  cultured  more  than  once 
from  all  cultures  taken.  Not  one  patient  grew  an 
organism  from  blood,  urine,  or  C.S.F.  cultures. 

Routine  febrile  agglutinins  that  included 
Tularemia  and  Rocky  Mountain  Spotted  Fever 
were  non-contributory.  In  those  patients  where 
.serologic  tests  for  fungi,  syphilis,  leptospirosis. 
Legionnaires  Disease  and  other  varied  and  rare 
diseases  were  performed,  none  were  positive. 
Drug  screening  tests  were  negative  on  two  pa- 
tients. None  had  positive  pregnancy  tests.  In- 
fectious mononucleosis  screening  tests  were  initi- 
ally positive  in  two  patients  but  repeated  tests  and 
hererophile  agglutinations  were  negative. 

Patients  2 and  4 had  negative  acute  and  con- 
valescent serum  titers  for  Influenza  A &:  B and 
para  influenza  1 & 2.  Patient  3 had  a slight  eleva- 
tion in  the  acute  and  convalescent  serum  titers  for 
Influenza  A Russian  with  a titer  of  1:64  on  both 
occasions. 

Throat  washings  and  stool  specimens  for  viral 
cultures  were  negative  in  the  three  patients  in 
whom  the  tests  were  done. 

Skin  tests  for  tuberculosis  were  all  negative  and 
antinuclear  antilrody  titers  were  within  the  range 
of  normal  in  all  tested. 

(F)  MENSES 

In  the  recent  GDC  report  the  most  provocative 
finding  in  TSS  is  that  women  are  affected  many 
more  times  than  men  and  the  high  number  of 
women  who  become  ill  do  so  within  a few  days 
of  the  onset  of  their  menstrual  period.^  In  our 
patients  all  females  were  menstruating  during 
part  of  their  illness  and  all  used  tampons.  The 
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lampon.s  ii.sccl  were  iu)l  nee  es.sai  ily  iiiaiuilactui  eel 
by  the  .same  eompany. 

DISCUSSION 

From  the  e ase  reports  one  would  like  to  believe 
that  early  recoi'iiition  and  prompt  treatment  of 
J'S.S  hastens  the  patient's  leeovery  and  redttees 
morbidity.  Prom|)t  treatment  being  ade(|uate 
water  and  electrolyte  replacement,  proper  moni- 
toring and  j)eni(  illinasc  resistant  antibiotics.  If 
these  measures  stand  the  test  of  time,  they  evil!  no 
doubt  become  specific  therapeutic  measures  and 
a “new"  disease  wall  be  brought  under  control. 

While  the  cause  caf  TSS  remains  unproven. 
Staphylococcus  auretis  has  remained  the  most 
suspect  organism  in  an  illness  thought  to  be  in- 
fectious in  nature.  Tocld,’^  in  his  original  report, 
ctiltured  Staphylococcus  aureus  from  some  sur- 
face area  of  all  seven  of  his  patients  and  in  all  he 
found  the  organism  to  react  to  grou])  1 phages. 
Todd  also  demonstrated  the  capability  of  the 
organism  to  produce  a positive  Nikolsky  sign  in 
newborn  mice  with  a cleavage  plane  thretugh  the 
basal  layer  of  the  epidermis. 

A later  study  has  repen  ted  positive  ctdttires  for 
Staphylococcus  aureus  in  16  or  17  vaginal  cul- 
tures from  women  with  I'SS  and,  furthermore,  an 
increased  rectirrence  rate  was  noted  in  those  wom- 
en w'ith  TSS  if  they  had  not  been  treated  with  a 
penicillinase  resistant  antibiotic.-'^ 

Still  more  evidence  supporting  Staphylococcus 
aureus  is  that  another  syndrome  affecting  infants 
and  proven  to  be  caused  by  Staphylococcus  is  the 
Staphylococcal  Scalded  Skin  Syndrome  (SSSS). 
SSSS  has  a very  similar  spectrum  of  skin  lesions 
as  those  seen  in  TSS  incl tiding  destjtiamation, 
exfoliation,  bullous  formation  and  scarlatiniform 
eruptions.  Like  SSSS,  TSS  has  negative  blood  etd- 
ttires,  suggesting  a generalized  reaction  to  an 
absorbed  toxin.  Significant  differences  are  that 
rSS  enduces  cleavage  in  the  granular  layer  of  the 
epidermis  and  patients  affected  by  SSSS  are  in- 
fants with  little  or  no  symptoms  of  toxicity.^ 

Curran  and  Al-Saliki^  have  speculated  that 
mucous  membrane  colonization  in  SSSS  prodtices 
the  generalized  .scarlatiniform  ertijjtion  and  sug- 
gest that  the  circumcision  site  is  conducive  to  both 
bacterial  growth  and  rapid  absorption  of  exo- 
toxin. This,  they  report,  could  account  for  the 
strikingly  higher  incidence  of  the  severest  form, 
generalized  exfoliative  disease,  in  male  newborns 
(5.3  : 1). 


1 his  brings  tis  the  predominance  of  female  pa- 
tients with  FSS  and  the  association  with  menstrua- 
tion noted  in  other  reports  as  well  as  otirs.-  -*  Fottr 
female  patients  in  ottr  .series  used  tampons  from 
\aiious  manufacturers  and  all  the  patients  Ite- 
came  ill  at  .some  lime  during  their  menstrtial 
period. 

F’riedrick  and  .Siegesmund’^  have  demonstrated 
alterations  of  the  vaginal  mucosa  associated  with 
the  tise  of  tampons,  more  specifically  those  con- 
sidered sujier-absorbent.  These  alterations  in- 
cl tide  drying,  epithelial  layering  and  micro- 
ulcerations. One  can  spec  tilate  that  these  lesions 
could  inhance  the  abscarption  of  toxins  from  bac- 
teria jKished  into  the  vagina  irom  surface  areas 
arotind  the  perineum  ujxm  insertion  of  a tampon. 
It  has  previously  been  suggested  that  tampons 
might  favor  the  growth  of  the  bacteritnn  in  the 
vagina  or  abmrption  of  the  toxins  from  the  vagina 
or  uterus.-^ 

'I'ampons  could  alter  the  rate  of  bacterial 
growth  by  increasing  available  nutrients  and  al- 
tering intravaginal  oxygen  concentration. 

One  of  the  most  significant  findings  in  our 
group  of  patients  is  that  not  one  culttire  was  posi- 
tive for  Staphylococcus  attretts.  All  the  patients 
had  sterile  blood  cultures  and  14  other  cultures 
from  throat,  vagina,  stool,  tirine  and  cerebrospinal 
fluid  were  negative  for  Staphylococcus  atiretis. 
Not  one  patient  had  a single  pathogenic  organism 
in  common. 

Patient  1 was  a young  male  who  had  a rather 
tyjtical  course  of  TSS.  His  yotinger  sibling,  also 
a male,  had  a febrile  illness  at  the  same  time.  I he 
sibling  developed  severe  myalgia  that  ret|uired 
a narcotic  for  relief.  The  sibling's  CPK  was  over 
5,000  u.  He  was  left  untreated  and  recovered  with- 
otit  incident.  Shortly  after  both  were  convalescing 
their  mother  developed  an  infhtenza-like  illness 
and  also  recovered  without  treaiment. 

Patient  1 was  with  a group  of  peers,  .some  who 
became  ill  at  the  same  time  as  she.  Lheir  illne.ss 
was  mainly  characterized  by  pharyngeal  pain  and 
fever.  At  least  one  had  a threvat  ctiUure  at  our 
clinic  and  it  was  negative  for  pathogenic  bacteria. 

AVhile  at  this  time  we  stipport,  in  practice,  the 
belief  that  TSS  is  probably  catised  by  Staphylo- 
cocctis  aureus  we  also  believe  that  some  other 
organism  may  be,  at  present,  overlooked.  4 his 
organism  might  be  one  that  is  normally  fottnd 
on  body  surfaces  that  under  the  circumstances  of 
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mensti  nation  and  tampon  usage  might  become 
pathologic.  One  must  also  consider  the  otitside 
cliance  that  snrtace  viral  colonization  or  systemic 
r iral  infection  conkl  he  a possible  catise  for  TSS. 

It  appears  the  best  indicator  for  early  detection 
of  TSS  is  a high  index  of  stispicion  of  a febrile 
menstrtiating  female  tvho  appears  with  the  symp- 
toms disctissed  and  who  can  clinically  be  described 
as  "toxic.” 

W'e  stiggest  that  creatinine,  platelet  and  pro- 
thombine  levels  be  monitored  dtning  the  course 
of  TSS  as  ottr  patient  material  suggests  these 
studies  become  abnormal  when  shock  occurs. 
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INTRODUCTION 

onnal  medical  eclucalion  began  in  North 
America  rviih  the  ojjening  of  the  Medical  Col- 
lege of  Philadelphia  in  ITho  (later  to  become  the 
Medical  Department  of  the  University  of  Penn- 
sylvania), and  the  Medical  Department  of  King’s 
College  in  New  York  City  in  IThcS.  The  Univer- 
sity of  Edinbtirgh  pro\  ided  the  model  for  tliesc 
first  two  schools^.  They  and  schools  a])])earing 
for  a number  of  years  later  sen  ed  as  stipplements 
to  apprenticeships,  the  only  medical  training 
available  to  those  who  coidd  not  finance  their 
formal  education  at  Edinburgh  or  elsewhere  in 
Europe-.  Admission  to  these  earliest  schools,  as 
described  by  John  Morgan,  co-founder  of  the 
Philadelphia  school,  recpiired:  an  apprenticesliip 
of  at  least  three  years;  education  in  the  liberal 
arts,  mathematics,  and  natural  liistory;  and  a 
working  knowledge  of  the  Latin  language.  En- 
rolled students  studied  recpiired  courses  in  a ])re- 
scribecl  secpience,  and  their  performances  were 
graded  (referred  to  as  the  “graded  curriculum’’). 

In  contrast,  more  than  a century  later  the  Med- 
ical Department  of  the  Arkansas  Industrial  Uni- 
versity opened  its  doors  in  1879  to  “afford  the 
young  men  of  the  state  and  surrounding  country, 
facilities  for  the  study  of  the  science  of  medicine, 
and  all  its  collateral  branches,  at  home,  without 
the  great  expense  incident  to  long  distances  of 
traveP’'k  There  were  no  admission  recpiirements^, 
and  the  graded  curricnlum  was  optional,  and  re- 
mained so  for  a number  of  years.  From  this  mea- 
ger beginning,  with  self-generated  financing  and 
fluid  administrative  structure,  we  now  have  a 
multimillion  dollar  facility  occupying  a number 
ot  acres,  the  University  of  Arkansas  Medical 
Sciences  Campus.  It  is  the  jjurpose  of  this  paper 
to  describe  the  development  of  one  unit  located 

*This  is  the  first  of  a four  part  article.  This  month  is  entitled 
“WHERE”:  next  month  will  be  entitled  “WH.VT”. 

**  Professor  of  An.atomy,  The  University  of  .Arkansas  for  Medical 

Sciences,  Little  Rock,  Arkansas. 


on  this  site,  the  Dep;u  tment  of  Anatomy  of  the 
College  of  Medicine. 

WHERE 

West  Second  Street 

During  its  first  one  hundred  years,  the  medical 
school  has  been  translocated  four  times.  Its  initial 
site  at  113  ^Vest  Second  Street  tvas  a three-story 
building  standing  on  the  south  side  of  the  street 
lacing  north.  From  fig.  1 it  would  a|jjjear  to  be 


Figure  1. 

The  first  building  occupied  by  the  Department  of  .Anatomy,  1879- 
1890.  Located  at  113  West  2nd  Street,  the  Sperindio  Hotel  building 
was  purchased  for  S5.00U,  remodeled,  etpiipped  and  opened  7 October 
1879.  The  1979  location— a parking  lot.  From  an  etching  appearing 
in  the  Second  .Annual  .Announcement  of  the  University  of  .Arkansas 
Medical  Department. 
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a rallier  narrow  building,  but  having  high  ceil- 
inged  rooms.  1 he  artist's  conception  places  the 
name,  Medical  Department  1879,  appropriately 
under  the  major  arch.  Conveying  a non-existent 
alliliation  witli  the  .Arkansas  Industrial  Univer- 
sitv,  the  incorrect  name,  .-Vrkansas  University, 
apjiears  over  the  crest  of  the  building.  The  sketch 
shows  the  left  side  of  the  building  paralleling 
some  sort  of  a thoroughfare.  Since  the  number 
teas  113  on  'VVTst  Second  Street,  this  places  the 
building  on  the  west  side  of  the  alley  since  build- 
ings in  this  position  are  numbered  1 13  today.  The 
site  is  now  a parking  lot. 

In  the  first  bulletin  to  be  issued,  the  building 
is  described  as  “a  very  commodious  and  com- 
lortable  building.  ...  It  is  conveniently  situated, 
and  while  modest  and  unpretending  (sic)  in  ap- 
pearance, is  well  adapted  for  all  purposes  of 
practical  instruction."  Subsequently  the  brick 
building  wiih  an  iron  and  stone  front  was  pur- 
chased lor  $5,0()0'y  and  was  remodeled  internally 
so  that  it  was  more  siutable  as  an  educational 
building.  "It  has  one  of  the  best  arranged  dissect- 
ing rooms  in  any  institution  of  similiar  character, 
well  ventilated,  with  all  the  modern  conven- 
iences.” search  for  a floor  plan  has  been  un- 
successfid,  but  it  is  a reasonable  jnesumption  that 
the  dissection  laboratory  was  located  on  the  third 
floor.  There  were  described  two  amphitheaters 
lor  lecture  jnirposes,  and  there  must  have  been 
several  assorted  small  rooms  for  purely  utilitarian 
]mrposes.  I'his  building  served  the  needs  of  the 
school  with  variable  degrees  of  success  for  eleven 
■\ears. 

Second  and  Sherman  Streets 

.\s  the  enrollment  increased,  the  need  for  larger 
(piarters  became  apparent.  Commitments  were 
made  for  construction  of  a new  building,  but  tardy 
completion  delayed  occupancy  until  5 November 
1890,  The  new  building  again  was  three  stories 
in  height,  constructed  of  brick,  and  located  at 
Second  and  Sherman  Streets.  It  faced  Sherman 
Street  on  the  northeast  corner  of  the  intersection. 
.\s  shown  in  fig.  2 the  building  was  properly  in- 
scribed .A. LIT.  (Arkansas  Industrial  University), 
Avith  “.Medical  Department”  subtending  the  acro- 
nym. .Although  a floor  plan  has  not  been  found, 
it  included  “a  large  lecture  hall,  fine  amphithe- 
ater . . .,  a library,  a reading  (room),  a museum, 
several  private  and  elegant  dissecting  rooms;  all 
Avell  lighted  and  ventilated.”  The  photograph 
reproduced  in  fig.  3 does  indeed  show  a room  with 
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rows  of  seats,  rather  elegant  for  those  times.  No 
provision  tvas  made  initially  for  anatomical 
courses  other  than  gross  anatomy. 

.As  early  as  1908,  the  need  was  recognized  for 
expanded  facilities  to  meet  the  needs  of  a grow- 
ing currietdum  and  an  increasing  enrollment.  The 


Eigure  2. 

I he  .second  building  which  housed  the  anatomy  department,  1890- 
1912.  Located  at  Second  and  Sherman  Streets,  the  building  was 
designed  and  built  for  the  Medical  Department.  From  a photograph 
in  the  .Annual  .Announcemont  and  Catalogue  of  the  University  of 
.Arkansas  Medical  Department,  1906-1907. 


Figure  3. 

Interior  of  a lecture  hall  in  the  second  medical  school  building  at 
•Second  and  Sherman  Streets.  I here  are  seven  seats  per  row  in  the 
center  section,  and  three  seats  per  row  in  the  side  sections.  The 
podium  centrally  placed  in  the  room  stood  just  out  of  the  picture  at 
the  lower  right.  From  a photograph  in  the  .Annual  Announcement 
and  Catalogue  of  the  University  of  Arkansas  Medical  Department, 
1906-1907. 
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bulletin  \\iili  amiouiueiiK'iUs  lor  190S-()!)  caniccl 
the  statcincul,  "'I'lie  C’-ity  Ciouiuil  of  Little  Rock 
has  made  an  appropriation  lor  a new  city  hospital, 
to  be  known  as  the  ‘Logan  II.  Roots  Memorial 
Hospital',  which  will  be  built  in  conjunction  with 
a new  inoclern  bnikling  t)l  the  Medical  Depart- 
ment, and  the  nenv  building  lor  the  Folsom  Cilinic. 
As  all  of  these  bnildings  will  be  practically  under 
one  roof  the  student  will  hate  unexcelled  advan- 
tages in  the  clinics  and  laboratories.  Fhe  cost  of 
the  new  Hospital  and  Medical  Department  with 
the  Isaac  Folsom  Clinic  trill  be  between  $80,000 
and  $100,000,  and  the  work  will  l)e  pushed  to  com- 
pletion as  rapiilly  as  possible."  In  1910,  however, 
the  urgency  was  alleviated  .sometrhat  by  the  ac- 
tjinsition  of  an  additional  building  on  Markham 
Street  adjoining  the  City  Hospital.  These  new 
tpiarters  providetl  laboratory  space  for  physiology, 
pathology  inclnding  histology,  and  bacteriology 
including  clinical  microscopy.  Prior  to  this  time 
Uiese  courses  had  not  been  taught,  or  had  no  lab- 
oratory work  associated  with  them.  Ahhongh  no 
reference  to  research  by  any  individual  or  group 
during  this  period  has  been  found,  the  bulletin 
for  1909-10  includes  a reprotluction  of  a jihoto- 
graph  of  the  "Research  Room”  (fig.  1).  The 
■equipment  illustrated  implies  chemical,  histologic, 
gravimetric  and  sterilizing  capabilities.  T his  sug- 
gests that  its  availability  was  unrestricted,  but  no 
evidence  of  its  productive  use  has  been  found  for 
this  period.  Moreover,  whether  it  was  located  in 


the  Sherman  Street  or  the  Markham  Street  build- 
ing is  not  clarified.  Fvents  soon  to  follow  un- 
dermined further  the  need  for  expensive  new 
construction,  so  those  administrative  dreams  faded 
away. 

First  State  Capitol  Building 

With  the  completion  of  parts  of  the  present 
State  Capitol  about  1911,  some  of  the  govern- 
mental offices  housed  until  then  in  the  First  State 
Capitol  Ruikling  (lig.  5 ) were  able  to  translocate. 
T hus  in  1912  the  space  previously  occupied  by 
the  Commissioner  of  Agriculture,  the  Supreme 
Court  and  its  Library,  Office  of  the  Supreme 
Court  justice,  and  Committee  Rooms  of  the  I.eg- 
islature  were  cacated  in  the  initial  jfliase.  This 
peiniitted  the  necessary  remoileling  and  refurbish- 
ing of  both  lloors  of  the  East  Wing  for  occupancy 
by  "the  laboratories  of  Chemistry,  End^ryology, 
Histology,  Physiology,  Pathology,  Bacteriology, 
Clinical  Microscopy,  Surgical  Pathology  and  Phar- 
macology aiul  Cross  Anatomy  dissecting  rooms.” 
Dm  ing  the  sub.se(]uent  years,  the  Medical  Dejiart- 
ment  expanded  by  gradual  migration  into  the 
Central  Building  and  the  \VT‘st  WTng.  In  the  pid> 
lication,  Ay/uinsas'  first  State  Capitol  lSS^-I'>t7'\ 
complied  by  Xetl  Shank,  the  detailed  chronology 
of  occujjancy  of  various  rooms  is  ably  portrayed. 
Becau.se  there  are  physicians  jji  acticing  today  who 
attended  classes  in  this  building  the  lloor  plans 
of  the  1928-3.5  period  are  pre.sented  in  fig.  (i  and 
fig.  7.  These  floor  plans  are  simplifications  of 


Figure  4. 

Here  is  reproduced  a photograph  of  the  “Research  Room”  in  tlie  building  at  Setond  and  Sherman  Sireets.  From  left  to  right  around  the  room: 
a vertical  style  autoclave  on  the  floor;  on  the  bench;  a chymograph  drum,  a microscope,  bacteriological  incubator,  microscope,  paraffin  em- 
bedding oven,  beaker  with  culture  tubes,  and  a lantern-slide  projector.  On  the  liencli  at  the  right  there  are  10  or  more  microscopes.  From  a 
photograph  in  the  thirty-second  Annual  Announcement  and  Catalogue  of  the  rnixersity  of  Arkansas  Medical  Department.  1910-1911. 
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Figure  5. 

Tlic  front  of  tJic  center  portion  and  most  of  eacli  of  the  two  wings  of  the  First  State  Capitol.  1 he  grounds  were  poorly  tended,  and  paint  was 
badly  peeled  at  the  time  of  this  picture,  but  the  statuary  is  shown.  The  statuary  was  removed  subsequently  as  part  of  the  “restoration”  process. 
From  a print  furnished  by  the  Arkansas  Commemorative  Commission— Old  State  House. 


the  1928  electrician's  plan  referred  to  by  Mr. 
Shank,  but  with  minor  modifications  suggested 
by  alumni  who  studied  and/or  taught  there. 

With  these  floor  plans  it  is  possible  for  the 
first  time  to  determine  space  allocations.  Because 
clinical  and  preclinical  functions  were  geograph- 
ically separated  at  this  time,  only  the  relation  of 
space  lor  anatomy  to  total  basic  science  space  will 
be  considered  for  this  and  subsequent  buildings. 


Figure  6. 

Plan  of  the  first  floor  of  the  First  State  Capitol  as  it  was  arranged 
during  1928-1935,  the  latter  part  of  the  period  it  was  occupied  hv  the 
medical  School.  BSF-Il  and  BSL-III  arc  Biochemistry  Student  Labo- 
ratory II  and  III,  respectively.  Cadavers  were  stored  in  the  cellar 
under  Biochemistr\'  Student  Laboratory  I (BSL-I),  brought  out 
through  a door  on  the  north  side  of  the  cellar,  carried  to  the  open 
arch  on  the  east  wing,  along  the  porcli  to  door  at  east  end  of  the 
loggia,  then  up  the  stairs  behind  the  Freshman  Lecture  Room  to  the 
Dissecting  Room  on  the  second  floor.  Redrawn  by  the  author  from 
blueprints  on  file  at  the  First  State  Capitol  building. 


From  I'able  1,  the  5,204  sq.  ft.  allocated  for  use 
by  students  and  staff  in  anatomical  studies  was 
39%  of  the  total  space  allotted  basic  sciences  for 
laboratory  teaching,  lecture  rooms,  staff  offices, 
and  laboratories.  This  percentage  declined  over 
the  years  as  the  other  sciences  developed  with  con- 
setpient  increase  in  their  role  in  the  curriculum. 
Also  to  be  considered  is  the  fact  that  Histology 
ami  Embryology  were  not  considered  part  of  the 
anatomical  curriculum  until  late  in  this  period. 

The  laboratories  were  austere  and  penurious 


Figure  7. 

Plan  of  the  second  floor  of  the  First  State  Capitol  as  it  was  arranged 
during  1928-1935.  The  staff  offices  are  indicated  including  a Chair- 
man’s laboratoiT.  The  laboratory  was  probably  used  more  for  pre- 
paring teaching  materials  than  for  research.  Same  source  as  figure  6. 
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but  practically  adctpiatc.  I Icatiug  elut  ing  the  uin- 
ter  was  notoriously  pool,  rccpiiring  warm  clothing 
generally,  ;mtl  o\ercoats  ilnring  the  most  severe 
jxirt  of  the  winter.  Figures  8,  9 and  10  reproduce 
jthotographs  of  the  Cfross  Dissectitig  Fab  (casual)  , 
the  lab  obviously  formally  posed,  and  the  Histol- 
ogy Laboratory  similiarly  ou  good  behavior.  All 
of  these  photographs  were  made  during  the  pe- 
riod 191()  to  1!)25.  A replica  of  a dissecting  table 
was  tnade  to  scale  liy  the  author  for  an  historical 
exhibit  during  the  1978-79  Cientennial  Year  (fig. 
11).  A few  such  tables  were  still  to  be  found  as 
“extras"  in  the  dissecting  room  on  McAlmont  St. 


Figure  8. 

Reproduction  of  a photograph  of  the  Gross  ,\nalomy  Laboratory 
taken  in  the  First  State  Capitol  building,  t his  could  be  termed  an 
unrehearsed  “candid  shot”,  evidenced  bv  the  hatted  student  and  the 
uncovered  and  unattended  tables  with  cadaters  evident.  From  the 
1924  Caduceus. 


d hey  were  constructed  of  wood,  and  the  top  was 
dejnes.sed,  coveied  with  thin  sheet  /inc.  A bucket 
luttig  under  the  cetiter  caught  and  contiiined  ex- 
cc.ss  fhtid. 

Some  titicei  tainty  has  existed  regarding  cathiver 
storage.  Bulletins  mentiotied  repeatedly  that  the 
dissectitig  room  was  “etpiipped  with  sttitable  ta- 
bles and  stools,  ati  injectitig  apparatu,s,  ;ind  tanks 
for  storitig  special  dissections  atid  partially  dis- 
sected parts."  Fhe  tanks  mentiotied  in  the  latter 
part  ol  the  aliove  statement  have  led  some  to 
coticlude  that  the  principal  citdaver  storage  tanks 


Figure  9. 

A study  session  in  osteology  as  part  of  (iross  Anatoniv  utilizing  the 
dissecting  tables  in  the  Gross  Anatomy  Laboratory.  Also  from  the 
1924  Caduceus. 


TABLE  F 

PROPORTIONATE  SPACE  UTILIZATION 
Preclinical  Departments 

Square  Feet  ,\\eiagc  No.  Stiulents  Scj.  Ft.  Space  Stuclcnt 

each  \ 1 . tor  [ici  iod 

.'Ml  % Botli 


Depts. 

Anatomy 

Anatomy 

First  't  r. 

Free  tin.  Yrs. 

.Vnatomy 

I’rcclinical 

Old  Capitol 

1912-1935 

13,457 

5,204 

39 

5(d 

98^ 

93 

139 

Mc.Mmont 

1935-1958 

27,653 

9,586 

35 

86 

160 

111 

173 

^Vest  Markham 

1958-1968 

60,441 

13,136 

22 

102 

187 

129 

326 

1968-1976 

72,1802 

15,160 

21 

1 17 

227 

130 

318 

1976-1979 

69,721 

23,709 

22 

135 

2(i2 

176 

407 

37,0 14-^ 


106,735 

1.  Data  includes  space  used  departmentally  only,  and  jointly  used  space  coutitetl  in  both  categories. 
Floor  plans  were  used  to  obtain  space  figures  for  Old  Capitol  and  McAlmont  sites. 

2.  Data  from  1974  Accreditation  Report. 

3.  Data  from  Director  of  Edncational  Resources,  James  W.  \\5)ods. 

4.  Based  on  years  of  full  utilization,  excluding  years  of  Worltl  \V4ar  I. 
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were,  iiuleecl,  in  the  dissecting  room.  This  was 
not  the  case,  liowever,  because  tlieir  location  in 
the  basement  ot  tlie  north  end  of  the  central 
bmkbng  h as  been  verified.  Mr.  Austin  O.  Metz- 
ger. custodian  of  the  btiilding  from  191b  to  1950, 
verilied  this  location  iti  an  inteniew  with  Mi- 
chelle Wasson.  Historian  lor  the  First  State  Cap- 
itol Building.  This  w;is  a reasonable  arratigement, 
and  compatible  with  the  location  of  the  back 
entrance,  the  first  floor  east  embalming  room, 
and  the  dissecting  room  at  the  head  ot  conven- 
iently located  stairs.  Sitch  an  arrangement  would 
be  compatible  with  factual  or  fancied  stories  of 
stirreptitiotts  ac(|nisition  of  bodies  by  stitdents. 

During  this  period  from  1912  to  1935,  the  num- 
ber cjf  enteritig  freshmen  varied  from  a low  of  4 
in  191b  to  a high  of  bl  in  1930.  During  the  years 
of  World  War  I,  the  enrollments  were  under- 
standably small,  and  students  nowhere  near  sat- 


Figure  10. 

The  Histology  Laboratory  is  shown  here,  reproduced  from  a photo- 
graph which  appeared  in  tlie  Arkansas  Razorback,  1916  edition. 
.Although  the  instructor  standing  at  the  back  w.as  not  named,  the 
resemblance  to  Dr.  Brookover  is  convincing,  and  he  was  Professor  of 
Histology  at  that  time.  From  the  1916  Razorback. 


Figure  11. 

A model  of  a dissecting  table  made  to  scale  by  the  author.  These 
tables  could  be  made  locally,  requiring  no  special  tools  except  for  the 
sheet  zinc  tops  with  soldered  joints.  One  table  with  turned  spindle 
legs  is  seen  in  figure  8,  but  most  were  made  with  square  legs  of 
finished  4"  x 4"  stock. 


uraied  the  sjiace  and  facilities  available.  Later 
during  the  period  of  1925-1934,  however,  students 
Averc  plentiful  and  the  freshman  enrollment  for 
that  period  was  5b  on  the  average.  This  yields, 
nearly  100  stpiare  feet  for  each  student.  This  con- 
centration, it  was  clear,  could  not  long  prevail  if 
enrollments  were  increased.  Compounding  this 
problem,  provision  for  faculty  research  was  totally 
inadecjuate,  a deficiency  that  had  gone  unnoticed 
by  the  accreditation  teams  of  the  American  Med- 
ical Association  and  the  Association  of  American 
Medical  Colleges. 

Thirteenth  and  McAlmont 

4’he  1921  Legislature,  responding  to  the  post- 
Avar  climate,  renamed  the  First  .Stale  Capitol 
Building  as  the  Arkansas  State  War  Memorial. 
The  Board  that  the  legislation  also  created  had, 
among  other  responsibilities,  the  custodianship  of 
those  parts  of  the  First  State  Capitol  not  being 
occupied  by  the  metlical  school.  A growing  ur- 
gency to  complete  the  conversion  to  a war  me- 
morial and  the  need  by  the  medical  school  for 
more  space  set  the  stage  for  yet  a fourth  home 
for  the  School  of  Medicine.  In  the  Bulletin’s; 
Announcements  for  1934-35,  no  mention  was  made 
of  a building,  plans  for  which  even  then  were 
imdeiAvay.  A year  later  a very  brief,  constrained 
description  of  a new  building  Avas  included  in 
the  Bulletin,  and  did  little  to  convey  the  magni- 
tude of  the  efforts  Avhich  brought  it  about.  While 
Dean  Vinsonhaler,  Senator  Joe  T.  Robinson,  and 
members  of  the  state’s  medical  profession  were 
working  diligently  pre,senting  to  their  respective 
audiences,  the  faculty  Avas  quietly  determining 
needs  and  designing  the  new  building.  Each  de- 
partment was  responsible  for  one  floor,  and  the 
Department  of  Anatomy  Avas  assigned  the  fifth. 
The  dedication  with  which  each  department 
planned  the  floor  “doAvn  to  the  last  electrical  out- 
let” resulted  in  unusually  well  appointed  and  ar- 
ranged facilities.  The  neAv  six-story  building  was 
constructed  on  the  Bentley  estate,  initially  un- 
connected to  the  City  Hospital.  It  faced  City 
(now  McArthur)  Park,  which  by  coincidence  was 
anatomically  appropriate  because  the  first  ana- 
tomical dissection  in  Arkansas  had  been  per- 
formed in  November  1874  by  Dr.  James  H.  Lenow 
in  his  office  on  the  Army  Post  grounds  at  a site 
easily  in  view  of  the  neAv  building.  The  photo- 
graph reproduced  in  fig.  12  shows  the  building 
after  connections  with  City  Hospital  had  been 
constructed. 
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Figure  12. 

In  this  photograph  of  the  medical  school  on  McAImont  Street,  taken  from  a helicopter,  the  medical  school  is  on  the  right  and  the  University 
Hospital  is  on  the  left.  I he  two-story  connection  between  the  two  major  buildings  housed  the  Isaac  Folsom  Clinic  on  the  ground  floor,  and  the 
Gus  Blass  Blood  Bank  on  the  second  floor.  Reproduced  from  the  1953  Caduceus. 


I'he  Department  of  Anatomy  occupied  the  en- 
tire fifth  floor;  the  fifth  floor  in  the  minds  of 
students  and  faculty,  but  the  fourth  floor  accord- 
ing to  architectural  drawings  (fig.  13).  The  space 
provided  in  these  new  quarters  was  nearly  double 
that  enjoyed  previously.  Much  of  the  increase 
could  be  accounted  for  by  additional  teaching  lab- 
oratories and  student  support  areas  (see  Table  2). 
Moreover,  the  space  for  faculty  offices  and  re- 
search laboratories  increased  also.  Despite  the 
near  doubling  in  space,  laboratory  facilities  for 
histology,  embryology  and  neuroauatomy  were  in- 

TABLE  2. 

Department  of  Anatomy  Space  Utilization 


Space  t otal  Space 


Buikling 

& 

Class  Rooms 

Student 

Support 

Staff 

Off. /Lab 

Staff 

Stipport 

SttuleiUs 

Staff 

Dates 

Total 
Sq.  Ft. 

Area 
Sq.  Ft. 

% 

Area 
Sq.  Ft. 

% 

.Area 

Sq.Ft. 

% 

Area 
Sq.  Ft. 

% 

Sq.  Ft. 

% 

Sq.Ft. 

Cr' 

0 

Old  Capitol 
1912-1935 

5,204 

4,239 

81 

100 

9 

550 

11 

315 

6 

4,339 

83 

865 

17 

McAImont 

1935-1958 

9,586 

6,024 

63 

1,343 

14 

1,262 

13 

957 

10 

7,367 

77 

2,219 

23 

W.  Markham 

Ed  I 

1958-1968 

13,136 

7,077 

54 

1,702 

13 

3,282 

25 

1,075 

8 

8,779 

67 

4,357 

33 

Ed  I 

1968-1976 

15,160 

7,077 

47 

1,589 

10 

4,505 

30 

1,989 

13 

8,666 

57 

6,494 

43 

Ed  I & II 
1976-1979 

23,709 

14,121 

60 

2,814 

12 

4,785 

20 

1,989 

8 

16,935 

71 

6,774 

29 

Figure  l.S. 

A reproduction  of  a simplified  architectural  drawing  of  the  floor  plan 
of  the  Department  of  .\natomy  as  it  existed  in  the  middle  1950’s. 
Originally  the  cadaver  storage  tanks  were  located  in  the  room  here 
labeled  “Animal  Room/Lab”.  Redrawn  by  the  author  from  blue- 
prints norv  at  the  Graduate  Institute  of  Technology,  courtesy  of  Mr. 
Richard  Cochran. 
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< leased  onh  lo  71  students,  as  compared  to  (iO 
siiuleius  enrolled  in  the  last  few  years  at  the  Old 
State  Capitol  building  (fig.  14).  l ine  enough, 
the  design  was  improved  greatly  toward  efficiency 
and  die  decor  and  general  appearance  were  stich 
as  to  create  pride  in  the  minds  of  those  who  taught 
and  si  tidied  there.  Consistent  with  the  new  look, 
new  dissecting  tables  were  installed.  These  were 
fabricated  entirely  of  stainless  steel,  specially  made 
according  to  a design  by  Dr.  Banks,  Director  of 
Cxioss  Anatomy  (fig.  L5).  Tliere  were  certain  er- 
rors elsewhere,  however:  for  example,  the  cadaver 
storage  tanks  were  located  on  the  fifth  floor  in 
the  area  beliind  the  elevator  and  communicating 
with  the  workshop.  Detailed  specifications  and 
thotightfnl  design  did  not  prevent  the  oil  in  which 
cadavers  were  stored  from  finding  its  way  from 
the  tanks  to  the  floor  and  to  physiology  labora- 
tories below.  Since  the  physiologists  w'ere  tinable 
gracefully  to  become  inured  to  the  aroma  of  the 
aged  oil,  new^  tanks  w’ere  built  in  the  basement. 
Secondly,  only  half  of  the  staff  offices  were  pro- 
vided with  adjoining  research  laboratories.  This 
deficit  contintied  without  great  concern  until  the 
early  forties  w'hen  research  activities  of  the  staff 
began  to  increase.  Subsequently  the  area  occtipied 
by  the  unused  cadaver  tanks  was  converted  into 
an  office/laboratory  combination  and  a second 
room  for  research  and  small  animals.  This  ar- 
rangement obtained  until  the  medical  school  re- 
located w'estw'ard.  Thirdly,  space  and  tables  for 
gross  dissection  were  provided  for  136  students 
despite  the  fact  that  bench  space  for  the  other 


three  courses  was  limited  to  74  individtials.  Re- 
gardless of  this  a|)parent  limitation,  enrollment 
for  the  first  year  in  the  new  building  (1935-36) 
was  99  freshmen.  The  freshman  enrollment  snb- 
setpiently  fell  below'  80  students  only  for  the  twm 
years  at  the  conclusion  of  World  War  II.  The 
students  in  excess  of  the  74  initially  provided 
for,  were  accommodated  by  setting  up  individual 
small  tables  for  them.  In  some  years  every  nook 
ami  cranny  was  occupied  effectively. 

With  only  one  major  change,  the  physical  fa- 
cilities of  this  time  continued  until  the  move  to 
the  new'  medical  center  was  accomplished.  World 
War  II  imposed  demands  upon  medical  schools 
to  produce  physicians  at  a maximal  rate.  Since 
the  facilities  in  the  anatomy  department  had  been 
used  maximally  for  some  years,  only  by  increasing 
the  rate  of  admission  of  classes  could  the  output 


Figure  15. 

Stainless-steel  dissecting  table  with  cover  as  designed  by  Dr.  Jeff 
Banks  for  the  gross  anatomy  laboratory  on  McAlmont  Street.  Photo- 
graph of  the  manufacturer’s  model  now  in  the  department’s  history 
collection. 


Figure  14. 

These  two  conjoined  photographs  appeared  in  the  1941  Caduceus  and  are  the  onlv  known  interior  photographs  of  the  anatomy  labs  at  the 
McAlmont  medical  school.  In  the  one  on  the  left  with  the  class  at  work,  “Silver  Bill”  Langston  is  in  the  forefront  and  “Spider”  McCullough  in 
the  back  on  the  left.  The  photo  on  the  right  shows  the  gross  lab  from  the  north  end;  no  instructor  is  evident. 
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Ik-  increased.  I he  lieslnnan  class  of  die 
year  linished  the  academic  year  in  June  ol  1913, 
and  in  )nly  a new  Ireslnnan  began  its  term.  A 
new  class  was  accepted  each  nine  months  ttiuil 
19d()  when  the  piactice  eras  discontiniied.  I'hose 
Slimmer  months  dm  ing  these  years  were  dillicnlt, 
to  say  the  least.  Midaitertioon  labs  were  char- 
acteri/ed  by  nmiibers  ol  male  students  stripped  to 
the  waist.  I'lie  two  or  three  lemale  students  in 
each  class  were  exceptions,  needless  to  say.  Win- 
dow fans  were  installed  in  both  laboratories  lor 
these  summer  months,  and  these  36  and  -hS  inch 
fans  snccessfttlly  moved  the  air,  with  sheets  of 
lecture  notes,  both  student’s  and  faculty’s,  hitch- 
hiking on  the  breeze,  and  sometimes  ending  np 
outside.  lew  windotv  air-cc^nditioners  were  pm- 
chased  jiersonally  by  the  more  al fluent  faculty 
members.  It  seemed  that  the  lAiiversity  Con- 
troller, officed  in  the  cooler  mountains  of  north- 
west Arkansas,  could  not  condone  the  liixnry  of 
air-conditioners  in  Little  Rock. 

West  Markhesm  Street 

I he  need  to  improve  clinical  teaching  by  pro- 
viding hospital  facilities  ol  gieater  magnitude, 
modernity,  and  cptality  emerged  in  the  late  forties 
and  took  the  vanguard  in  promoting  a “medical 
center’’  for  the  people  of  Arkansas.  A minor  but 
definitely  a flanking  action  incorporated  also  the 
needs  for  increased  enrollments,  and  more  facil- 
ities for  faculty  research.  The  intricacies  of  po- 
litical maneuvering  which  resulted  in  the  present 
Medical  Center  is  a stoi7  too  involved  for  this 
treatise.  As  jtart  of  the  complex,  an  “educational 
building’’  of  nine  floors  ])rovided  for  the  depart- 
ments of  basic  medical  sciences,  the  School  of 
Xnrsing,  the  School  of  Pharmacy,  and  the  Library 
(fig.  16).  The  Department  of  Anatomy  was  a.s- 
signed  the  eighth  floor,  directly  under  the  Animal 
Quarters,  a disadvantage  it  bore  until  1971.  Every 
])lea  was  jiresented  to  the  architects  to  include 
necessary'  provision  for  containment  of  the  fluids 
which  certainly  would  reach  the  floor  of  dog  pens 
in  the  cjuarters.  This  reipiest  was  ignored  in  the 
name  of  economy,  a saving  which  in  the  ensuing 
fourteen  years  was  spent  many  time  over  repair- 
ing damage  produced  by  leaks.  Many  students 
carried  forward  souvenir  stains  on  text  and  note- 
books produced  by  urine  of  various  species.  When 
the  animal  tpiarters  were  relocated  in  1971  and 
the  Department  of  Pharmacology  occupied  the 
refurbished  ninth  floor,  the  problem  abated. 

.\s  initially  designed,  space  was  provided  both 


lot  a teathing  laboiatory  lor  (boss  Anatomy,  and 
a single  teaching  laboratoiy  for  both  Microscopic 
.\natomy  and  Neuroanatomy  (fig.  17).  wash- 
room locker  loom,  bone  storage,  and  workroom 
located  in  a ccntial  island,  opened  into  the  grcjss 
anatomy  laboratoiy  (fig.  hS).  From  the  other  side 
of  the  island,  a slide  storage  room  and  a demon- 
stration loom  communicated  with  the  micro/ 
nemo  laboratoiy.  Lhe  demonstration  room  was 
particularly  advantageous  since  either  demonstra- 
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Figure  1 fi. 

A view  of  tlie  first  cdiKa’.’onal  building  for  basic  sciences  on  tlie  West 
Markliain  site.  In  the  toreground  on  the  left  is  the  auditorium,  and 
on  the  right  is  the  \ " wing  of  the  hospital. 
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Figure  I 7. 

Floor  plan  of  the  department  as  initially  designed  for  the  educational 
building  on  the  West  Markham  Street  site.  Redrawn  bv  the  author 
from  blueprints  in  the  Physical  Plant  Office. 


Figure  18. 

A class  in  session  in  the  Gross  Anatomy  Laboratory  at  the  West 
Markham  site.  From  the  1974  Caduceus. 
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lions  or  test  slides  could  be  set  up,  and  students 
vvoidd  enter  one  door,  work  down  the  series  of 
microscopes,  and  exit  through  a second  door.  The 
room  may  well  be  remembered  unfavorably  as 
■'the  gauntlet”,  as  it  was  known  by  many  who 
"ran  it”  (fig.  19)  . In  the  micro/ neuro  laboratory 
sealing  space  was  provided  for  110  students.  Al- 
though only  92-9.5  students  entered  as  freshmen 
during  the  first  few  years  of  occupancy,  the  num- 
ber increased  in  increments  of  five  students  until 
110  were  being  admitted  during  the  period  1967- 
1971.  The  demand  for  more  physicians  to  serve 
the  people  of  Arkansas  made  itself  felt  on  the 
administration  of  the  Medical  Center  through  the 
agency  of  the  Legislature.  T his  was  countered  ad- 
ministratively on  the  basis  that  teaching  space  was 
being  fidly  utilized,  and  that  loss  of  accreditation 
might  occur  if  class  size  were  increased  without 
a proportionate  increase  in  faculty  strength.  For 
the  Department  of  Anatomy  a method  for  provid- 
ing space  for  additional  faculty  evolved.  The  lab- 
oratory portion  of  Microanatomy  and  Neuroanat- 
omy woidd  be  taught  in  the  pathology  laboratory 
when  it  was  not  in  use  for  sophomore  students. 
In  fact  medical  schools  across  the  country  were 
reviewing  their  priorities  in  the  early  60's  and 
deciding  that  financial  constraints  no  longer  per- 
mitted the  “luxury  of  convenience”  for  each 
course  to  own  its  individual  teaching  space.  This 
was  not  a jtopular  solution  in  the  view  of  the 
Department  of  Pathology,  however,  but  finally 
came  to  Iruition  in  the  late  60’s.  The  floor  plan 
in  fig.  17  consequently  was  modified  and  the  space 
previously  occupied  by  the  micro/neuro  labora- 
tory converted  to  a departmental  office  and  three 


Figure  19. 

Microscopic  Analoray  class  in  session  in  the  laboratory  at  the  West 
Markham  site.  Standing  are  Dr.  Langston  in  the  center  and  the 
author  on  the  right.  From  a color  transparency,  courtesy  of  Mr. 
Robert  Donaldson. 


laboratory/office  spaces  for  new  facidty  members 
(fig.  20).  Minor  changes  were  made  elsewhere 
to  provide  more  convenient  office/laboratory 
arrangements. 

Increases  in  faculty  strength  in  other  preclinical 
departments  occurred  also,  and  beginning  in  the 
fall  of  1972,  class  size  was  increased  by  10  stu- 
dents to  121.  Coincident  with,  but  not  because 
of,  this  increase  in  class  size,  one  of  the  significant 
improvements  in  laboratory  instruction  was  in- 
troduced. Closed  circuit  television  for  macro- 
viewing of  obstetrical  and  surgical  procedures  had 
been  used  in  the  medical  school  for  small  group 
teaching  for  several  years,  and  monitors  were  in- 
stalled in  the  freshman  lecture  room  for  these 
sessions.  Television  for  microscopic  study  was  still 
in  development,  and  only  custom-build  equip- 
ment was  available.  The  cost  was  far  beyond  the 
budgetary  capability  of  the  College  of  Medicine 
at  the  time,  although  the  method  appeared  to  be 
especially  suited  for  laboratory  instruction  in  Mi- 
croanatomy, Neuroanatomy  and  Pathology.  After 
purchase  costs  finally  fell  to  an  affordable  level, 
funds  for  the  purchase  of  a color  camera  and 
accessory  monitors  were  provided  in  1972  by  the 
College  of  Medicine.  With  the  advice  and  tech- 
nical assistance  of  the  newly  generated  Division 
of  Educational  Development,  the  teaching  staff 
initiated  in  1972  this  new  educational  technology. 
It  was  the  first  use  of  color  television  in  Arkansas 
for  viewing  tissues  microscopically  by  large 
groujts  of  students.  Figure  21  is  a photograph  of 
students  viewing  TV  monitors  in  the  laboratory. 

Early  in  1970  the  belief  in  the  need  for  larger 
entering  classes  emerged  again,  and  the  marshall- 
ing of  the  forces  of  the  State  Medical  Society,  the 
Legislature  and  the  University  to  this  end  is  de- 
scribed by  Bail'd*^.  A new  educational  building 
was  made  possible  by  more  than  18  million  dol- 
lars allocated  by  the  1973  Arkansas  General  As- 
sembly. The  new  facility  (fig.  22)  which  opened 


Figure  20. 

The  original  floor  plan  of  figure  16  was  modified  when  the  laboratory 
teaching  of  Microscopic  Anatomy  and  Neurosciences  was  moved  to 
the  Pathology  Laboratory.  The  conversion  to  office/laboratory  space 
is  shown  here  in  the  floor  plan  by  the  author  as  it  presently  exists. 
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lor  classes  in  llic  lall  ol  lO/li  j)r<)vic!ecl  inulti-use 
laboiaiories  loi  all  (ourscs  ol  all  colleges,  incliul- 
ing  Microscopic  Anatomy  and  Xeni osciences  as 
they  currenlly  are  named.  Four  laboratory  units, 
itrranged  in  a semi-circle  around  a television 
studio  (lig.  28),  ^^■ill  seat  d<S  students  in  each  unit 
when  sepal ated  by  temporary  partitions  or  a class 
ol  192  when  used  entirely,  .\djoining  the  labora- 
tories is  a huge  storage  room  trom  tvhich  mate- 
rials and  ecpiipment  are  issued  at  the  beginning 
of  each  laboratory  period,  and  to  which  they  are 
returned  at  the  conclusion.  Lecture  facilities  are 
provided  for  anatomical  subjects  in  one  of  two 
large  amphitheaters.  Each  seats  192  students  (tig. 
21),  with  tttidio-vistuil  facilities  for  slides,  movies, 
closed  circuit  television,  ovei  head  projection,  and 
chalk  boards  including  ultraviolet  fluorescent 
chalk.  Unfortunately  for  the  Department  of  Anat- 


Figure 21 . 

Students  in  Neuroscience  watching  one  of  the  several  monitors  located 
in  the  lahoratorv.  From  a color  transparency,  courtesy  of  Mr.  Robert 
Donaldson. 


Figure  22. 

Ne%v  educational  building  which  opened  in  1976,  housing  the  Library, 
College  of  Nursing.  College  of  Pharmacy,  and  many  new  classrooms. 
This  building  has  been  designated  Education  Building  II,  a rather 
unimaginative  and  impersonal  name.  The  older  educational  build- 
ing, seen  in  part  just  to  the  right  now  has  become  Education 
Building  I. 


omy,  the  enoneuus  oj)ini()n  was  held  that  the 
(boss  .Viiatomy  laburatory  could  tiot  be  located 
ill  the  new  building  withotit  malodorously  per- 
meating the  titmosphere  of  the  air  handling  sys- 
tem. 1 herelore  although  very  modem,  mostly 
coinenient,  and  esthetically  pleasing,  the  new  fa- 
cilities had  no  material  effect  in  increasing  the 
space  of  the  department  (see  Fable  3).  The  cen- 
tral supply  concept  did,  however,  relieve  students 
of  the  microscope  nuisance  problem.  Although 
the  medical  schocjl  had  lurnished  microscopes 
Irom  1910  ivhen  laboratory  st tidies  first  bectnne 
stibstantial,  a change  in  policy  in  1917  recpiired 
students  to  ftirnish  their  own.  This  policy  was 
in  ttn  n replaced  when  the  new  facilities  got  tmder- 
way.  d’his  was  a great  relief  to  students  who 
frecjucntly  had  been  forced  to  sjjencl  hundreds  of 
hard-to-get  dollars,  and  to  the  factilty  who  had 


Figure  23. 

.Students  at  work  in  a laboratory  in  the  new  Education  Building  II. 
Each  table  provides  for  four  students,  and  TV  monitors  are  dis- 
tributed at  critical  viewing  sites. 


Figure  24. 

A view  of  one  of  the  two  amphitheaters  in  Education  Building  IT 
as  currentlv  used.  The  192  seats  are  suspended  on  swing-out  pivots 
and  each  has  limited  reclining  capability.  The  bltxk  pillar  at  the 
back  left  contains  a folding  partition  which  can  separate  the  room 
into  two  smaller  amphitheaters. 
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been  inspecting  anti  certifying  old  and  used  scopes. 
.Students  now  pay  a small  fee,  less  than  rental 
fees  ill  the  1917-1977  period,  and  are  assured  of 
the  use  of  a quality  scope.  Examples  of  the  three 
lintages  are  shown  in  figure  25. 

'I'hus  in  its  first  100  years,  the  Department  of 
.\natomy  has  progressed  from  a place  in  a build- 
ing purchased  in  1879  for  $5,000,  to  participation 
in  an  educational  program  provided  with  more 
than  50  million  dollars  worth  of  physical  facilities 
(fig.  26).  Although  the  State  of  Arkansas  has  sup- 
ported financially  the  College  of  Medicine  and 
Medical  Center  for  only  the  last  65  years  of  the 
eentennium,  that  support  has  been  generous. 


Figure  25. 

In  this  figure,  on  the  left  is  illusliatcd  .a  1907,  SfiO-modcl  Leitz  micro- 
scope inscribed  on  the  base  ".Vrkansas  Industrial  University,  Medical 
Department,  No.  12  ” of  a series  of  twenty.  The  photograph  in  the 
center  was  made  of  a $500  llausdi  and  I.omb  microscope  representa- 
tive of  the  broad  period,  1917-1977.  Currently  used,  and  provided  bv 
the  medical  center,  are  microscopes  such  as  this  S900  binocular  scope. 


Figure  26. 

An  aerial  view  of  the  campus  looking  southwesterly.  1 — Student 

Residence  Building;  2 — Jeff  Banks  Student  Union;  3 — original 

educational  building;  4 — Education  Building  II;  5 — hospital;  6 — 

Barton  Research  Building;  7 — new  ambulatory  teaching  unit;  8 — 

Child  Study  Center. 

REFERENCES 

1.  Two  Centuries  of  .American  Medicine  1 776-1976— 
Bordlcy  HE  M.D.  and  A.  McCehee  Harvey,  M.D.  W.  B. 
Saunders  Co.,  Philadelphia,  1976. 

2.  Medical  Education  in  the  I’nitetl  States  and  Canada— 
Abraham  Flexner.  The  Carnegie  Foundation  for  the 
Advancement  of  Teaching,  1910.  Reprinted  by  Arno 
Press,  Inc.  1972. 

3.  First  .Annual  Announcement  of  the  Medical  Department 
of  the  Arkansas  Industrial  University;  Blocher  and 
Mitchell,  State  Printers  and  Binders,  1879. 

4.  Student  Admission  Procedures  at  The  Llniversity  of  Ar- 
kansas School  of  Medicine— Horace  N.  Marvin.  Jour. 
.Ark.  Med.  .Soc.,  July,  1974. 

5.  .Arkansas’ First  State  Capitol  1885-1947— Ned  Shank.  Ar- 
kansas Commemorative  Commission,  Little  Rock,  1977. 

6.  Medical  Education  in  .Arkansas,  1879-1978— W.  David 
Baird.  Memphis  State  FTiiversity  Press,  1979. 


TABLE  3. 


Distribution  of  Faculty  Space 


Bldg. 

T'otal 

Total 

Facultv 

Distribution  of  Faoultv  Space 

& 

S[)ace 

Space 

Office 

Private  Lab 

Gen.  Res.  Support  Gen.  .Admin.  Support 

Dates 

,Sq. 

( ' 

of  Space 

of  Space 

% of  Space 

% of 

Space 

Ft. 

Sq.  Ft.  % 

Sp.  Ft.  T'otal  F'lty  Sq.  Ft. 

Total 

F'ltv 

Sp.Ft.  Total  F'lty 

Sq.Ft. 

Total 

F’lty 

Old 

Capitol 

1912- 

1935 

5,204 

1,110  21 

400 

8 

36 

150 

3 

14 

315 

6 

28 

McAlmont 

1935- 

1958  9,586 

2,219  23 

712 

7 

32 

550 

6 

25 

804  8 36 

153 

2 

7 

West 

Markham 

1958- 

1968 

13,136 

4,357  33 

1,112 

8 

26 

2,170 

17 

50 

672  5 15 

403 

3 

9 

1968- 

1976 

17,415 

6,494  37 

1,536 

9 

24 

2,969 

17 

46 

1,162  7 18 

827 

5 

12 

1976- 

1979 

25,684 

6,774  26 

1,676 

7 

25 

3,109 

12 

46 

1,162  5 17 

827 

3 

11 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  269) 


HISTORY:  C.  C.  is  a 60-year-old  man  who  presented  to  the  hospital  because  of  a prolonged  episode  of  chest 
pain  associated  with  pallor,  diaphoresis,  and  nausea.  His  physical  examination  revealed  hypotension,  rales, 
and  an  S3  gallop.  His  ECG  on  admission  is  shown  below. 

Based  upon  his  presenting  picture  and  his  electrocardiogram,  which  of  the  following  remarks  are  true? 


A.  He  has  evidence  of  anterior  infarction. 

B.  A temporary  pacemaker  is  indicated. 

C.  A pulmonary  artery  catheter  is  indicated. 

D.  Cardiac  output  may  be  low  in  this  patient. 


John  W.  Watson,  M.D. 

Assistant  Professor 
Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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PUBLIC  HEALTH  AT  A GLANCE 


"Soy  Formula  Induced  Metabolic  Alkalosis " 


Watson  C.  Arnold,  M.D.,*  and  Sam  L.  Shultz,  M.D.** 


Ihe  Center  for  Disease  Control  was  notified 
in  July,  1979,  of  the  occurrence  of  metaliolic 
alkalosis  in  three  children  who  were  in^estin?  a 
soybase  formulad  Since  that  time,  over  200  chil- 
dren have  been  identified  who  developed  a meta- 
bolic alkalosis  secondary  to  the  ingestion  of  Neo- 
MullSoy  or  CHO  - free  (Syntex,  Palo  Alto,  Calif.). 
The  majority  of  the  children  were  between  two 
and  nine  months  of  age.  None  of  the  children 
died. 

'Pile  formula  was  found  to  be  chloride  deficient 
and  contained  only  1 to  2 niEcj  of  chloride.-  Rec- 
ommended dietary  allowances  for  chloride  in  in- 
fant formulas  from  the  Committee  on  Nutrition 
of  the  ;\merican  Academy  of  Pediatrics  is  11 
mEq/L  of  chloride.^  I'his  chloride  deficient  for- 
mula was  on  the  market  between  0(  tol)er.  1978, 
and  August,  1979.  The  majority  of  the  severely 
affected  children  shotved  a decrease  in  tveight 
gain  and  slocved  height  gain  that  returned  tcawards 
normal  after  tlte  chloride  deiicit  was  corrected."* 
The  long-term  follotv-up  of  the  children  indicates 
that  some  of  these  children  may  have  delayed 
developmental  milestones.'’ 

Five  patients  were  evaluated  for  metabolic 
alkalosis  from  NeoMullSoy'’  at  Arkansas  Chil- 
dren’s Hospital.  Each  jjatient  gave  a history  of 

•Director,  Pediatrics  Xcphrologv.  Arkansas  Children’s  Hospital  and 
Assistant  Professor  of  Pediatrics.  U.A.M.S.,  Little  Rock. 

••Director,  Infant  and  Child  Health  .Services,  .Arkansas  Department 
of  Health,  4yi5  West  Markham.  Little  Rock,  .Arkansas  72201. 


an  episode  of  spitting,  vomiting  or  diarrhea  after 
which  the  child  was  placed  on  a soybased  formula. 
All  the  children  "cvere  re  "erred  2-4  months  after 
the  initial  episode  of  vomiting  with  a history 
of  muscle  tveakness,  listlessness,  poor  feeding,  and 
poor  grotv’th.  Each  child  was  referred  by  a local 
physician  for  evaluation  when  metabolic  alkalosis 
was  noted  during  an  evaluation  for  failure  to 
thrive. 

Initial  lal^oratory  findings  for  this  group  were 
similar  to  those  of  Bartter’s  Syndrome  with  a 
metabolic  alkalosis  and  elevated  plasma  aldoste- 
rone and  renin  levels.  (Tal)le  1.)  The  metabolic 
alkalosis  was  easily  corrected  with  small  amounts 
of  potassium  chloride  (1-2  niEq/kg/d)  for  1-2 
weeks.  In  all  cases  the  laltoratory  indices  returned 
to  normal  after  chloride  replacement  and  the 
children  returned  to  the  pre\  ious  growth  cur\e. 
(Figure  1.) 

D iagnosis  of  NeoMullSoy  induced  metabolic 
alkalosis  was  made  in  retrospect  and  by  the  ex- 
clusion of  other  etiologies  of  metabolic  alkalosis. 
Discussion: 

Metabolic  alkalosis  usually  results  from  chlo- 
ride loss  and  hypovolemia.®’"  Contraction  of  the 
extracellular  fluid  volume  can  perpetuate  the 
alkalosis  by  increasing  proximal  tubular  sodium 
and  bicarbonate  reabsorption.  Hypokalemia  and 
excessive  aldosterone  secretion  may  contribute  to 
the  maintenance  of  the  alkalosis.  It  will  persist 


TABLE  1. 

LABORATORY  DATA  IN  CHILDREN  WITH 
METABOLIC  ALKALOSIS  FROM  NEOMULLSOY^ 

Arterial  Blood  Gases  Hormones 

Bi-  Serum  Electrolytes  Lhine  Electrolytes  Aldos  Renin  Sweat 


Pt. 

pH 

pCO? 

pO. 

carb 

Xa 

K 

Cl 

CO:’ 

BUN 

Creiit 

Ca+ 

Mg+ 

Xa 

K 

Cl 

pH 

pre 

post 

pre 

post 

Cort 

Chloride 

1 

7.52 

38 

93 

29 

137 

3.0 

80 

40 

21 

0.6 

11.7 

1.7 

1 

8 

10 

9 

429 

<5 

30 

— 

18 

2 

7.69 

26 

115 

32 

133 

2.8 

77 

31 

17 

0.7 

12.6 

2.6 

11 

51 

5 

5 

16 

— 

— 

— 

24 

8.5 

3 

— 

— 

— 

— 

125 

2.5 

66 

42 

20 

0.8 

10.9 

1.8 

1 

32 

0 

8 

49 

<6 

30 

<" 

22 

8 

4 

7.67 

34 

81 

39 

118 

2.8 

79 

32 

10 

_ 

— 

— 

36 

6 

12 

7 

— 

— 

— 

— 

— 

27 
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GROWTH  IN  CHILDREN  WITH 
METADOLIC  ALKALOSIS 
FROM  SOY  FORMULA 


BOYS 


AGE  IN  MONTHS 

Figure  1 
-5- 

until  the  chloride  and  potassium  deficits  are  re- 
paired. I’he  occurrence  of  these  cases  caused  liy 
the  ingestion  of  a low  chloride  formula  empha- 
sizes the  importance  of  volume  replacement  with 
chloride  containing  fluids  during  episodes  of 
vomiting  and  diarrhea.  y\  chloritle  deficit  may 
persist  even  in  mild  cases  of  vomiting  if  oral  chlo- 
ride intake  is  restricted. 

IVe  hyjwthesize  that  hypochloremia  and  meta- 
bolic alkalosis  may  have  been  present  during  the 
interval  between  the  initial  vomiting  episode  and 
the  sulxsequent  discovery  of  the  electrolyte  ab- 
normality. Renin  and  aldosterones  were  elevated 
in  most  of  the  patients  and  returned  to  normal 
with  a chloride  replacement.  Hypercalcemia  was 
present  in  three  of  the  patients  though  serum 
phosphorous  w:is  normal  anti  serum  magnesium 
was  at  the  lower  level  of  normal. 

There  is  currently  a trend  in  medicine  to  rec- 
ommentl  a low  sotlium  content  in  infant  foods  to 


prevent  tlie  later  development  of  hypertensittn. 
riie  otcurrence  of  metabolic  alkalosis  in  these 
patients  em|)liasizes  the  fact  that  there  is  a min- 
imal amount  of  sodium  and  chloride  that  must 
be  ingested  daily  in  order  to  ensure  growth  in 
childi  en. 

The  findings  of  minimtil  brain  dysfunction  aiul 
learning  disability  in  some  of  these  children  are 
troid)lesome.  Wliether  these  children  will  be  sig- 
nificantly hampered  in  school  has  not  yet  beeti 
determined,  d'he  reiKjrted  ttbnormalities  are  sim- 
ilar to  those  found  in  patients  who  have  recovered 
from  protein-calorie  malnutrition  and  may  Ire  a 
reflection  of  decreased  caloric  ititake  rather  than 
direct  CNS  injury.  An  evaluation  to  determine 
if  a child  may  have  been  affected  by  ingestion  of 
a chloride  deficient  soy  formula  is  available 
through  the  Arkansas  State  Department  of  Health 
or  Arkansas  Children’s  Hospital,  Nephrology 
Clinic. 

Several  groups  are  presently  conducting  long- 
term investigations  of  the  children  who  had  clocit- 
niented  metabolic  alkalosis  from  the  Icrw  chloride 
formidtts  tincl  referral  is  available  on  reejuest.  The 
centers  include  the  Center  for  Cotmnunical  Dis- 
eases in  Atlanta,  Bureau  of  Epidemiology,  At- 
latita,  Georgia  30333,  or  Dr.  Shane  Roy,  Depart- 
ment of  Pediatrics,  Ihiiversity  of  I’ennessee  Med- 
ical Center,  Memphis,  Tennessee. 
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Lawley,  James,  and  Jones 
in  Circulating  Immune  Complexes 

Alfred  Kahn,  Jr.,  M.D. 


Jt  has  been  known  that  immune  processes  may 
relate  to  clinical  disease  for  about  75  to  80  years. 
Serum  sickness  was  the  first  immune  disorder  ex- 
tensively studied  by  the  medical  profession.  In 
the  more  recent  j^ast,  there  has  been  a great  deal 
of  information  in  the  medical  literature  about 
immune  processes  and  certain  specific  illnesses. 
yV  great  deal  has  been  written  concerning  immune 
processes  and  kidney  disease.  Probably  the  next 
most  significant  advance  was  the  discovery  that 
( ire  ulating  immune  pi  ocesses  could  relate  to  many 
organ  .systems. 

Lawley,  James,  and  Jones  have  recently  pub- 
lished an  interesting  review  entitled  “Circulating 
Immune  Complexes:  1 heir  Detection  and  Poten- 
tial Significance  in  Some  Hepatobiliary  and  In- 
testinal Diseases.’’  dO  them  the  term  immune 
complex  means  the  combining  of  a specific  anti- 
body to  an  antigen;  this  is  without  reference  to 
the  type  of  immune  globulin  — and  the  antigen 
may  be  from  outside  the  body  or  inside  the  body. 
The  authors  point  out  that  when  an  antigen  and 
an  antibody  condiine  to  form  a complex,  serum 
complement  fall  sharply.  At  the  time  that  the 
antigen  and  antibody  form  the  immune  complex, 
tissue  damage  may  occur  in  certain  target  sites 
depending  on  the  nature  of  the  complex. 

Lawley,  et  al,  reports  that  the  immune  com- 
plexes seem  to  attach  to  tissues  by  means  of  vaso- 
dilatation associated  with  separation  of  endothe- 
lial cells  — possibly  resulting  from  the  release  of 
histamine  or  other  va.sdilating  agents.  Neutro- 
phils are  attracted  to  the  site  of  attachment  of  the 
immune  complexes,  d’he  neutrophils  release  de- 
structive enzymes  which  tend  tcj  damage  nearby 
tissues.  Some  immune  complexes  may  attach  to 
circulating  cells  as  lymjjhocytes,  in  addition  to 


fixed  tissue  cells.  These  “conditioned"  lympho- 
cytes may  play  some  specific  role  in  cytotoxicity, 
etc. 

I'he  assay  circidating  immune  complexes  can 
be  done  by  several  methods;  the  authors  describe 
five  techni(pies.  Non-specific  assays  are  reported 
— and  they  are  somewhat  insensitive.  Comple- 
ment-Protein interactions  are  reported  to  be 
accurate.  Reactions  with  antiglobulins  are  suc- 
cessfully useil.  Complement  receptor  reactions 
are  said  to  be  highly  accurate  and  rejnoducable. 
Lastly,  Fc  Receptor  dependent  reactions  are  used. 

Lawley,  et  al,  brought  up  an  interesting  point 
with  regard  to  normal  individuals,  namely  that 
normal  humans  may  protluce  immune  complexes 
occasionally  — probably  this  is  a very  short  lasting 
phenomenon  when  it  does  occur.  Immune  com- 
plexes are  cleared  from  the  circulation  by  the 
reticulo  endothelial  .system  — and  the  larger  com- 
plexes are  taken  out  of  the  blood  stream  faster 
than  the  smaller  ones.  Apparently,  in  experi- 
mental animals,  more  immune  complexes  can  be 
given  than  the  reticulo  endothelial  system  can  re- 
move — and  thus  the  tissues  could  be  the  site  of 
deposition  of  the  immune  complexes  — where 
damage  could  be  done. 

The  authors  report  that  in  hepatitis  B virus 
infection,  there  are  symptoms  which  suggest  that 
circulating  immune  globulins  have  been  formed 
including  joint  pain  rashes;  vasciditis  and  glo- 
merulonephritis may  relate  to  hepatitis  B sur- 
face, Antigen  anti-compliment  activity  is  said  to 
be  present  in  acute  hepatitis  type  B disease;  there 
are  other  evidences  too  of  circidating  immune 
complexes.  Certain  patients  with  chronic  hepa- 
titis have  circulating  immune  complexes.  Hepa- 
titis A may  be  associated  with  circulating  im- 
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mime  ('omjilcxes  but  llicir  role  in  |)i Diluting  is 
totally  unknown.  I’lie  same  is  true  ot  iion-A 
non-B  hepatitis. 

So-talleil  H.Bs.Vjj-Negative  thionic  active  hepa- 
titis has  been  stiulied  to  determine  il  immune 
complexes  play  a role  in  its  induction  and  per- 
petuation; the  results  are  unclear;  there  seems  to 
be  some  reasons  lor  anticipating  a role  ol  immune 
complexes  in  HB^Aj,  Positive  hepatitis.  In  chronic 
biliary  cirrhosis,  there  are  higher  levels  of  im- 
mnne  complexes  than  in  any  other  type  of  liver 
disease;  these  immune  complexes  are  thought  to 
bear  a relationship  to  at  tual  tissue  damage. 

Lawley,  et  al,  report  that  in  ulcerative  colitis, 
there  are  large  tpiantities  of  circulating  immune 
complexes.  The  presence  of  extra  hepatic  lesions 
as  arthritis,  ureitis,  skin  disorders,  etc.,  add  cred- 
ence to  the  belief  that  the  immune  complexes 
have  an  important  role.  They  report  that  the 


level  of  immune  tomplexes  jiarallel  disease  ac- 
tivity and  extra  intestinal  signs  of  the  disease.  In 
Crohn's  Disease,  similar  findings  have  been  made. 

Two  somewhat  unexpected  disorders  disiussed 
by  the  authors  were  celiac  disease  and  intestinal 
bypass  syiulrome.  The  relationship  ol  immune 
com[dexes  to  celiac  disease  remain  unclear.  Im- 
mune complexes  have  been  found  in  cases  of  in- 
testinal bypass  who  have  arthralgia. 

In  clositig,  Lawley  cautions  that  although  im- 
mune comjilexes  may  be  piesent  in  .some  gastro- 
intestinal disease,  it  is  not  certain  that  the  im- 
mune complexes  produce  the  disease  — or  it  they 
are  a so-to-speak  by-product  variation  in  the  level 
of  the  serum  immune  complexes  do  not  necessarily 
mean  enhanced  production  but  could  mean  de- 
creased removal.  This  is  an  interesting  area  of 
immunology  and  may  through  better  understand- 
ing  enable  us  to  control  these  serious  disorders. 


Othef  ' 


{From  UAMS  Library,  History  of  Medicine 
A rchives  Division.) 

Arkansas  Medical  Monthly 
\T1.  1 No.  1 April,  1880  p.  42 

The  sanitary  condition  of  this  city  is  extremely 
bad,  and  if  early  eTorts  are  not  made  toward  im- 
proving it,  the  coming  summer  will  certainly 
bring  some  pestilence  upon  us.  Almost  any  of 
our  alleys  joining  or  near  the  business  streets 
would  prove  an  irresistably  inviting  ‘hot-bed’  for 

the  propagation  of  an  epidemic. 

* * * * 

Some  of  our  medical  friends  are  advancing  con- 

jectures as  to  the  probability  of  striking  hot  water 
by  the  artesian  well  borers  now  at  work  in  this 
city.  It  would  be  cpiite  unfortunate  to  have  their 
anticipations  realized.  LTncle  Sam  would  institute 
suite  for  possession  of  the  property  at  once,  and 
he  is  invincible  in  law.  Besides,  the  supplies  of 
our  sister  city.  Hot  Springs,  might  thus  be  cut  off 

and  she  left  upon  cold  water. 

* * * * 

p.  4.S 

The  citizens  of  Little  Rock  are  very  much  dis- 
turbed about  the  payment  of  the  sanitary  tax 
assessed  against  them  by  the  city  authorities  to 
meet  the  quarantine  expenses  of  last  year.  The 
various  expenses  incidental  to  the  protection  of 
our  city  from  an  epidemic  have  been  compara- 


tively small,  but  the  cpiestion  of  meeting  them  has 
nevertheless  proven  cjuite  a disturbing  element  in 
our  midst.  Our  connection  with  the  cjuarantine 
interests  of  the  state  and  city  for  the  last  two  years 
has  placed  us  in  a position  to  embrace  many  ideas 
of  practical  import  upon  the  subject,  lii  fact, 
their  adoption  by  the  health  authorities  would 
relieve  us  in  future  of  all  financial  emliarrassment 
in  the  premises;  and  we  apprehend  that  to  all 
thinking  and  nnprejudicied  minds  they  will  carry 
a conviction  of  right.  Should  the  occasion  arrive 
which  demands  it,  we  intend  to  express  ourselves 
upon  the  subject. 

ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  patient  has  presented  with  history  sug- 
gestive of  myocardial  infarction.  His  ECG  reveals  sinus 
rhythm,  right  bundle  branch  block,  left  anterior  fasicular 
block,  and  Q-waves  in  V1-V3  plus  loss  of  R-wave  progres- 
sion in  the  chest  leads  suggestive  of  anterior  infarction. 
There  is  said  to  be  a 46%  rate  of  progression  of  RBBB 
and  LAFB  to  complete  heart  block  when  seen  acutely  with 
myocardial  infarction  and  many  authorities  recommend 
temporary  pacing.  Since  the  infarcts  that  result  in  this 
much  conduction  disturbance  may  be  very  extensive,  the 
patients  may  well  experience  low  output  states  and  with 
physical  evidence  of  cardiac  failure,  pulmonary  artery 
catheterization  may  yield  clinically  useful  information. 
Thus,  all  the  remarks  are  true. 
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THE  MONTH  IN  WASHINGTON 

In  the  Congress’  mad  rush  to  recess  and  get  out 
on  the  hustings  it  has  paid  little  attention  to 
specific  health  related  legislation.  The  budget 
reconciliation  process  has  imposed  added  strain 
to  a system  now  groaning  under  the  weight  of  try- 
ing to  do  too  much  in  too  little  time.  As  a 
result  many  measures  of  importance  to  medicine 

may  die  on  the  vine. 

# # * # 

In  the  face  of  opposition  from  many  in  the 
medical  research  community,  the  House  has  easily 
approved  historic  legislation  greatly  extending 
Congress’  control  over  the  federal  medical  re- 
search effort  at  the  National  Institutes  of  Health 
(MH). 

d'he  National  Cancer  and  Heart  and  Lung  In- 
stitutes, formed  dtiring  the  past  decade,  are  sub- 
ject to  the  Congressiotial  aitthorization  procedure, 
but  the  rest  of  NIH  has  remained  tmenc  ttmbered. 
As  a resitlt,  the  health  subcommittees  of  the  Sen- 
ate Human  Resotirces  Committee  and  of  the 
Hotise  Commerce  Committee  have  not  been  able 
to  exert  the  type  of  oversight  and  control  of  NIH 
activities  that  are  enjoyed  by  most  non-appropria- 
tions committees. 

Many  researchers  have  feared  that  authoriza- 
tion atithority  cottld  lead  to  more  political  dab- 
bling in  NIH  activities  and  possible  restrictions 
on  fttnding. 

In  an  effort  to  meet  these  objections,  the  House 
bill  allows  authorizations  to  be  provided  for  an 
additional  year  atitomatically  if  program  exten- 
sions tinavoidably  are  delayed;  and  sets  up  an 
overall  aitthorization  of  $100  million  to  assure 
that  unexpected  breakthroughs  in  research  wottlcl 
not  be  impeded  by  limits  in  authorization  levels. 

Althongh  the  appropriations  committees  have 
great  leeway  in  voting  funds,  they  are  limited  by 
law  from  exceeding  authorization  levels  estab- 
lished by  the  other  committees  in  Congress. 

d'he  issues  raised  by  the  legislation  were  serious 
enough  for  opposition  to  be  registered  by  four 
former  assistant  HEW  Secretaries  for  Health,  four 
previotis  directors  of  NIH,  the  American  Associa- 


tion of  Medical  Colleges  and  the  Association  of 
Professors  of  Medicine,  among  others. 

However,  supporters  of  the  bill,  led  by  Com- 
merce Subcommittee  Chairman  Rep.  Henry  Wax- 
man  (D. -Calif.)  and  ranking  GOP  member  Tim 
Lee  Carter,  M.D.  (R.-Ky.),  noted  that  the  Surgeon 
General  and  current  Assistant  Secretary  for 
Health,  Julius  Richmond,  M.D.,  and  Donald 
Freclerickson,  M.D.,  director  of  the  NIH,  have  in- 
dicated their  backing  of  the  measure. 

But  Capitol  Hill  observers  believe  there  is  little 
chance  differences  between  the  Senate  anef  Hottse 
version  of  the  bill  can  be  ironed  out  in  the  rush 
to  recess.  Nonetheless,  sponsors  of  the  contro- 
versial legislation  promise  they  will  be  back  with 
the  same  proposal  in  the  next  Congress. 

# # # # 

I’he  government  has  opened  a pilot  program 
of  reejuiring  drttg  mantifacturers  to  provide  jia- 
tient  package  inserts  for  10  drugs  or  classes  of 
drugs.  The  purpose  is  to  determine  whether  such 
inserts  are  a good  way  of  informing  the  pubfic 
and  whether  more  clrtigs  should  be  covered. 

Pharmacists  will  provide  the  leaflets  when  a 
jirescription  is  filled  initially. 

'The  drugs  involved  are  ampicillins,  benzodiaze- 
pities,  cimetidine,  clofibrate,  digoxin,  methox- 
salen,  thiazides,  phenytoin,  jiropoxyphene,  and 
warfarin. 

The  three-year  program  will  cost  an  estimated 
$21  million  a year  which  will  be  borne  by  the 
manufacttirers.  Eac  h pamphlet  will  cost  about  18 
cents,  a cost  that  will  be  reflected  in  the  cost  of 
the  drug.  The  Pharmaceutical  Manufacturers  As- 
sociation said  the  federal  action  is  “an  important 
first  step’’  toward  the  objective  of  getting  mean- 
ingful information  to  the  consumer. 

The  “inserts”  will  describe  what  the  drug  is  for, 
what  side  effects  may  occur  and  how  to  take  the 
drug  properly  to  get  the  most  benefit.  The  leaf- 
lets — scheduled  to  be  available  in  pharmacies  by 
mid-1981  — will  also  be  available  to  hospitals  and 
nursing  homes. 

The  drugs  chosen  for  the  pilot  program  include 
some  of  the  most  frequently  prescribed,  including 
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the  benzotlia/epine  category  ol  traiujuili/ers  which 
numbers  liln  ium  and  valium  among  the  familiar 
name  brands.  .Vhout  1(1  percent  of  all  new  pre- 
scriptions would  he  alfected. 

Health  and  Human  Services  Secretary  Pat 
Harris  told  a \Vashington,  D.C.,  news  conference 
that  many  of  the  six  millioti  cases  of  adverse  drug 
reaction  could  he  })revented  or  minimized  by 
giving  patients  more  information  about  their 
prescription  dritgs. 

Dtiring  the  evaluation  period,  the  FDA  will 
permit  the  testing  of  alternative  methods  such 
as  having  drug  inloiination  available  in  a book 
at  the  pharmacy. 

Under  the  benzodiazepines,  the  guideline  in- 
sert includes  both  a statement  that  special  pre- 
cautions tipply  to  the  use  of  the  drug  in  elderly 
patients  and  a statement  about  the  risk  of  the 
patient  developing  a dependence  on  the  drug. 
These  drugs  should  not  be  used  to  treat  anxiety 
or  tension  due  to  the  stress  of  everyday  life,  the 
leaflet  says.  It  cautions  against  using  alcohol 
while  taking  the  drtigs. 

W'arning  on  dependence  and  use  of  alcohol  and 
other  drugs  are  also  featured  in  the  propoxyphene 
insert.  Advice  is  given  in  case  of  an  overdose. 

Caution  against  exposure  to  sunlight  is  given 
for  methoxsalen. 

Patients  taking  phenytoin  are  urged  to  watch 
out  for  signs  of  toxicity.  A similar  warning  of 
toxicity  is  included  for  digoxiu. 

Clifibrate  may  increase  the  risk  of  having  gall- 
bladder trouble  or  getting  tumors,  according  to 
the  leallet.  Regular  blood  tests  are  urged. 

\V'arfarin  can  dangerously  interact  with  other 
drugs,  even  aspirin,  patients  are  notified.  Phy- 
sicians should  be  told  of  unusual  bruising  or 
bleedinar. 

o 

In  a rule  published  in  the  F'ederal  Register  .Sej> 
tember  12,  F’DA  set  forth  the  new  requirements 
and  published  draft  guidelines  for  the  ten  patient 
package  inserts. 

# * # * 

The  .\merican  Medical  Association  has  told 
Congress  the  National  Health  Service  Corjrs 
(N  HSC)  program  should  not  become  the  primary 
means  of  financing  medical  education  through 
federal  scholarships.  At  the  same  time,  the  AMA 
supported  the  goals  of  the  program  in  providing 
medical  personnel  to  “truly  under.served’’  areas. 

Joseph  Boyle,  M.D.,  vice  chairman  of  the  AMA 
Board  of  Trustees,  told  the  Senate  Labor  Sub- 


committee on  Health  that  the  AMA  sees  problems 
with  the  Corps  in  the  designation  of  shortage 
aretis  and  iu  the  placement  ol  corps  personnel. 

signilicant  step  to  alleviate  these  problems 
would  be  to  allow  input  in  the  placement  of 
corps  personnel  from  local  medical  societies,”  Dr. 
Boyle  said. 

Such  input  could  also  have  the  advantage  of 
increased  cooperation  between  practitioners  and 
work  to  increase  the  retention  rate  of  corps  per- 
.sonncl  in  the  communities  where  they  are  placed. 

Dr.  Boyle  said  that  ;is  more  studies  are  com- 
pleted it  will  be  easier  to  plot  the  future  of  the 
corps.  Until  sitch  studies  are  completed,  there 
should  be  no  increase  in  the  number  of  NHSC 
scholarships,  he  added. 

“For  the  corps  to  be  most  effective,  it  must 
work  as  an  adjunct  to  the  physician  in  private 
jjractice,”  said  Dr.  Boyle,  “only  through  the 
proper  allocation  of  corps  personnel  will  health 

manpower  shortage  areas  be  eliminated.” 

* * * * 

The  Senate  has  passed  and  sent  to  an  uncertain 
fate  the  health  education  assistance  bill  which 
discontinues  the  present  capitation  aid  piogram 
for  medical  schools. 

The  bill,  which  had  been  dangling  for  months, 
was  approved  with  only  brief  comment  and  by 
voice  vote. 

The  House-passed  medical  education  bill  is 
substantially  different,  projtosing  a three-year 
phase-down  of  capitation  aid,  among  other 
provisions. 

The  Senate  measure  proposes  a new  national 
priority  incentive  grant  jerogram  starting  in  fiscal 
1982  under  which  schools  which  undertake  cer- 
tain j)i ojects  — such  as  conducting  a certain  per- 
centage of  clinical  eductition  in  shortage-areas  — 
would  receive  grants  amounting  to  5250  per 
student. 

The  shortage  of  time  left  before  the  election 
recess  may  cause  the  final  congressional  disposi- 
tion of  the  bills  to  be  put  off  until  a lame  dnek 
session  ader  the  elections  or  the  legislation  may 
be  shelved  for  this  year  with  ;i  (ontiniung  resolu- 
tion to  keep  education  funds  flowing  at  their  cur- 
rent level  for  tinother  year.  In  this  event,  the 
new  Congress  would  have  to  tackle  the  issue  again 
next  year. 

* * * * 

The  Flonse  has  passed  legislation  protecting 
news  media  offices  from  arbitrary  searches  for 
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evidence  I)v  federal  officials.  The  measure  also 
calls  for  the  Attorney  General  to  draw  up  guide- 
lines to  jirevent  such  search  warrants  where  they 
woukl  intrude  on  the  confidential  relationship 
between  physician  and  patient  and  attorney  and 
client. 

1 he  AM.\  had  urged  that  the  bill,  similar  to 
one  approved  by  the  Senate  earlier,  cover  the 
medical  profession  as  well  as  the  news  media  in 
the  mandated  jirotection.  However,  the  bill’s 
backers  decided  to  limit  the  jirotection  to  the  first 
amendment  — freedom  of  speech  — area. 

I'he  Supreme  Court  of  1978  broadened  the 
scope  of  search  warrants  against  innocent  third 
parties  by  imposing  a standard  of  “reasonable- 
ness" in  a decision  that  sparked  a flood  of  protest 
from  the  news  media.  The  case  stemmed  from  a 
police  search  of  the  files  of  the  Stanford  U. 
newspaper. 

rite  legislation  essentially  would  overturn  the 
decision  as  it  applies  to  the  press. 

All  of  the  witnesses  at  the  hearings,  including 
the  press,  urged  that  the  protection  be  extended 
to  all  innocent  third  parties,  but  the  [ustice  De- 
partment expressed  reservations  about  such  an 
extension  beyond  the  news  media. 

* * # * 

I’he  Committee  lor  National  Health  Insur- 
;mce,  a labor-dominated  outfit  ferrmed  to  push 
the  labor  NHl  jilan  eleven  years  ago,  is  about 
to  go  out  of  business  unless  labor  leaders  decide 
to  resurrect  it. 

d he  head  of  the  committee  since  its  inception. 
Max  Fitie,  has  lelt  to  form  ;i  company  to  establish 
and  administer  self-insurance  health  plans  for 
companies. 

d'he  committee,  which  still  exists  on  pajter,  con- 
sists of  aliout  100  people  prominent  in  unions  or 
in  health.  Douglas  Fraser  of  the  United  Auto 
Workers  is  president. 

During  its  heychiy.  Fine  and  the  committee  were 
active  in  testimony  and  public  apjiearances  tout- 
ing the  broad  labor  NHI  jdan  also  endorsed  by 
,Sen.  Edward  Kennedy  (D.-Mass.).  The  collapse 
of  the  NHI  drive  in  Congress  and  the  steadily 
dwindling  support  for  the  type  of  national  health 
plan  supported  by  labor  has  helped  to  put  the 
committee's  activities  in  the  background  in  recent 
years. 

# * * # 


COUNCIL  MINUTES 
September  7,  1980 

I’he  Council  of  the  Arkansas  Medical  Society 
met  at  12:00  noon  on  Sunday,  September  7,  1980, 
in  the  Camelot  Inn,  Little  Rock.  Present  were: 
Burge,  Kutait,  Smith,  Shuffielcl,  Martin,  Duzan, 
Crow,  Gray,  J.  Bell,  P.  Bell,  Hestir,  Irwin,  War- 
ren, Sanders,  Harris,  McCrary,  Mann,  Jones, 
Jouett,  Henry,  Wilkins,  Lilly,  Phillips,  Andrews, 
Wynne,  Townsend,  Saltzman,  Verser,  Kolb,  Ap- 
plegate, Paid  Cornell,  Richard  Pearson,  James 
Weber,  Milton  Deneke,  Bob  Benafield,  Thomas 
Bruce,  Mrs.  Boop,  Mr.  Owens,  Mr.  Cearley,  Mr. 
Mitchell,  Mr.  Schaefer,  Carol  Hogue,  Ph.D., 
Marge  Brewster,  Ph.D.,  Don  Hill,  C.  C.  Long, 
Miss  Richmond,  and  Mr.  LaMastus. 

The  Council  transacted  business  as  follows: 

1.  Minutes  of  the  Executive  Committee  meetings 
held  on  Jidy  11th  and  Jidy  30th  cvere  presented 
for  approval  by  the  Council. 

Jouett  moved  that  the  section  of  the  minutes 
pertaining  to  the  winter  meeting  be  extracted 
for  a separate  vote  and  that  the  winter  meet- 
ing be  held  at  Idttle  Rock.  The  motion  lost. 
The  Council  then  approved  the  minutes  of  the 
Executive  Committee  for  Jidy  11th  and  Jidy 
30th  as  presented. 

2.  Chairman  Burge  then  rejiorted  on  actions  of 
the  Executive  Committee  taken  August  27th, 
as  follows: 

(1)  Approved  Medical  Society  support  of 
Amendment  59  to  the  State  Constitution; 

(2)  Approved  the  request  of  the  Arkansas  De- 
partment of  Human  Services  for  endorse- 
ment of  its  grant  proposal  for  funding  of 
a workshoj)  and  resource  development  for 
training  of  primary  care  jtroviders  in  alco- 
hol, drug  and  mental  health  programs; 

(3)  Recommended  that  the  Medical  Society 
group  plan  with  Blue  Cross-Blue  Shield 
not  be  expanded  to  include  employees  of 
physicians  and  their  families  because  of 
problems  encountered  in  implementation. 

Upon  motion  of  Wilkins,  the  actions  were  ap- 
proved by  the  Council. 

3.  Upon  motion  of  Wilkins,  the  Council  voted 
to  schedule  the  1984  Annual  Session  for  April 
1 1-15  at  the  Camelot  Inn  and  Convention  Cen- 
ter in  Little  Rock. 

4.  LIpon  motion  of  Wilkins,  the  Council  en- 
dorsed the  proposed  revision  of  the  State  Med- 
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ical  lioaicl's  "Regulation  10"  pertaining  to 
nnrse  pi aeiitioners. 

T).  Dr.  \'erser,  delegate  to  tlie  American  Medical 
.\ssociat ion,  rc])ortcd  on  the  recent  meeting 
ol  tlie  AM.V  House  ol  Delegates. 

().  (larol  llogne  ol  the  Ihiiversity  of  .\rkansas 
Medical  Sciences  Ciampns  discussed  the  pro- 
posetl  .\ikansas  Reproductive  Health  Moni- 
toring Program,  l^pon  motion  of  McCrary, 
the  Council  voted  to  go  on  record  as  support- 
ing the  projtosal. 

7.  rite  Council  heard  Mr.  Paul  Schaefer  discuss 
the  .\rkansas  Medical  Society  Employees 
Pension  Plan. 

Paul  Cornell  presented  a report  of  the  Ad  Hoc 
Committee  on  Study  of  the  Pension  Plan, 
which  contained  the  following  recommenda- 
tions: 

1.  That  the  pension  plan  for  Society  em- 
ployees be  changed  from  a defined  benefit 
plan  to  a defined  contribution  plan. 

2.  That  vesting  remain  the  same  as  in  the 
present  plan. 

3.  That  the  plan  not  include  a provision  for 
CPI  ailjustment. 

4.  That  the  Society’s  contribution  to  the  plan 
be  computed  on  the  basis  of  gross  salary, 
excluding  fringe  benefits.  Salary  was  de- 
fined as  included  bonuses. 

5.  That  the  Society  contribution  be  8%  of 
salary  with  a minimum  3%  mandatory 
contribution  by  the  employee. 

6.  The  Council  and  the  Pension  Board  of 
Trustees  give  special  consideration  to  the 
situation  of  Miss  Ehompson  inasmuch  as 
the  figures  presented  by  the  consultant 
showing  the  effect  on  retirement  benefit 
of  employees  indicated  that  this  employee 
would  be  penalized  by  the  change  to  a de- 
fined contribution  plan. 

Stanley  Applegate  presented  the  following  rec- 
ommendations ol  the  Board  of  Trustees  of  the 
Pension  Plan: 

1.  If  the  Council  feels  changes  must  be  made  in 
the  employee  retirement  program,  the  present 
plan  should  be  retained  for  the  three  fully- 
vested  employees  (Leah  Richmond,  Dorothy 
Thompson,  and  Peggie  Branham). 

2.  The  Council  should  be  reminded  that  a 10% 
limit  has  been  placed  on  the  CPI  adjustment 
under  the  pension  plan,  with  integration  of 
social  security  increases  to  further  reduce  the 


pension  benefit.  4 he  trusiees  Iclt  that  there 
should  l)e  no  further  reduction  in  this  pro- 
vision of  the  retirement  program  al  this  time. 

3.  If  the  Council  feels  that  any  significant 
changes  must  be  made  in  the  em|doyee  retire- 
ment program,  no  such  change  be  considered 
until  competitive  proposals  from  new  sources 
are  presented.  The  Board  further  recom- 
mended that  an  audit  of  the  present  plan,  in- 
( hiding  present  values  of  benefits,  be  made  by 
an  inde])endent  aetttary. 

McCrary  moved  that  the  Council  accept  the 
recommendations  of  the  Ad  Hoc  Committee 
with  two  exce])tions:  (1)  there  be  an  atmual 
review  by  the  Board  of  Trustees  to  monitor 
the  effect  of  inflation  on  the  retirement  bene- 
fit of  employees  and  that  the  Board  re])ort  to 
the  Council  on  the  monitoring  of  the  inflation 
factor,  and  (2)  that  appropriate  action  be  taken 
so  that  Miss  Thompson  and  Dr.  Long  would 
not  be  penalized  in  retirement  benefit  because 
of  the  change  to  the  defined  contribution  plan. 
■Second  by  Jones. 

Chairman  Burge  expressed  appreciation  to  the 
Ad  Hoc  Committee  for  their  work.  He  then 
asked  for  a show  of  hands  on  voting  members 
of  the  Council  present  and  asked  that  Council 
members  not  abstain  from  voting  on  the  issue. 
W^ilkins  made  a substittite  motion  that  there 
be  no  mandatory  3%  contribution  by  the  em- 
ployees. Mann  pointed  out  that  this  would 
reduce  the  retirement  fjenefit  of  the  employees. 
Figures  were  pre.sented  which  indicated  that 
four  employees  would  have  their  retirement 
benefit  reduced  if  such  a jrlan  were  adopted. 
Lilly  made  a substitute  motion  to  ])ostpone 
action  on  the  ])ension  plan  until  the  next  meet- 
ing so  that  the  Council  could  review  all  of 
the  information  made  available  to  the  Ad  Hoc 
Committee.  Second  was  by  Kutait.  The  mo- 
tion did  not  earn'. 

Andrews  then  made  a substitute  motion  that 
the  Council  accept  the  leport  of  the  .'\d  Floe 
Committee  with  the  following  exceptions: 

( 1 ) employees  not  be  retjnired  to  contribute 
3%,  of  their  salary  to  the  plan; 

(2)  the  Society  contribution  to  the  plan  be 
11%  of  salary  for  each  employee. 

The  motion  carried,  with  two  opposition  votes. 
The  motion  by  4Vilkins  was  then  withdrawn. 
8.  Payton  Kolb  reported  for  his  Ad  Hoc  Com- 
mittee on  an  Officers’  Retreat. 
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Upon  motion  of  McCrary,  the  Council  voted 
to  poll  officers  of  the  Society  to  determine 
probable  participation  in  a retreat.  If  as  many 
as  35  people  indicate  participation,  the  retreat 
will  be  held.  Participants  will  pay  for  their 
own  expenses,  with  retreat  to  be  held  October 
18-19  at  Indian  Rock  Resort.  The  motion 
carried. 


9.  Upon  motion  of  Jones,  the  Council  voted  to 
postpone  until  the  next  meeting  the  report  of 
the  Reorganizational  Study  Committee. 

The  Council  adjourned  at  4:12  p.m. 

John  P.  Burge,  M.D. 

Chairman 

***** 


keeping  up 


Category  1 

Continuing  Medicai  Education 
Programs  Avaiiable  in 
Arkansas 


RECURRING  EDUCATION  PROGRAMS 

Unless  otherwise  indicated,  programs  are  for  one  to  one  and  one-lialf  hours  Category  I credit. 

FAYETTEVILLE  — AHEC  - N W 

Medical  Teaching  Conference,  each  Saturday,  7:30  a.m.,  Washington  Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  January  15  and  February  5 and  19,  1:00  p.m..  Conference  Room. 

Pathology  Conference,  January  20  and  February  17,  3:00  p.m..  Conference  Room. 

Mortality  Conference,  January  8 and  February  12,  3:00  p.m..  Conference  Room. 

FORT  SMITH  — AHEC 

Tumor  Conference,  every  Tuesday,  12:00  noon.  Fourth  Floor  Cionference  Room,  Sparks  Regional  Medical  Center. 

HOT  SPRINGS  — ST.  JOSEPH’S  MERCY  MEDICAL  CENTER 

Arthritis,  January  0,  12:00  noon,  Ouachita  Memorial  Hospital. 

JONESBORO  — ST.  BERNARD’S  REGIONAL  MEDICAL  CENTER 

Interesting  Cases,  second  and  fourth  Tuesday,  12:00  noon.  Dietary  Conference  Room.  Sponsored  by  AHEC-NE. 
Tumor  Conference,  third  Tuesday,  12:00  noon.  Dietary  Conference  Room.  Sponsored  by  AHEC-NE. 

Medical  Lecture  Series,  each  Friday  except  third  Friday,  11:50  a.m.,  Dietary  Conference  Room.  Sponsored  by  AHEC-NE. 
Chest  Conference,  third  Friday,  11:50  a.m.,  Dietary  Conference  Room.  Spotisored  by  AHEC-NE. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Care  Conference,  each  Tuesday,  12:00  noon  to  1:00  p.m..  Dining  Room 

Central  Aikansas  Primary  Care  Conference,  second  Tuesday,  7:00  p.m.  to  9:00  p.m.,  Auditorium. 

Cardiopulmonary  Resuscitation  Course,  second  W’ednesday,  6:00  p.m.  to  midnight.  Human  Resource  Development  Area. 
Six  hours  Category  I credit. 

Emergency  Medicine  Conference,  every  other  Wednesday,  12:30  p.m.  to  1:30  p.m.,  Conference  Room  fp\. 

Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room 
NOTE:  January  1st  conference  cancelled. 

Surgery  Conference,  each  Thursday  except  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  ffl. 

Afiesthesiology  Conference,  third  Thursday,  7:00  a.m.  to  8:00  a.m..  Dining  Room  :ff3. 

As  arEanizations  accredited  for  continuinE  medical  education  by  the  Liaison  Committee  on  ContinuinE  Medical  Education,  the  orEaniutioni 
named  certify  that  these  continuinE  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
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LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Intrrhosl>ital  OI  Problems  Conference,  first  Mt)iKiay,  6:00  p.m.  to  7:00  p.in.,  Room  E155,  Education  ^Ving. 

Pediatric  Conference,  first  and  third  Monday,  12:30  jr.in.  to  1:30  p.m..  Room  E159,  Education  Wing. 

Interhospital  I'rology  Crand  Rounds,  first  Tuesday,  5:30  p.m.  to  6:30  p.m.,  Room  E159,  Education  Wing. 

Perifdieral  I'ascular  Disease  Conference,  third  Tuesday,  6:00  p.m.  to  7:00  p.m..  Room  E1.59.  Education  ^Ving. 
Neitropathology  Conference,  third  Tuesday,  5:00  p.m.  to  6:00  p.m..  Room  SI  169,  Laboratory. 

Pulmonary  Conference,  January  8 and  22,  12:00  noon  to  1:00  p.m..  Room  E159,  Education  ^^'ing. 

Cardiology  Conference,  January  15  and  29,  12:00  noon  to  1:00  p.m..  Room  E159,  Edncaiion  ^Ving. 

LITTLE  ROCK — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Internal  Medicine  Grand  Rounds,  each  Tuesday,  8:00  a.m.  to  9:00  a.m..  Education  I .Auditorium. 

Neuroradiology  Conference,  each  Wednesday,  4:00  p.m.  to  5:00  p.m..  Department  of  Radiology  Conference  Room. 
Radiology  Continuing  Education  Lecture  Series,  two  ^VTdnesdays  each  month,  6:00  p.m.  to  7:30  p.m..  Department  of 
Radiology  Conference  Room. 

Categorical  Course  in  Radiology,  each  weekday  except  \VTdnesday,  4:15  p.m.  to  5:00  p.m.,  ^Vednesday,  5:00  p.m.  to  5:45 
p.m..  Department  of  Radiology. 

Psychiatry  Grand  Rounds,  each  non-holiday  Thursday,  12:30  p.m.  to  1:30  p.m..  Child  Sttidy  Center  Aitditorium. 

PINE  BLUFF  — AHEC-SW 

Obstetrics  and  Gynecology  Conference,  second  Monday,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Family  Practice  Conference,  first,  third,  and  fottrth  Monday,  12:30  p.m.,  Classroom  B,  Jefferson  Hospital. 

Psychiatry  Conference , each  Tuesday,  12:30  p.m.,  A-V  Classroom,  Melville  Library,  AHEC-Pine  Bluff  Building. 
Southeast  Arkansas  Medical  Lecture  Series,  fourth  \Vednesday,  6:30  p.m.  to  9:00  p.m.,  dinner  meeting  at  local  restaurant. 
Surgical-Medical  Subspecialty  Conference,  first  Wednesday  of  alternate  months,  12:30  p.m..  Classroom  B.  Jefferson  Hospital. 
Surgery  Conference,  first  ^Vednesday  of  alternate  months,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Internal  Medicine  Conference,  second  and  fourth  Wednesday,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Pediatric  Conference,  third  AVednesday,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Radiology  Conference,  second  AVednesday,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Chest  Conference,  each  Friday,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 


PERSONAL 


Chief  Of  Staff 

Dr.  Joe  P.  Rouse  has  Ijeen  chosen  as  the  new 
Chief  of  .Staff  at  Fayetteville  City  Hosjrital.  The 
outgoing  Chief  of  Staff  is  Dr.  James  K.  Patrick. 
Other  officers  are:  Dr.  Johnny  Adkins  as  \hce- 
Cliief  of  Staff  and  Dr.  Linda  Mark  land  as 
Secret  ai7-T  teas  it  r er . 

Cherokee  Village  Radiologist 

Dr.  I.ewis  Allen,  formerly  of  Shawnee  Mission, 
Kansas,  has  joined  the  staff  of  the  Eastern  Ozarks 
Community  Hosjrital  in  Cherokee  Village. 
Medical  Library 

I'he  medical  library  at  the  Osceola  Memorial 
Hospital  has  been  named  the  “Dr.  L.  D.  Massey 
Librai^.”  Dr.  Massey  was  honored  for  his  many 


AND  NEWS  ITEMS 


years  of  medical  jiractice  and  his  work  in  stimu- 
lating interest  in  the  medical  jirofession  among 
Osceola  High  School  students.  Dr.  Massey  re- 
ceived a jdaqne  from  the  medical  staff  as  a tribute 
to  his  years  of  .sendee  and  tledication. 

New  Office 

Dr.  Richaril  L.  Burnett  of  Mountain  Home  has 
recently  moved  into  his  new  medical  office  at  4-Ll 
Hosj)ital  Drive.  He  was  formerly  with  the  Saltz- 
man-Gnenihner  Clinic. 

Delta  Hills  HSA 

Dr.  ‘William  R.  Green  of  Jonesboro  has  been 
ajijjointed  to  the  Board  of  Directors  of  the  Delta 
Hills  Health  Systems  Agency.  Dr.  Don  Vollman 
of  Jonesboro  rotated  off  the  Board. 
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Newport  Surgeon 

Dr.  Hoii  K.  Poon,  a General  Surgeon,  has 
opened  an  ollice  in  Newport.  He  will  do  general 
practice  as  well  as  surgery. 

Meeting  In  England 

Dr.  Edward  Hammons  of  Forrest  City  repre- 
sented tlie  .\i  kansas  Chajtter  of  the  American  Col- 
lege of  Emergency  Physicians  at  the  recent  meet- 
ing ol  the  International  Congress  on  Pre-Hospital 
(iare  in  Brighton,  England.  Dr.  Hammons  is 
jrresident  of  the  state  chapter  of  the  College  of 
Emergency  Physicians. 

Change  Of  Office 

Dr.  H.  Wade  Westbrook,  WAst  Memphis,  has 
moved  his  ollice  to  Suite  204  of  the  Professional 
Building  at  228  I'yler. 

Dr.  Kirby  Speaks 

Dr.  Henry  V.  Kirby  of  Harrison  recently  ad- 
dressed the  Boone  County  Hosjrital  and  Genea- 


logical Society  on  the  topic  of  “Evolution  of 
Local  Medicine.” 

Air  Force  Award 

Dr.  John  Ciller,  Jr.,  of  El  Dorado,  has  been 
selected  as  Otitstanding  Aerospace  Physician  of 
the  Year  in  the  Air  Force  Reserve.  Dr.  Ciller,  a 
Colonel,  is  Commander  of  the  917th  TAG  Clinic 
(Reserve)  at  Barksdale  Air  Force  Base  in 
Louisiana. 

Mena  Physician 

Dr.  Larry  Price,  formerly  of  Mt.  Ida,  has  opened 
an  office  in  Mena.  Dr.  Price  is  a General 
Practitioner. 

Little  Rock  Physician  Honored 

During  the  annual  bancjuet  of  the  Arkansas 
Region  of  the  American  College  of  Physicians, 
Dr.  S.  William  Ross  of  Little  Rock  was  jrresented 
the  Robert  Shields  Abernathy  Award.  The  award 
is  given  for  outstanding  educational  and  clinical 
achievements  and  high  ethical  standards. 


Dr.  Robert  G.  Lassonde 

Dr.  Robert  Lassonde  is  a new  member  of  the 
Craighead-Poinsett  County  Medical  Society.  He 
was  born  in  Montreal. 

Dr.  Lassonde’s  pre-med  education  was  at  St. 
Laurent  College.  In  1966  he  was  graduated  by 
the  University  of  Montreal  Faculty  of  Medicine. 
His  internship  was  served  at  St.  Luc  Hospital  in 
Montreal  and  his  residency  at  St.  Luc  Hospital 
and  Notre  Dame  Hospital,  Montreal. 

Dr.  Lassonde  held  a teaching  position  in  Post 
Graduate  Education  with  Quebec  Urological  As- 
.sociation.  From  1971  to  1980,  he  practiced  at  Mer- 
cier  Hospital,  St.  Hyacinthe,  Quebec,  Canada. 
Dr.  Lassonde  held  the  positions  of  Chief  of  Urol- 


ogy and  Chief  of  Staff  during  his  association  with 
the  Honore  Mercier  Hospital. 

A Urologist,  Dr.  Lassonde  has  his  office  at 
3100  Apache  Drive  in  Jonesboro. 

The  Crawford  County  Medical  Society  has 
added  two  new  members  to  its  roll: 

Dr.  Thomas  J.  McHattie 

.Y  native  of  Canada,  Dr.  Thomas  McHattie  was 
graduated  by  the  University  of  Saskatchewan  in 
1965  with  a B.A.  In  1969  he  received  his  medical 
degree  from  the  University  of  Saskatchewan  Col- 
lege of  Medicine. 

Dr.  McHattie  seiwed  his  internship  at  Univer- 
sity Hospital,  Saskatoon,  Saskatchewan.  His  resi- 
dency was  served  at  Hurley  Hosjjital,  Flint,  Mich- 
igan, and  the  University  Hospital,  Saskatoon. 
From  1973  to  1980,  he  practiced  in  Regina, 
Saskatchewan. 

Dr.  McHattie  has  his  office  for  the  practice  of 
Obstetrics-Gynecology  at  Chestnut  and  20th  in 
Van  Bnren. 

Dr.  Aubrey  L.  Travis 

Dr.  Aubrey  Travis  was  born  in  Winnipeg, 
Manitoba,  Canada. 

Dr.  Travis’  pre-med  education  was  at  Univer- 
sity of  Manitoba,  Winnipeg,  Canada,  and  Prince 
of  Wales  College,  Charlottetown,  Prince  Edward 
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Islaiul.  In  1!)58  lie  was  granted  his  medical  de- 
gree by  the  Dalhoiisie  University  Facnlty  ol  Medi- 
cine, Halilax,  Nova  Scotia.  His  internsliip  was  ;it 
X'ictoria  (General  Hospital,  Halilax,  Nova  Scotia. 

From  1958  to  1980,  Dr.  d'ravis  practiced  with 
the  Drytlen  Medical  Ulinic,  Dryden,  Ontario. 

Dr.  'Fravis  is  a F'amily  Ft actitioner.  His  ollice 
is  located  at  East  Maiti  and  20th,  Van  Bnrcn. 

Dr.  Richard  J.  Babaian 

Dr.  Richard  |.  Babaian,  a tiew  member  of  the 
Pulaski  County  Medical  Society,  was  born  in 
Bronx,  New  York. 

Dr.  Babaian’s  pre-med  cditcation  was  at  FMrtl- 
ham  Elniversity  in  Bronx.  In  1972  he  was  grad- 
uated by  the  Georgetown  University  School  of 
Medicine  in  Washington,  D.C.  His  internship 
and  Surgei7  residency  were  at  the  University  of 
Wisconsin  Medical  College.  From  1974  to  1977, 
Dr.  Babaian  held  a Urology  residency  at  the  Elni- 
versity of  North  Carolina  School  of  Medicine. 
.Another  residency  in  Urological  Oncology  was 
served  at  M.  D.  Ander.son  Hospital  in  Houston. 
He  is  certified  by  the  American  Boat  cl  of 
Oncology. 

Dr.  Babaian  practices  Urologic  Oncology  at 
4301  W^est  Markham.  He  is  associated  with  the 
Department  of  Urology  at  the  University  of  Ar- 
kansas College  of  Medicine. 

I'he  Washington  County  Medical  Society  has 
accepted  two  new  members: 

Dr.  Robert  W.  Dow 

A native  of  Odessa,  I’exas,  Dr.  Robert  W.  Dow 
received  his  pre-med  education  at  the  University 
of  Oklahoma.  In  1976,  lie  W'as  graduated  by  the 
Elniversity  of  Oklahoma  School  of  Medicine. 

Dr.  Dow  served  his  internship  at  St.  Paid  Ram- 
sey Hospital  in  St.  Paid,  Minnesota.  From  1977 
to  1980,  he  was  in  residency  at  the  Elniversity  of 
Minnesota  Medical  School,  Department  of 
Neurology. 

board  certified  Neurologist,  Dr.  Dow  has  his 
office  at  3000  Market  Street  in  Fayetteville. 

Dr.  James  L.  Lesniak 

Dr.  James  Lesniak  was  born  in  Pittsburgh, 
Pennsylvania. 

Dr.  Lesniak  was  granted  a B.A.  in  1905  by  La 
Salle  College,  Philadelphia,  Pennslyvania.  In 
1969,  he  was  graduated  by  the  Medical  College  of 
Wisconsin.  His  internship  and  a General  Surgery 
residency  were  at  Mercy  Hospital  in  Pittsburgh. 
From  1971  to  1973,  he  served  with  the  United 
States  Navy.  After  his  tour  with  the  Navy,  Dr. 


Lesniak  i oinjileleil  an  Anesthesiology  residency  at 
the  Medical  College  of  \Visconsin. 

Before  beginning  practice  in  Fayetteville,  Dr. 
Lesinak  practiced  for  ihree  years  in  Fort  Lauder- 
dale, Florida.  He  is  certified  by  the  American 
Boaitl  of  Anesthesiology. 

Dr.  Lesniak's  of  I ice  is  located  at  1391  Etlgehill 
Drive  (Post  Office  Box  1062)  in  F'ayetteville.  He 

is  in  the  practice  of  Anesthesiology. 

# * * * 

COURTESY  MEMBERS 
Dr.  Charles  R.  Gosnell 

I he  Pulaski  Cotmty  Medical  Society  has  ac- 
cepted Dr.  Charles  Gosnell  as  a courte.sy  member. 
He  is  serving  a Nuclear  Medicine  Fellowship  at 
the  Ebnversity  of  Arkansas  College  of  Medicitie. 

TO 

COME 

1981 

March  2-4 

“The  Diagnosis  and  Treatment  of  Reye’s  Syn- 
drome.” National  Institutes  of  Health  Con,sensus 
Development  Conference.  Masur  Auditorium, 
NIEI  Clinical  Center  (Builditig  10),  Bethesda, 
Maryland.  F'or  further  iidormation,  contact:  Dr. 
Joseph  S.  Drage,  Chief,  Development  Neurology 
Branch,  NDP,  NINCDS,  Room  816,  Federal 
Building,  7550  Wisconsin  Avetiue,  Bethesda, 
Marylanil  20205,  phone  (301)  496-6701. 

March  22-25 

Sonlinvest  Allergy  Fornm  Annual  Meeting. 
Arlitigton  Hotel,  Hot  Springs.  Hour- for- Hour 
Category  I credit  wdll  be  granted.  For  further 
itifoi ination,  contact  Dr.  Purcell  Smith,  Jr.,  Gen- 
eral Chaitmati,  Post  Office  Box  5675,  Little  Rock, 
Arkansas  72215. 

April  6-10 

CAinical  Anesthesiology  for  Goieral  Practition- 
ers. Elniversity  of  Oklahoma  College  of  Medicine. 
Forty  credit  hours  iti  Category  1 of  the  Physician’s 
Recognitioti  .Award  of  the  .A.M..A.  Registration 
.f225.  Deadline  for  registration,  March  23.  For 
more  information,  contact  Barbara  Tichenor, 
Office  of  Continuing  Medical  Education  (405) 
271-2350. 
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Dear  Doctors  and  Doctors’  Wives 
throughout  Arkansas: 

I would  like  to  make  a serious  request  to  you 
for  donations  to  AMA-ERF.  I think  the  follow- 
ing portion  of  a letter  from  Dr.  Tom  Bruce,  Dean 
of  the  University  of  Arkansas  College  of  Medicine, 
written  to  explain  the  meaning  of  the  term  “un- 
restricted funds”  also  describes  the  great  need  at 
this  particular  time  for  extra  giving  for  our  med- 
ical students: 

“...every  single  cent  of  the  AMA-ERF 
money  has  been  used  now  and  in  the  past  to 
support  needy  students  in  getting  through  med- 
ical school.  The  term  ‘unrestricted’  is  a tech- 
nical device  to  keep  AMA-ERF  money  out  of 
the  general  University  coffers,  in  which  instance 
it  would  go  to  pay  faculty/staff  salaries  and 
other  general  educational  support  costs.  We 
cannot  support  directly  students  with  our  state- 
appropriated  (restricted)  account  funds,  and  so 
it  is  important  to  differentiate  ‘unrestricted’ 
from  ‘undesignated’.  The  entire  contribution, 
as  I have  indicated,  is  designated  as  financial 
aid  to  needy  students,  ordinarily  those  who  are 
stretched  beyond  their  loan  capacity  or  those 
who  have  unexpected  emergency  needs  not  en- 
visioned at  the  beginning  of  the  year. 

“This  policy  of  using  the  AMA-ERF  funds 
for  student  support  is  in  keeping  with  our  use 
of  the  funds  in  the  past  as  a 1 to  10  match 
for  Federal  student  assistance  funds.  When  the 
Federal  program  was  dropped  by  Congressional 
action,  we  switched  the  AMA-ERF  matching 
funds  to  direct  student  support. 

“Let  me  emphasize  that  the  need  for  financial 
support  for  our  students  is  greater  today  than 
at  any  time  in  our  history.  Our  best  estimate 
of  the  1980-81  cost  to  a freshman  medical  stu- 
dent (unmarried)  at  the  FTniversity  of  Arkansas 
is  $7,206  per  year  for  tuition,  insurance,  books, 
equipment,  room,  board  and  miscellaneous  ex- 
penses. We  have  146  students  enrolled  this  year 
whose  parental  combined  incomes  are  less  than 
$15,000  per  year  (84  are  less  than  $10,000  per 
year).  So  you  can  see  what  a terrible  problem 


our  students  are  facing,  and  adequate  loans 
have  simply  not  been  available  to  all  those  in 
need.  Without  the  help  of  the  approximately 
$10,000  donation  w4iich  we  receive  each  year 
from  the  AMA-ERF  we  simply  would  be  in 
dire  straits  and  some  students  likely  would  have 
to  be  dropped  because  of  financial  constraints.” 

The  Auxiliary  can  send  a card  stating  that  a 
donation  has  been  made  “in  appreciation  of  serv- 
ice” to  physicians  who  have  treated  your  family. 
Contact  Mrs.  J.  Larry  Lawson,  ARA-ERF  State 
Chairman,  Route  3,  Box  14,  Paragould,  Arkansas 
72450. 

Sincerely, 

Mrs.  Warren  Boop,  Mrs.  J.  Larry  Lawson 

President  AMA-ERF  State 

Arkansas  Medical  Society  Chairman 
Auxiliary 

O 

B I T U A R Y 

DR.  OLEN  BRIDGES 

Dr.  Olen  Bridges  died  October  28,  1980.  He 
was  born  August  9,  1925. 

A graduate  of  Henderson  State  University  and 
the  University  of  Arkansas  College  of  Medicine, 
Dr.  Bridges  completed  his  residency  training  at 
St.  Vincent  Infirmary.  He  had  practiced  medi- 
cine in  Searcy  since  1957.  Dr.  Bridges  was  a World 
War  II  veteran. 

Dr.  Bridges  is  survived  by  Dr.  Mike  Bridges  of 
Bald  Knob,  his  son,  another  son  and  six  daughters. 

DR.  LON  REED 

Dr.  Lon  Reed  of  Hot  Springs  died  October  25, 
1980.  Dr.  Reed  was  born  September  20,  1901.  He 
was  a 1935  graduate  of  the  University  of  Tennes- 
see College  of  Medicine  at  Memphis. 

Dr.  Reed,  a retired  general  practitioner,  was  a 
member  of  the  First  Baptist  Church,  Hot  Springs 
Lodge  No.  62  F&AM,  Royal  Order  of  Jesters,  Elks 
Lodge,  Garland  County  Medical  Society,  South- 
ern Medical  Association  and  American  Medical 
Association.  He  was  a Fifty-Year  32nd  Degree 
Mason  and  a Shriner. 

Dr.  Reed  is  survived  by  his  wife,  Mrs.  Eliza- 
beth Parr  Reed,  and  one  son. 
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DR.  ROY  SCHIRMER 

l)i  . Ivoy  Schirmer,  born  November  2,  1906,  died 
()ctoi)cr  12,  1980. 

Dr.  Schirmer  was  graduated  from  the  Univer- 
sity of  Tennessee  Medical  School  in  19,^3.  During 


World  War  11,  he  served  with  tlie  ITnited  States 
Army  Medical  Uorps.  Dr.  Schirmer  had  practiced 
in  Fort  Smith  for  31  years,  specializing  in  Allergy. 

Dr.  Schirmer’s  wife,  Coye,  and  one  son  survive 
him. 


RESOLUTIO 


DR.  BILL  DAVE  STEWART 

WHEREAS,  the  members  of  the  Pulaski  County 
Medical  Society  note  with  sincere  sorrow  the  re- 
cent death  of  our  esteemed  colleague.  Bill  Dave 
Stewart,  M.D.,  and 

M^’HEREAS,  Dr.  Stewart  had  been  a highly  re- 
spected member  of  the  Society  for  35  years  and 
had  established  an  enviable  reputation  in  the 
medical  community;  and 

WHEREAS,  he  was  highly  respected  in  his 
chosen  field  of  surgery  both  by  his  fellow  phy- 
sicians and  by  his  jiatients. 

BE  IT  TFIEREFORE  RESOLVED; 

THAT,  this  resolution  be  made  a part  of  the 
permanent  archives  of  the  Society;  and 

THAI’,  a copy  of  this  resolution  be  forwarded 
to  Dr.  Stewart’s  family  as  an  expression  of  our 
deepest  sympathy;  and 

THAT,  a copy  be  forwarded  to  the  Journal  of 
the  Arkansas  Medical  Society  for  publication. 

By  the  Direction  of  the  Memorials  Committee 

T.  Duel  Brown,  M.D.,  Chairman 

Robert  Watson,  M.D. 

Henry  Hollenberg,  M.D. 

Pulaski  County  Medical  Society 


DR.  ROY  E.  SCHIRMER 

WHEREAS,  God  in  His  infinite  mercy  has  seen 
fit  to  call  from  our  midst  Dr.  Roy  E.  Schirmer, 
and 

\V^HEREAS,  Dr.  Schirmer  has  faithfully  served 
his  patients  in  the  community  at  large  through- 
out his  entire  medical  career,  and 

WHEREAS,  Dr.  Schirmer,  during  his  years  of 
practice,  has  reflected  the  highest  ideals  of  his 
profession,  and 

\VHEREAS,  in  Ids  devotion  to  family,  church 
and  friends,  he  exemplified  the  best  in  man,  and 

WHEREAS,  the  Sebastian  County  Medical  So- 
ciety monrns  his  loss 

IHEREEORE,  BE  11’  RESOLVED,  by  the 
Sebastian  County  Medical  Society,  in  its  regular 
meeting  on  Octolter  14,  1980,  hereby  adopts  these 
Resolutions  ami  directs  that  a copy  be  spread  on 
the  Minutes  of  the  Society  and  that  a copy  be 
furnished  the  family  and  that  a copy  be  published 
in  the  Journal  of  the  Arkansas  Medical  Society. 

ADOPTED  BY: 

Sebastian  County  Medical  Society 

Charles  Bailey,  M.D. 

President 
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Just  what  do  you  get 
for  your  AMA  dues? 

American  Medical  News,  and  one  of  nine  spe- 
cialty journals. 

There’s  the  AMA  Members  Retirement  Plan. 
Professional  practice  management  information 
and  guides. Authoritative  legal  information. Con- 
tinuing medical  education.  The  nation's  largest 
physician  placement  service.  The  research  re- 
sources of  one  of  the  nation's  greatest  medical 
libraries. 

These  are  just  a few  of  the  broad  range  of 
benefits  you  get  for  your  dues.  Even  more  impor- 
tant, you  get  a strong  and  effective  spokesman  to 
represent  you,  your  interests,  and  your  views. 


You  get  a package  of  personal  and  professional 
benefits  and  services  that  are  the  most  extensive 
of  any  professional  organization. 

You  get  group  insurance  programs  that  pro- 
vide coverage  at  far  lower  costs  than  individual 
coverage.  They  include:  Group  Life  Insurance, 
Excess  Major  Medical,  Disability  Income  Insur- 
ance, Supplemental  "In  Hospital"  Insurance, 
Accidental  Death  and  Dismemberment  Plan,  and 
Office  Overhead  Insurance, 

You  get  publications  to  keep  you  abreast  of 
medical  and  health  developments:  JAMA, 


j , 


Join  us. 

We  can  do  much  more  together. 

Dept,  of  Membership  Development 

American  Medical  Association 

535  N.  Dearborn  St. /Chicago,  IL  60610 

Please  send  me  more  information  on  the  AMA 
and  AMA  membership. 

Name ^ — 

Address 

City/State/Zip 


J 


ARKANSAS  MEDICAL  SOCIETY 
MEMBERSHIP  ROSTER 
December  1,  1980 


HEADQUARTERS  OFFICE: 

214  NORTH  12TH  STREET 
POST  OFFICE  BOX  1208 
FORT  SMITH,  ARKANSAS  72902 
TELEPHONE:  501  782-8218 


MEMBERSHIP  ROSTER  OF  THE  ARKANSAS  MEDICAL  SOCIETY  1980-1981 


Type  of 

Practice  Member's  Name  Address 

ARKANSAS  COUNTY 

Post  Office  Drawer  512.  DeWitt  72042. 

Post  Office  Box  472,  DeWitt  72042 

Route  I,  Box  21-D,  Stuttgart  72160 

Route  I,  Box  21-D,  Stuttgart  72160 

Post  Office  Drawer  512,  DeWitt  72042... 

Route  I,  Box  21-D.  Stuttgart  72160 

Route  I,  Box  21-D,  Stuttgart  72160 

Route  I.  Box  21-D.  Stuttgart  72160 

509  South  Main,  Stuttgart  72160 

Jacksonville,  Florida 

Route  I,  Box  21-D.  Stuttgart  72160 

1022  South  Main,  Stuttgart  72160 

Ill  South  Jackson,  DeWitt  72042 

1814  North  Henderson.  Stuttgart  72160. 

Route  I,  Box  21-C,  Stuttgart  72160 

Post  Office  Box  110.  Stuttgart  72160 

ASHLEY  COUNTY 

FP Bui,  Thieu Post  Office  Box  248,  Wilmot  71676 

FP Cothern,  William  R Post  Office  Box  577,  Crossett  71635 

Edwards,  Lawrence  E Shalimar,  Florida 

GP Garcia,  Luis  F Post  Office  Box  792,  Crossett  71635 

# Mask,  Don  L Hamburg 

FP Ripley,  C.  E 317  North  Alabama.  Crossett  71635 

GP Salb,  R.  L 113  Pine,  Crossett  71635 

FP Thompson,  Barry  V 310  North  Alabama,  Crossett  71635 

FP Toon,  D.  L 315  North  Alabama,  Crossett  71635 


FP  Burleson.  Stan  W 

GP Cross.  Joseph  E 

FP Daniel,  Noble  B 

FP  Guyer,  G.  L 

FP Hestir.  John  M 

FP John,  Milton  C.,  Jr 

GS Millar,  Paul  H 

FP Morgan,  Jerry  D 

GP McCracken,  Elbert  A 

Nguyen,  Van  M 

FP Northcutt,  Carl  E 

FP Pritchard,  Jack  L 

GP Rasco,  Charles  W.,  Jr 

FP Speer,  Hoy  B.,  Jr 

R Speer.  Marolyn  N 

GP Van  Duyn,  Thomas  S 


GP. Arnold.  Carl  B.  

GYN Baker,  Robert  L 

GP Beard,  Arthur  L 

PS Beckman.  James  S.. 

GP Benton.  Thomas  H 

EM Brian.  Francis  M.,  Jr 

GP Burnett,  Richard  L 

IM Cheney,  Maxwell  G 

NEP Chock,  Daniel  P 

PD Chock,  Helga  E 

AN Clarke,  James  S 

R DeLany,  Clarence  L 

PTH Douglas,  Donald  S 

GP Ducker.  David  E 

GP Dunbar,  James  C 

FP Eans,  Thomas  L 

R Fontenot.  Edwin.  Jr 

GS Ford,  William  H 

GP Gotaas,  Bernice 

GS Grasse,  A.  Meryl 

GP Guenthner.  John  F 

D Hardin,  Philip  R 

GS Hawkins,  Michael  L 

GP. Kelley,  Lawrence  A 

FP Kerr,  Robert  L 

OPH ..Massey,  J.  Y 

OPH ..McGaughey,  Allen  S. 

FP Moody,  Michael  N 

PTH Peterson,  Hubert  C 

OPH ..Sneed,  John  W 

GS Stahl.  Ray  E.,  Jr 

ORS Sward,  David  T 

R Tullls,  Joe  M 

U Webb,  E.  Russel  I 

GP Wilbur,  Paul  E 

FP Wilson,  Jack  C 

R Wilson,  M.  Carolyn 


BAXTER  COUNTY 

..  Post  Office  Box  457,  Salem  72576 

..#10  Medical  Plaza,  Mountain  Home  72653. 

...126  West  Sixth,  Mountain  Home  72653 

...Post  Office  Box  276,  Mountain  Home  72653 

..Post  Office  Box  547,  Salem  72576 

..Baxter  General  Hospital,  Mountain  Home  72653 

...Post  Office  Box  301,  Mountain  Home  72653. 

...Post  Office  Box  725,  Mountain  Home  72653 

...Post  Office  Box  786,  Mountain  Home  72653 

._Post  Office  Box  786,  Mountain  Home  72653 

...7th  and  Shiras.  Mountain  Home  72653 

...Post  Office  Box  939,  Salem  72576 

...#I4  Medical  Plaza,  Mountain  Home  72653 

...Post  Office  Box  367,  Salem  72576 

..Post  Office  Box  410,  Mountain  Home  72653 

..126  West  Sixth.  Mountain  Home  72653 

...Route  2,  Box  57-A,  Mountain  Home  72653  (Res.) 

...Post  Office  Box  433,  Mountain  Home  72653._ 

...Post  Office  Box  44,  Bull  Shoals  72619 

...Post  Office  Box  438,  Calico  Rock  72519 

...126  West  Sixth,  Mountain  Home  72653 

...Post  Office  Box  142,  Mountain  Home  72653. 

...#3  Medical  Plaza,  Mountain  Home  72653 

...Post  Office  Box  299.  Bull  Shoals  72619 

...Post  Office  Box  706.  Mountain  Home  72653 

...Post  Office  Drawer  H.  Mountain  Home  72653._ 

...Post  Office  Drawer  H,  Mountain  Home  72653 

Highway  9 North.  Salem  72576 

#14  Medical  Plaza,  Mountain  Home  72653 

..  Post  Office  Drawer  H,  Mountain  Home  72653 

..Post  Office  Box  433,  Mountain  Home  72653 

..920  South  Baker,  Mountain  Home  72653 

..Post  Office  Box  373,  Mountain  Home  72653 

#10  Medical  Plaza,  Mountain  Home  72653 

Post  Office  Box  706  Mountain  Home  72653  

...Post  Office  Box  725,  Mountain  Home  72653 

Post  Office  Box  373,  Mountain  Home  72653 


OBG Addington,  Alfred  R 

PD Allen,  L.  Barry 

FP Arkins,  James  H 

P Ball,  Eugene  H 

FP Baltes,  Bernard  J 

GS Bledsoe.  James  H 

OPH Boozman,  Fay  W.,  Ill 

D Carter,  Vernon  H 

GP - Clower,  John  D 

FP Cohagan,  Donald  L 

RD Compton.  Neil  E 

R Cooper  Edward  M 

GS Costaldl.  Mario  E 

RD - Davies,  Dale  H 

PTH ^...Denman,  David  A 

IM Donnell,  Robert  W 

OBG Elkins,  James  P 

FP Floyd,  Louis  C 

FP Garrett,  David  C.,  Ill 

FP Garrett.  John  L 

P Hall,  Billy  V 

PD - Harmon,  Harry  M 

FP Hitt,  Jerry  L 

OPH Hof,  C.  William 

FP - Holder.  Robert  E 

AN Horner.  Glennon  A 

FP Howard.  Willard  H.,  Jr 

FP Hull,  Robert  R 

Humiston,  Karl  E 

FP Huskins.  John  A 

RD Jennings,  William  E 

ORS Kendrick.  Carl  M 

R Knapp,  James  R 

IM Miles,  Richard  W 


BENTON  COUNTY 

1116  Poplar  Place.  Rogers  72756 

1114  Poplar  Place,  Rogers  72756 

Post  Office  Box  420,  Bentonville  72712 

.Route  2,  Box  53,  Rogers  72756 

Post  Office  Box  369,  Gravette  72736 

1223  West  Walnut,  Rogers  72756 

-Post  Office  Box  1353,  Rogers  72756. 

101  South  12th,  Rogers  72756 

.Post  Office  Box  737,  Rogers  72756 

.408  Northwest  "I",  Bentonville  72712 

Post  Office  Box  209,  Bentonville  72712  (Res.) 

.^7  Professional  Drive  Bella  Vista  72712 

1223  West  Walnut,  Rogers  72756 

.13  Britten  Circle.  Bella  Vista  72712  (Res.) 

Rogers  Memorial  Hospital,  Rogers  72756 

Post  Office  Box  737  Rogers  72756 

-1116  Poplar  Place  Rogers  72756 

Route  8,  Box  100,  Bella  Vista  72712 

.Post  Office  Box  737,  Rogers  72756 

.Post  Office  Box  369,  Gravette  72736 

Post  Office  Box  369,  Gravette  72736 

.1114  Poplar  Place,  Rogers  72756 

.Post  Office  Box  737.  Rogers  72756 

-Post  Office  Box  1197,  Rogers  72756 

Post  Office  Box  420,  Bentonville  72712 

601  West  Walnut,  Rogers  72756 

.Post  Office  Box  30.  Bentonville  72712 

.1301  West  Persimmon,  Rogers  72756 

New  York,  New  York 

.Post  Office  Box  737,  Rogers  72756 

817  Summit  Drive  Rogers  72756  (Res.) 

.1227  West  Walnut.  Rogers  72756 

Rogers  Memorial  Hospital,  Rogers  72756 

Post  Office  Box  1000,  Rogers  72756 


Telephone 

Number 


.946-1326 
.946-1676 
.673-721 1 
.673-7211 
.946-3637 
.673-7211 
.673-7211 
.673-7211 
.673-8571 

.673-7211 

.673-2331 

.946-3156 

.673-2586 

.673-3511 

.673-7291 


473-2274 

„.364-6lir 

364-4181 

364-51 13 

^.364-2138 

364-5746 

364-8062 


895-3281 

425-2552 

_...425-3l3l 

425-5232 

„...895-32l5 

425-4213 

425-3030 

„425-3l25 

425-5535 

425-5535 

425-9484 

895-3124 

425-841 1 

895-3215 

425-2020 

_...425-3l3I 

425-7337 

425-9120 

445-4755 

297-3726 

425-3131 

425-9737 

425-6988 

445-4292 

425-6971 

425-6026 

425-6026 

895-2541 

425-8411 

425-6026 

425-9120 

425-9293 

425-2398 

425-9373 

425-6971 

425-3125 


636-0300 

636-9234 

273-9056 

636-8307 

787-5221 

...636-5411 

636-7506 

636-0599 

636-271 1 

273-5543 

273-5123 

855-3736 

636-5411 

855-9477 

636-0200 

636-2711 

636-0300 

855-3711 

636-2711 

787-5221 

787-5221 

636-9234 

636-2711 

636-0238 

273-9056 

636-3840 

_...273-555l 

636-7004 

636-2711 

636-3122 

636-9607 

.636-0200,  Ext.  764 
636-6551 
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Type  of 
Practice 


Member's  Name 


Address 


FP Mullins.  Neil  D 

FP McCollum,  Edward  N. 

McKnIght,  William  D.. 

FP  Neaville,  Gary  A 

G_S Pearson,  Richard  N. 


RO.. 

R . 
OTO 
PH.. .. 

FP 

(M 

GP 

FP 

GP 

R 


. Pickens,  James  L.. 

. . Platt,  Michael  R. 

Reese,  Michael  C 

...  Robbins.  Robert  H 

.... Rollow,  John  A. 

...Rolniak,  WallaceA 

Ronald,  Douglas  C 

Russell.  Homer  B 

Stone,  w.  Tex 

• Swaim.  T.  J.. 


(-1  - Turley,  Jan  Thomas.. 

IM Walaon.  G.  Bruce.... 

GP Warren.  Grier  D. 

FP...- Webb,  William  F 

IM_ Wright,  Larry  D 


GS 

R 

P 

OTO.... 

PD 

FP 

U 

GP 

IM 

GS 

GP 

GS 

TS 

RD 

GP 

IM  .. 
OPH... 

FP 

ORS 

OBG.. 

FP 

EM 

GP 

FP 

FP 

R 

FP 

OBG.... 

CD 

ORS...... 

FP 

ORS 

GS 

FP 


Bell,  Thomas  E 

. Bennett,  Joe  D 

- Butts,  Donald  R 

.Chambers,  Carlton  L 

- Chambers,  Sue  R 

- Daniel,  Charles  D 

-.Ferguson,  Noel  F 

..Fowler,  Ross  E 

-Garland,  William  J.,  Jr, 

-Gladden,  Jean  C 

..Green,  Jess  D..  Jr 

-Hoberock,  Thomas  R 

. Hudson,  William  A 

-Jackson,  Ulys 

-Kirby.  Henry  V 

. Klepper,  Charles  R 

. Kuharich,  Richard  M 

. Langston,  R.  H 

.Ledbetter,  Charles  A 

-Mahoney,  Paul  L.,  Jr 

. Marls,  Mahlon  O 

. Marsh,  John  H 

McCoy,  Orville  B 

. Poynor,  C.  M 

. Reese,  Ronald  R 

.Robinson,  G.  Allen 

• Scroggins,  Sam  J 

.Simpson,  Thomas  J 

.Smith,  Van 

Voweli,  Don  R 

Wallace,  Oliver 

Williams.  Ralph  E 

-Williams.  Rhys  A 

-Wilson,  Joe  B 


GP Crow,  Merl  T 

FP Marsh,  James  W 

FP Whaley,  William  C.,  Jr. 

FP Wynne,  George  F 


FP Burge,  John  H 

GS Burge,  John  P 

IM Ponrartana,  Prasart 

PD Ponrartana.  Saowaree 

GP Russell,  J.  R 

GP Sinlar,  P 

GP Smith,  Major  E 

IM Talbot,  Allen  G 

GP Thomas.  H.  W 

GP Tvedten,  Tom 

GP Weaver,  William  j 

GP Wilson,  Thomas  C 


RD Anderson,  P.  R 

FP Ba lay,  John  W 

GS Blackmon,  James  T, 

RD Clark,  Charles  G 

FP Gary,  EH 

PH Kennedy,  Jack  W. 

FP Luck.  H.  D 

FP Mann.  R.  Jerry 

FP McGrew.  Gary  L 

P Parsons,  Earl 

GP Peeples,  George  R. 

FP Ritchie  Lois  A 

GP ...Ritter.  N.  R 

RD Toombs,  Vernon  L... 


GP Ashabranner,  Wesley  J. 

OPH -.Baldridge,  Max 

RD - Barnett,  Ja  mes  C 

GP Barnett,  Michael  E 

GP Blackburn,  Steve 

FP Cranford,  Harrol  L 

FP Hinkle.  Richard  A 

GP McClanahan,  Donald  H 

GP Poff,  Joseph  H 

GP Poff,  Nathan  L 

RD Rhyne,  James  T 


Post  Office  Box  296,  Bentonville  72712 
...Post  Office  Box  127,  Decatur  72722 
. Post  Office  Box  1567,  Rogers  72756 
Post  Office  Box  737,  Rogers  72756 
.1223  West  Walnut,  Rogers  72756 
2212  West  Walnut,  Rogers  72756  (Res.) 

Post  Office  Drawer  "I",  Gravette  72736 

.1110  West  Elm,  Rogers  72756 

County  Health  Department,  Be'ntonvilie 
. fOB  Northwest  "I",  Bentonville  72712 

Post  Office  Box  1000,  Rogers  72756 

Route  8,  Box  100,  Bella  Vista  72712 
...Post  Office  Box  27,  Pea  Ridge  72751 

.1219  West  Walnut,  Rogers  72756 

...Rogers  Memorial  Hospital.  Rogers  77756 

1217  West  Walnut.  Rogers  72756 

Post  Office  Box  1000,  Rogers  72756 
...Post  Office  Box  737,  Rogers  72756 
...Post  Office  Box  368,  Decatur  72722 
..1040  West  Walnut.  Rogers  72756 


72712. 


BOONE  COUNTY 

...Post  Office  Box  1116,  Harrison  72601....  _ 

...651  North  Spring,  Harrison  72601 

...Post  Office  Box  1214,  Harrison  72601 
..Bower  at  Pine.  Harrison  72601 

...Bower  at  Pine,  Harrison  72601 ! 

Nome  Street,  Marshall  72650._ ', 

..707  North  Vine,  Harrison  72601 

. 217  West  Stephenson,  Harrison  72601 
..Post  Office  Box  1077,  Harrison  72601 
Post  Office  Box  1118,  Harrison  72601. 

..Post  Office  Box  288,  Eureka  Springs  72632 
..Post  Office  Box  1116,  Harrison  72601 

..  Hudsonaker's,  Jasper  72641  (Res.) Z’ 

..424  South  Willow,  Harrison  72601  (Res.) 

. 651  North  Spring,  Harrison  72601 

.Post  Office  Box  578,  Harrison  72601 

.651  North  Spring,  Harrison  72601 .Z”Z... 

520  North  Spring,  Harrison  72601 Z....!' 

.224  West  Erie,  Harrison  72601 

..Post  Office  Box  1241,  Harrison  72601 
Post  Office  Box  759,  Harrison  7260 l..’.’'!.Z”'! 

. 620  North  Willow,  Harrison  72601 

Post  Office  Box  578,  Harrison  72601 

124  East  Church,  Berryville  72616 

Post  Office  Box  759,  Harrison  72601 

..Post  Office  Box  728,  Harrison  72601 

651  North  Spring,  H arrison  72601 

620  North  Spring,  Harrison  72601 

. Post  Office  Box  1077,  Harrison  72601 

.224  West  Erie,  Harrison  72601 

-Post  Office  Drawer  AA,  Green  Forest  72638. 

-302  Rice,  Berryville  72616 

Post  Office  Box  1118,  Harrison  72601 

-520  North  Spring,  Harrison  72601 


BRADLEY  COUNTY 

205  East  Church,  Warren  71671.... 
.302  North  Main,  Warren  71671.... 
.205  East  Church.  Warren  71671.... 
113  West  Cypress,  Warren  71671 


CHICOT  COUNTY 

.418  South  Lake  Shore  Drive,  Lake  Village  71653  (Res.) 

Lake  Village  Clinic.  Lake  Village  71653 

Ponrartana  Clinic,  Lake  Village  71653 

Ponrartana  Clinic,  Lake  Village  71653 

...Lake  Village  Clinic,  Lake  Village  71653 Z!”Z"!^ 

.2420  North  Highway  65,  Eudora  71640 

Post  Office  Box  310,  Dermott  71638 "'...ZZI 

.Lake  Village  Clinic,  Lake  Village  71653 
..Post  Office  Box  250,  Dermott  71638 

..Lake  Village  Clinic,  Lake  Village  71653 

-Post  Office  Box  Q,  Eudora  71640 

.117  East  Peddicord,  Dermott  71638 


CLARK  COUNTY 

Post  Office  Box  758,  Arkadelphia  71923  (Res.)... 

416  Main,  Arkadelphia  71923 

1008  Pine,  Arkadelphia  71923 

1108  Huddleston,  Arkadelphia  71923 !. 

Post  Office  Box  475,  Arkadelphia  71923 Z.Z 

Fifth  and  Clay,  Arkadelphia  71923 

3004  West  Pine,  Arkadelphia  71923 

416  Main,  Arkadelphia  71923 

107  North  3rd,  Gurdon  71743 

..117  North  llth,  Arkadelphia  71923 

305  East  Main,  Gurdon  71743  

3004  West  Pine,  Arkadelphia  71923 

.3004  West  Pine  Arkadelphia  71923 

.101  Charlotte,  Gurdon  71743  (Res.) 

CLEBURNE  COUNTY 

.401  Searcy,  Heber  Springs  72543 

Post  Office  Box  431,  Heber  Springs  72543 

Front  Street,  Heber  Springs  72543  (Res.) _... 

Fourth  and  Spring,  Heber  Springs  72543 

,421  South  7th,  Heber  Springs  72543 

Post  Office  Box  271,  Heber  Springs  72543 

Post  Office  Box  128,  Oultman  72131 

401  West  Searcy,  Heber  Springs  72543 

401  West  Searcy,  Heber  Springs  72543 

Post  Office  Box  Mil,  Heber  Springs  72543 

Post  Office  Box  168,  Heber  Springs  72543  (Res.) 


Telephone 

Number 

273-9081 

752-3233 

636-3627 

636-2711 

636-541 1 

636-2862 

,787-5291,  Ext.  196 

636-01 10 

273-951 1 

273-2497 

636-6551 

855-371 r 

451-1174 

636-6881 

636-0200 

636-9669 

636-6551 

636-271 1 

752-323? 

636-2711 


741-6419 

365-9667 

741-3915 

741  7684 

74 1 -7684 

448-3327 

741-9481 

741-8651 

.741-3459 

741-8275 

253-8070 

74 1 -74  M 

446-2948 

743-1 134 

741-5022 

741-3592 

741-9492 

741-8286 

741-8289 

741-7334 

741-8247 

741-6141 

74 1 -3592 

423-2806 

365-8247 

74 1 -2763 

741 -6373 

741-2441 

741-3459 

741-8289 

438-5218 

423-3338 

74 1 -8275 

741-8286 


.226-5811 
226-2112 
226-581 1 
226-2844 


.265-2059 

.265-534? 

.265-5374 

.265-5374 

.265-5343 

.355-4496 

.538-5717 

.265-5343 

.538-5255 

.265-5343' 

.355-4376 

.538-525? 


246-4464 

246-2431 

246-6734 

246-4493 

246-2491 

246-4471 

246-2471 

246-2431 

353-2504 

246-8364 

353-4422 

246-2471 

246-2471 

353-2935 


362-2414 

362-3479 

362-2786 

362-3143 

362-8203 

362-8296 

589-2600' 

362-2414 

362-2414 

362-2414 

362-5044 
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Type  of 

Practice  Member's  Name 

R Scruggs.  Joe  B 

IK/i  Sharp,  Jack  V 

FP  Wells,  W.  M 


FP Alexander,  John  E 

FP Farmer,  John  M 

IM  ' Flournoy,  Durwood  W.... 

FP Griffin,  Rodney  L 

R Hunter,  Robert  W.,  Jr..., 

RO Jones,  Thomas  H 

FP Kelley,  Charles  W 

GS McMahen,  H.  Scott 

FP  Pullig,  Thomas  A 

FP Roberts,  Franklin  D 

GP.  Ruff.  John  L 

GP Rushton,  Joe  F 

GP Strange,  Vance  M. 

OBG Talley.  Aubry 

FP Walker,  Jack  T 

FP Weber,  Charles  H 

RD Wilson,  John  H 


FP Buchanan,  Thomas  L 

FP Evans,  Clifford  L 

GP Hickey,  Thomas  H 

GP Hyatt,  Benjamin  C. 

GP Lipsmeyer,  Keith  M 

GP - Owens,  Gastor  B 

PTH Rozzell,  Allen  R 

FP Wells,  Charles  F 

# White.  H.  B 


D Alston,  Herman  D 

R Aston,  J.  Kenneth 

I M Baldridge,  John  A 

OBG Basinger,  James  W 

OBG Berry,  Donald  M 

OBG Blair,  Richard  A 

p Blaylock,  Jerry  D 

y Bogaev,  Leonard  R 

R Buckner,  John  H 

IM Burns,  Richard  G. 

ilvl Clopton,  Owen  H.,  Jr.. 

hem Cohen,  Robert  S 

GP Cole,  Gary  B 

GP Craig.  Gus  A 

FP Crawley,  Michael  E 

ORS-  .....Dickson,  Glenn  E,  

GS Drake,  James  E 

0X0  Eddington,  William  R.. 

ORS Edwards,  Harvey  O 

FP Forestiere,  A.  J 

p Garner,  William  L 

OPH George,  Fred  J 

OTO  Gossett,  Clarence  E 

Green,  W.  Robert 

Guinn,  Donald  R 

•p  Guthrie,  Alastair  N 

IM  Hall,  Ray  H 

•GP Harper,  T.  P 

•GP  Hogue,  Ernest  L 

R ...1...... Holland,  James  A 

pp  James,  Frank  M 

/^Fl Johnson,  Larry  H 

p[)  Johnson,  Roehl  W 

Jones,  R.  J 

GE Jordan,  Harry  J 

GS..'. Keisker,  Henry  W 

pD Kemp,  Charles  E 

PM  j Kirkley,  John  B 

pjH Kroe,  Donald  J 

y Lassonde.  Robert  G 

FP  Lawrence,  R.  O. 

FP  Ledbetter,  Joseph  W.. 

FP  LeJeune,  John  E 

FIEP  Mackey,  Michael 

ORS...., Mahon,  Larry  E 

...Mitchell,  George  E 

FP  Modelevsky,  Aaron  C. 

OPH McKee,  B.  E 

FM Neff,  Michael  D 

FM .Peeler,  Malcolm  O 

GS Fiat,  Robert  D 

FP  Plunk,  Hermie  G 

GP.  ...... Poole,  Grover  D 

p .Price,  Edwin  F. 

PD Rainwater,  W.  T 

FP .' Raney,  Bascom  P.. 

OBG' Reid,  E.  Paul 

FP Robbins,  Robert  A 

FP Robinette  James  M. . 

F) .Rogers,  James  F 

Gs'  Rusher  Albert  H 

OBG St.  Clair,  John  T.,  Jr... 

GS Sanders,  James  W 

FIS Sapiro,  Gary  S 

ORS Schrantz,  James  L 

U .Scriber,  Ladd  J 

FP Sears,  Larry  C 

FP Sears,  V,  Glenn 

RD Shanlever,  R.  _C. 

ORS Shanlever,  William  T, 

GP Smith,  Floyd  A.,  Jr.... 


Address 

Post  Office  Box  BIO,  Heber  Springs  72B43 

Post  Office  Box  70,  Heber  Springs  725'43 

300  East  Roosevelt  Road,  Little  Rock  72206 

COLUMBIA  COUNTY 

707  North  Washington,  Magnolia  71753 

.104  East  Columbia,  Magnolia  71753 

-105  West  North,  Magnolia  71753 

123  North  Jackson,  Magnolia  71753 

2602  Crestview,  Magnolia  71753  (Res.) 

Post  Office  Box  387,  Waldo  71770  (Res.) 

1327  North  Washington,  Magnolia  71753  

..Post  Office  Box  647,  Magnolia  71753 

805  North  Jackson,  Magnolia  71753 

110  West  North,  Magnolia  71753 

104  Hospital  Road,  Magnolia  71753 

219  North  Washington,  Magnolia  71753  

Post  Office  Box  67,  Stamps  71860 

804  North  Jackson,  Magnolia  71753 

123  North  Jackson,  Magnolia  71753 

1 10  West  North,  Magnolia  71753 

,904  Lawton  Circle,  Magnolia  71753  (Res.) 

CONWAY  COUNTY 

200  South  Moose,  Morrilton  72110 

Post  Office  Box  706,  Morrilton  72110 

Post  Office  Box  230,  Morrilton  72110  

Post  Office  Box  265,  Perryville  72126  

.Post  Office  Box  677,  Morrilton  72110 

601  South  Moose,  Morrilton  72110 

601  South  Moose,  Morrilton  72110 

601  South  Moose,  Morrilton  72110  

Morrilton 

CRAlGHEAD-POINSEn  COUNTY 

816  Cobb,  Jonesboro  72401 

3024  Young  Road,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

Post  Office  Box  1478,  Jonesboro  72401 

Post  Office  Box  1478,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

901  South  Church,  Jonesboro  72401 

812  Cobb,  Jonesboro  72401 - — 

828  Cobb,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

223  East  Jackson,  Jonesboro  72401 

3100  Apache  Drive,  Jonesboro  72401 

920  Union,  Jonesboro  72401 — 

3100  Apache  Drive,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

Post  Office  Box  51,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

924  South  Main,  Jonesboro  72401.. 

Post  Office  Box  106,  Harrisburg  72432 

Post  Office  Box  1124,  Jonesboro  72401 

. 505  East  Matthews,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

Post  Office  Box  1124,  Jonesboro  72401 

j 505  East  Matthews,  Jonesboro  72401 

2701  South  Caraway  Road,  Jonesboro  72401 

-.Z.r.  JII  East  Matthews,  Jonesboro  72401 

Post  Office  Box  C,  Monette  72447 

505  East  Matthews,  Jonesboro  72401 

L Post  Office  Box  1124,  Jonesboro  72401 - 

3100  Apache  Drive,  Jonesboro  72401 

818  Cobb,  Jonesboro  72401 

...505  East  Matthews,  Jonesboro  72401 

Whiteman  AFB,  Missouri 

311  East  Matthews,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

Post  Office  Box  1458,  Jonesboro  72401 

....'.'..411  East  Matthews,  Jonesboro  72401 

Apache  Drive,  Jonesboro  72401 

417  East  Matthews,  Jonesboro  72401 

'3 804  South  Church,  Jonesboro  72401 

924  South  Main,  Jonesboro  72401 

311  East  Matthews,  Jonesboro  72401 — 

810  Jeter  Drive,  Jonesboro  72401 - 

818  Cobb,  Jonesboro  72401 - 

Post  Office  Box  1427,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

. 224  East  Matthews,  Jonesboro  72401 

224  East  Matthews,  Jonesboro  72401 — 

3100  Apache  Drive,  Jonesboro  72401 

...  5005  East  Nettleton,  Jonesboro  72401 

Post  Office  Box  10.  Jonesboro  72401 

j")  Post  Office  Box  5033,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

’. 403  East  Matthews,  Jonesboro  72401 

3100  Aoache  Drive.  Jonesboro  72401 

j...  j 208  Cobean  Boulevard,  Box  8,  Lake  City  72437. 

801  Osier  Drive  Jonesboro  72401 

’ 406  East  Washington,  Jonesboro  72401 

..  Post  Office  Box  51,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 

505  East  Matthews,  Jonesboro  72401 - 

223  East  Jackson.  Jonesboro  72401 - 

830  Cobb,  Jonesboro  72401 - - 

812  Cobb,  Jonesboro  72401 - 

924  South  Main,  Jonesboro  72401 - 

924  South  Main,  Jonesboro  72401. - 

1103  Wilkins  Jonesboro  72401  (Res.) 

806  Jeter  Drive,  Jonesboro  72401 

415  West  Main,  Trumann  72472 


Telephone 

Number 

362-3121 

362-3316 

.372-8361,  Ext.  585 


.234-2288 
.234-2230 
.234-1894 
.234-3040 
.234-6117 
.693-5634 
.234-5544 
.234-3340 
.234-8570 
..234-8430 
..234-2144 
..234-1168 
..533-2438 
.234-8232 
..234-3040 
.234-441 1 
.234-1545 


.354-4637 

.354-0135 

.354-4623 

.889-5141 

.354-2456 

.254-4505 

..354-1225 

.354-2123 


. . 932-4570 

972-7260 

932-1198 

935-3990 

935-3990 

935-3990 

935-0360 

932-2926 

932-7458 

932-1198 

932-1198 

972-0063 

972-1733 

932-3022 

972-1720 

932-1820 

972-1960 

......935-8 1 32 

972-01 10 

578-5443 

932-0639 

935-6396 

935-8132 

932-0639 

.....932-1198 

932-0692 

.935-4150 

486-2131 

932-8121 

932-7458 

972-5500 

932-4211 

935-6012 

935-4150 

932-4581 

935-6012 

972-6450 

932-7430 

932-8674 

972-0550 

935-5454 

972-8181 

..  .935-4150 

935-9123 

932-421 1 

932-0980 

935-6396 

...972-4288 

972-4288 

.972-8470 

932-1181 

. .932-2634 
. 972-0290 

935-6012 

935-5529 

972-6740 

237-4396 

932-2423 

. . 935-4755 
972-1960 
935-3990 

932-4875 

...972-8032 

972-8040 

932-2926 

972-8181 

972-8181 

932-2450 
972-1640 
483-6411 
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Type  of 

Telephone 

Practice 

Member's  Name 

Address 

Number 

GP  

. , 358-2811 

AN 

932-'12II 

PTH..  . 

. . . ..  932-7430 

PP 

972-0S50 

FP  . . 

358-2036 

FP  

972-1570 

IM 

935-4150 

FP 

972-1810 

FP 

935-8510 

OPH,  . 

932-8221 

FP.. 

578-5443 

PTH 

932-7430 

OPH. 

932-8221 

U 

932-2926 

FP 

972-0063 

OS  

932-1987 

PTH. 

932-7430 

PP 

935-4824 

GP 

932-8121 

FP 

932-2423 

OTO 

932-6799 

CRAWFORD  COUNTY 

IM 

474-5061 

FP 

474-2336 

FP 

474-2361 

IM 

474-5061 

RD 

474-1340 

OBG  . 

....474-3424 

GP. 

632-3855 

GP 

...632-3555 

GP 

474-6832 

GP 

474-6832 

FP 

474-6832 

CRITTENDEN  COUNTY 

PD 

735-0833 

1 M 

735-0833 

GYN 

. .735-0836 

IM  

.735-3842 

GP 

Post  Office  Box  687  West  Memphis  72301 

735-1170 

PD  

732-1191 

OBG 

200  South  Rhodes  West  Memphis  72301 

735-2150 

OBG 

. . ...735-2150 

FP 

735-1 170 

PD  

732-1 191 

IM  

.228  Tyler'  West  Memphis  72301  

735-6803 

GS  

Jay,  Gilbert  D.  III.  

735-4612 

OPH  

.735-7680 

FP  ...; 

735-0833 

GS  

..  ^ 735-3664 

ORS.  ... 

732-3836 

FP  ..  .. 

735-3919 

IM 

735-0833 

FP  

735-3919 

IM 

735-1973 

GS 

735-3664 

FP  

735-3945 

GP  

735-1170 

IM 

735-2069 

R 

735-1500 

OBG 

732-2531 

IM  

Woleiko,  Raymond  E. 

228  Tvler.  West  Memohls  72301 

.735-0833 

fP Wright.  William  J. 210  Shopplngway,  Suite  A,  West  Memphis  72301 735-8751 


GP  

CROSS  COUNTY 

238-2321 

GP 

Bethell!  Robert  D.  

238-2321 

FP 

238-2321 

GP  

238-2321 

GP 

238-3261 

FP 

Jacobs,  James  R 

411  South  Falls  Boulevard.  Wynne  72396  

238-3261 

FP Young.  John  H ...411  South  Falls  Boulevard,  Wynne  72396 . 238-3261 


FP 

DALLAS  COUNTY 

Post  Office  Box  351,  Fordyce  71742 

352-7117 

FP 

352-3151 

FP  

352-5144 

GP 

678-2406 

DESHA  COUNTY 

GP  .; 

382-4425 

FP 

Hoagland  RobertA 

145  West  Waterman,  Dumas  71639 

382-4878 

FP 

382-4425 

GP  

222-3141 

FP  

. . ..  .222-6131 

FP  

Robinson,  Guy  U. 

382-4425 

GP 

Turney.  Lonnie  R 

101  South  3rd.  McGehee  71654 

222-4044 

FP Young,  James  E Post  Office  Box  707,  McSehee  71654 222-6131 


DREW  COUNTY 

PD 

GP 

Austin,  L.  K 

711  H.  L.  Ross  Drive,  Montlcello  71655 

367-6832 

367-3531 

FP 

FP 

FP 

GP 

— 

Busby,  Arlee  K 

David.  Andrew  E 

Holder,  James  B.,  Jr 

733  Roberts  Drive,  Montlcello  71655 

750  H.  L.  Ross  Drive,  Montlcello  71655 

416  South  Main,  Montlcello  71655 

367-3246 

367-6231 

367-6867 

367-2473 

FP 

Wallick,  Paul  A 

367-6867 

FP.  .. 

Wilson,  Harold  F 

906  Roberts  Drive,  Montlcello  71655 

367-6868 

FAULKNER  COUNTY 

FP 

RD 

Abrams,  Joe  A. 

Archer,  Charles  A.,  Jr 

411  Western  Avenue.  Conway  72032  (Res.) 

843-6755 

329-3412 
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Address 


Telephone 

Number 


Type  of 

Practice  Member's  Name 

FP Banister,  Bob  G 

AN Beasley,  Margaret  D.. 

FP Beasley,  T,  O 

ADM Benafield,  Robert  B.... 

GP Daniel,  Sam  V 

FP Dobbs,  John  C 

FP Doss,  John  R 

IM Furlow,  William  C 

R Garrison,  James  S 

FP Gordy,  Fred,  Jr 

OPH Hendrickson,  Richard 

OPH Magie,  J.  J 

FP Ross,  Rex  W 

FP Smith,  John  D 

GP. Smith,  Lander  A 


GP Calaway,  Robert  L 

FP — Gibbons,  David  L 

PD Jeffers,  Robert  G. 

IM Jefferson,  Christina  M 

PD Jefferson,  Thomas  C.... 

ADM  Long,  C.  C 


3M„ Adams.  Frank  M 

IM Arnold,  W.  O. 

U Aspell,  Robert  W 

OTO Atkinson,  Robert  H 

R Bohnen,  Loren  O 

IM Bond,  John  B. 

OTO Borg,  Robert  V 

OPH Bracken,  Ronald  J 

G$ Brunner,  John  H. 

U Burrow,  Thomas  E. 

RD.„ Burton,  Frank  M 

U _Burton,  James  F 

D Cates,  Jack  A 

GS Chamberlain,  Joe  W 

GS Chamberlain,  Warren  W 

RHU Clardy,  Edgar  K 

RD Daniel,  Richard  L 

IM Demblnski,  T.  Henry 

OPH Dodson,  John  W. 

GE Dunn,  Richard  W 

ORS - . Durham,  Thomas  M 

RD Edwards,  G.  A 

GS Eisele.  W.  Martin 

R Fore.  Robert  W 

GP Fotioo,  George  J 

GS French,  James  H, 

FP Gardlal,  J.  Richard 

FP Gardner,  James  L. 

RD Garner,  Onyx  P 

FP Graham,  Richard  F 

OTO Griffin,  James  E 

#  Gupta,  Surinder  N 

OBG Haggard,  John  L 

OTO  Harper,  Edwin  L 

RD  Hebert,  Gaston  A. 

GS Hill,  Robert  L. 

FP. Hollis,  Thomas  H. 

Hoyt,  Jerry  L 

D Irwin,  William  G 

GYN Jackson,  Haynes  G 

OBG Jackson,  Haynes  G.,  Jr. 

CD..._ Jayaraman.  K.  K 

PTH Jayaraman,  Vllasinl  D 

OPH Johnston,  Gaither  C 

GS. Kaler.  Ron  A. 

GP- Keadle,  William  R 

OBG Kimberlln,  G.  Dan 

ORS Kincheioe,  Dale 

RD King.  Leeman  H 

AN Klugh,  Walter  G.,  Jr 

I M Knight,  Patrick  L 

FP Koehn,  Martin  A 

PTH  Lee,  W.  R 

GP  Lovell,  Clawrence  R 

IM  Maruthur.  Gopakumar. 

IM  Mashburn,  William  R.  . 

GS Meek,  Gary  N 

R Munos,  Louis  R 

ORS Murray,  DuBose 

ORS McConkle,  Stuart  B.. 

GYN  McCrary,  Robert  F 

PD McFarland,  Louis  R 

GP  McMahan,  James  C 

PD Newton,  Doane  M 

OBG  Pappas.  Deno  P. 

GP  Parkerson.  Carl  R 

GP  Parkerson,  Cecil  W 

IM  Patterson,  Ralph  M.. 

AN  Peeples.  Raymond  E 

GP Power,  Allyn  R 

FP. Oueen,  George  P 

OBG Rainwater,  W.  Sloan 

#  Reed,  Lon  E 

PM Rosenzwelq  Joseph  L., 

GS Sammons,  Vernon  E.,  Jr. 

GP  Sanders,  Hallman  E 

GP Seifert,  Kenneth  A 

FP Simpson  John  B 

#  Smith  Oliver  A 

R .Springer,  Melvin  R..  Jr... 

R Springer,  William  Y. 

FP Stecker,  Elton  H 


923  Parkway,  Conway  72032 

Post  Office  Box  404.  Conway  72032 

Post  Office  Box  1386,  Conway  72032 

Post  Office  Box  2181,  Little  Rock  72203 

574  Locust,  Conway  72032 

Post  Office  Box  1327,  Conway  72032 

- -Post  Office  Box  1386,  Conway  72032 

Post  Office  Box  1367,  Conway  72032...- 

Conway  Memorial  Hospital,  Conway  72032 

552  Locust,  Conway  72032 

1504  Caldwell,  Conway  72032 

Post  Office  Box  1284,  Conway  72032 

Post  Office  Box  1327,  Conway  72032 

923  Parkway,  Conway  72032 - 

923  Parkway,  Conway  72032 

FRANKLIN  COUNTY 

Post  Office  Box  C,  Mulberry  72947 

Post  Office  Box  136,  Ozark  72949 

317  West  Commercial,  Ozark  72949 

317  West  Commercial,  Ozark  72949 

317  West  Commercial.  Ozark  72949 - 

Post  Office  Box  1208,  Fort  Smith  72902 

GARLAND  COUNTY 

236  Central,  Hot  Springs  71901. 

236  Central,  Hot  Springs  71901 

304  St.  Louis  Place,  Hot  Springs  71901 

303  Central  Tower  Building,  Hot  Springs  71901 

911  West  Grand,  Hot  Springs  71901 — 

505  West  Grand,  Hot  Springs  71901 - 

100  Ridgeway  Place,  Hot  Springs  71901 

505  West  Grand,  Hot  Springs  71901 

lOI  Whittington,  Hot  Springs  71901 

903  West  Grand,  Hot  Springs  71901 

2300  Central,  Hot  Springs  71901  (Res.) 

101  Whittington,  Hot  Springs  7I9C1 

99  Little  Pine,  Hot  Springs  71901 

330  Sixth,  Hot  Springs  71901 

. ..  330  Sixth,  Hot  Springs  71901 

116  Pecan,  Hot  Springs  71901  (Res.)  

125  Carl  Drive  #58,  Hot  Springs  71901  (Res.) 

. 8O51/2  Central,  Hot  Springs  71901 

505  West  Grand,  Hot  Springs  71901 

236  Central  #405,  Hot  bprings  71901 

505  West  Grand,  Hot  Springs  71901 

I Magda  Lane.  Hot  Springs  Village  71901  (Res.).. 

, 101  Whittington,  Hot  Springs  71901 

911  West  Grand,  Hot  Springs  71901 

505  Central  Tower  Building.  Hot  Springs  71901 

101  Whittington,  Hot  Springs  71901 

125  Greenwood,  Hot  Springs  71901 

125  Greenwood,  Hot  Springs  71901 

Post  Office  Box  428,  Lake  Hamilton  71951 

505  West  Grand,  Hot  Springs  71901 

100  Ridgeway,  Hot  Springs  71901 

Hot  Springs 

101  Whittington,  Hot  Springs  71901 

100  Ridgeway,  Hot  Springs  71901 

802  Prospect,  Hot  Springs  71901  (Res.) 

905  West  Grand,  Hot  Springs  71901 

125  Greenwood.  Hot  Springs  7I90I 

Caddo,  Oklahoma 

Post  Office  Box  2588,  Hot  Springs  71901 

Post  Office  Box  2067,  Hot  Springs  71901 

Post  Office  Box  2067,  Hot  Springs  71901 

2513  Malvern  Avenue,  Hot  Springs  71901 

Post  Office  Box  1460,  Hot  Springs  7I90I 

- .-99  Little  Pine,  Hot  Springs  71901 

905  West  Grand,  Hot  Springs  7190! 

Post  Office  Box  P,  Glenwood  71943 

101  Whittington,  Hot  Springs  71901 

-.211  Hobson,  Hot  Springs  71901 

- - 610  Ramble,  Hot  Springs  71901  (Res.l  

-300  St.  Louis  Place,  Hot  Springs  71901 

600  Main,  Hot  Springs  71901 

, 328  Quaoaw,  Hot  Springs  71901 

Post  Office  Box  1460,  Hot  Springs  71901 

414  Albert  Pike,  Hot  Springs  71901 

805  Central  Tower  Building,  Hot  Springs  71901 

99  Little  Pine,  Hot  Springs  71901 

905  West  Grand,  Hot  Springs  71901 

911  West  Grand,  Hot  Springs  71901 

505  West  Grand.  Hot  Springs  71901 

715  West  Grand  Hot  Springs  71901 

505  West  Grand.  Hot  Springs  71901 

211  Hobson  Hot  Springs  71901 

306  Albert  Pike,  Hot  Springs  71901 

236  Woodbine,  Hot  Springs  71901 

101  Whittington.  Hot  Springs  71901 

300  Woodbine.  Hot  Springs  71901 

1421  Central,  Hot  Springs  71901 

236  Central  Hot  Springs  71901 

310  Park,  Hot  Springs  71901 

236  Central,  Hot  Springs  71901 

125  Greenwood,  Hot  Sorlngs  71901 

101  Whittington.  Hot  Springs  71901 

Hot  Sorlngs 

Post  Office  Box  1358,  Hot  Springs  71901 

905  West  Grand,  Hot  Springs  71901 

Post  Office  Box  1358,  Hot  Springs  71901 

8 DeSoto  Center,  Hot  Springs  Village  71901 

328  Quapaw,  Hot  Springs  71901 

Houston,  Texas 

911  West  Grand,  Hot  Springs  71901 

911  West  Grand  Hot  Springs  71901 

1315  Central,  Hot  Springs  71901 


329-3824 

329-2946 

329-2946 

378-2356 

329-61 1 1 

329-2948 

329-2946 

327-1325 

.329-3831,  Ext.  185 

329-6881 

-.327-4444 

327-4444 

329-2948 

329-3824 

329-3824 


997-1484 

667-4165 

.-...667-4021 

667-4021 

667-4021 

782-82)8 


623-8751 

624-1397 

321-9013 

,..-...623-6101 

623-6693 

624-5697 

624-5422 

624-4478 

321-222? 

623-8)10 

623-8323 

321-2229 

624-0673 

623-4477 

623-4477 

623-9215 

623-9753 

623-9781 

623-4541 

623-4898 

623-7717 

922-0552 

321-2229 

623-6693' 

623-5121 

321-2229 

623-3373 

623-0904 

525-8752 

623-4391 

.624-5422 

321-2229 

624-5422 

623-7216 

623-9581 

623-3373 

321-9455 

623-6628 

623-6628 

321-2513 

623-2518 

624-7106 

623-9581 

356-3155 

321-2229 

321-2663 

623-8185 

623-9216 

623-1120 

321-9292 

623-2518 

624-1211 

623-1545 

623-4453 

623-9581 

623-6693 

623-7717 

623-5300 

321-2217 

321-1314 

624-2111 

321-2546 

321-2229 

624-3379 

624-3341 

624-5567 

624-3868 

623-3102 

623-3373 

321-2229 

624-4411 

623-9581 

624-4411 

922-0540 

321-9292 

623-6693 

623-6693 

624-5206 
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Type  of 

Telephone 

Practice 

Member's  Name 

Address 

Number 

FP 

624-5206 

RO 

623-4265 

D 

625-0673 

OPH 

Post  Office  Drawer  D^  Hot  Springs  71901 

...624-1204 

08G 

321-2229 

PD 

Trieschmann,  John  W 

Post  Office  Box  2458,  Hot  Springs  71901 

321-2546 

RD 

623-9426 

OPH 

624-0609 

P 

624-71 1 1 

U 

,,  .Woodward.  Philip  A. 

903  West  Grand,  Hot  Sprinqs  71901 

623-81 10 

OM  Wright,  Jack Post  Office  Box  128,  Malvern  72104 844-4331,  Ext.  291 


GRANT  COUNTY 

GP 

Irvin,  Jack  M 

942-3171 

FP Pau Ik,  Clyde  D Post  Office  Box  307,  Sheridan  72150 942-5155 


R 

GP 

PTH 

Baker.  Augustus  J. 

Baker,  Clark  M. 

GREENE-CLAY  COUNTY 

Post  Office  Box  339,  Paragould  72450 

115  West  Court,  Paragould  72450 

236-7733,  Ext.  156 

236-6356 

239-4046 

FP  

239-4076 

FP  

236-8752 

FP  

236-691 1 

GP 

239-8504 

FP  

598-2237 

GP 

.. ..  Futrell,  J.  8 

595-3332 

OPH 

236-6948 

GP 

Harper,  Bland  R 

Post  Office  Box  227,  Monette  72447 

486-2131 

ORS 

236-6996 

FP 

Hobby,  George  A 

#l  Medical  Drive,  Paragould  72450 

239-8579 

GS 

Lawson,  J,  Larry 

#I  Medical  Drive,  Paragould  72450 

239-5916 

AN 

236-7733  Ext.  194 

FP 

901  West  Kingshighway  Paragould  72450 

239-8576 

FP 

Muse.  Jerry  L 

425  West  Jackson,  Piggott  72454 

598-2237 

RD 

754-2382 

GP..._ 

236-2364 

GP 

Price.  Robert  E. 

130  South  14th,  Paragould  72450 

....239-8549 

R 

..  239-8431 

PTH 

Richmond,  Jack  G 

Post  Office  Box  339,  Paragould  72450. 

236-7733 

GS 

Sellars,  John  Robert 

#1  Medical  Drive.  Paragould  72450 

239-5926 

FP 

Shedd,  Leonus  L 

1015  West  Kingshighway,  Paragould  72450 

239-4076 

FP 

239-8505 

PD 

Shotts.  Vern  Ann 

239-4076 

FP 

Watson,  Sam  D 

901  West  Kingshighway,  Paragould  72450 

...236-8591 

IM 

. ..  239-9549 

FP 

239-4076 

HEMPSTEAD  COUNTY 

OT 

..  ..  777-4636 

08G 

.405  West  16th,  Hope  71801  

777-6722 

FP 

777-2321 

GP 

777-2131 

FP 

774-3211,  Ext.  222 

GS 

. 777-3464 

GP 

777-2321 

R 

777-2323 

FP 

405  West  16th,  Hope  71801  

777-6722 

HOT  SPRING  COUNTY 

GP 

332-5245 

FP  

901  423-1935 

FP  

332-3112 

GP 

. 332-5641 

FP  

Ellis,  C.  Randolph 

332-6941 

GP  

337-7533 

GP 

. . McCray,  Raymond  V 

332-2704 

FP 

332-2521 

FP  . .. 

332-2371 

FP 

332-3664 

HOWARD-PIKE  COUNTY 

GP 

845-4041 

GS 

845-1761 

GP 

356-3921 

FP 

845-1933 

FP 

845-4676 

FP 

845-3880 

GP 

285-2182 

GP 

286-3154 

GP 

285-2491 

FP 

White,  Phillip  L 

Post  Office  Box  538,  Murfreesboro  71958 

285-3118 

GP 

Post  Office  Box  804  Nashville  71852  

845-4780 

INDEPENDENCE  COUNTY 

GP 

.793-5251 

IM 

793-5221 

FP 

269-3834 

R 

Bess,  Lloyd  G 

929  Broad  Street,  Batesville  72501 

793-2207 

FP 

793-5251 

U 

Day,  Charles  H 

Post  Office  Box  2116,  Batesville  72501 

698-1808 

FP 

793-2321 

PTH 

698-1861,  Ext.  264 

OPH 

793-5257 

RD 

793-2100 

PD 

676-5865 

FP 

793-6663 

GP 

793-6887 

R 

793-2207 

FP..._ 

Post  Office  Box  83,  Cave  City  72521 

283-5762 

FP  

Scott,  John  G. 

..  Post  Office  Box  2116,  Batesville  72501 

793-5251 

GP 

Slaughter  Bob  L 

Post  Office  Box  2416,  Batesville  72501 

793-2540 

FP 

Smith,  Bob  G 

Post  Office  Box  2116,  Batesville  72501 

793-9352 

GS 

793-5205 

GS 

Strickland.  N.  E.  

1710  Harrison.  Batesville  72501 

698-1846 
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Type  of 
Practice 


Merrtber's  Name 


Address 


Telephone 

Number 


GP Tatum,  Harold  M., 

GP. Taylor,  Chaney  W 

GP Taylor,  Charles  A., 

GP Tucker,  Charles  L.. 

AN Turner,  Samuel  R... 

FP Walker,  A.  T 

OBG Wyatt.  Finis  Q 


I M ^Ashley,  John  D 

GS Carney,  J.  W 

GP Cook,  Joel  P 

IM Dudley,  Guilford  M.... 

GS _.Frankum.  Jerry  M..  Jr, 

GP Green.  Roger  L 

RD Harris,  M.  Haymond... 

OBG Jackson.  Jabez  F.,  Jr.. 

RD Jackson,  Jabez  F.,  Sr.. 

FP Junkin,  A.  Bruce 

ORS Lopez,  Ramon  E 

# Norris.  R.  O 

GS Poon.  Hon  K 

OPH Stanfield.  Wayne  

RD Williams,  Thomas  E 

GP Wright.  John  C 


ADM Adams,  Carl  H 

RD Anderson,  Charles  W 

FP Atnip,  Gwyn 

FP Bell.  Carl  H..  Jr 

ORS Blackwell,  Banks 

OBG _Bracy,  Calvin  M 

U Brooks.  R.  Teryl.  Jr 

FP ; Bryant,  R.  Frank. 

OTO Buckley,  J.  Wayne 

P Burford.  Thomas  G 

GE Butler.  Robert  C 

PUD Campbell,  James  C.,  Jr... 

FP Cheek,  Ben  H 

PTH Clark.  James  F.,  Jr 

FP. Coker.  L.  Randle 

IM Crenshaw,  John 

RD ^.Cunningham,  T.  J.,  Jr 

D Davis,  Charles  M 

P Dean.  Lee  A 

IM ...Dedman,  John  D 

CD Deneke.  William  A 

OBG Devi,  Talluri  S 

GS Dickins,  Robert  D 

R Fendley  Claude  E 

R Fuller,  Clinton  J.,  1 1 1 

OPH Glasscock,  Robert  E. 

PD Green,  Horace  L 

ORS Gullett,  Robert  R.,  Jr 

R Hardin,  J.  David 

IM Harper.  William  F 

N Harris,  Ruben  M 

PD Hart,  J.  Clyde,  Jr 

OBG Hayden,  Virgil  L 

R Hegwood,  Henri  M 

EM Henderson,  Francis  M 

PH Herron,  John  T 

IM Hoover,  S.  H 

OPH Hughes,  L.  Milton 

FP Hussain,  Shafgat 

U Hutchison,  Ernest  L 

OBG Hyman,  Carl  E 

N...^ .Ingram.  Thomas  E 

GS Irwin,  Raymond  A.,  Jr 

**U Jacks,  David  C 

P „James,  William  J. 

CD Jenkins,  B.  J 

AN .Jenkins,  Mary  Ellen 

R ^Joseph.  Aubrey  S 

OBG Kaipa,  Siva  P 

AN  Khan,  Mahmood  A 

OPH King.  Y.  Y 

OTO Langston,  Lloyd  G. 

GS Liqon,  Ralph  E 

FP Lindsey,  James  A 

D Lum,  Don 

# Malik,  Rustam  A 

FP Maynard,  Ross  E 

NEP Mehta,  Shyam  P. 

**FP Mehta.  Vimla  

GS Meredith,  William  R 

PUD Miller,  Donald  L 

R Milligan,  Monte  C 

IM Monroe.  Sanford  C 

FP Morris,  Harold  J 

R McDonald,  Robert  L 

PD McKinnev  Daniel  C 

OPH Nixon  William  R 

IM  Nuckolls,  J.  William 

RD Payne,  Virgil  L 

CD..._ Pearce,  Malcolm  B. 

FP  Perry,  V.  Bryan 

GYN Pierce,  J.  R 

FP Ramsey,  David  M.,  HI 

FP  Raney,  Oliver  C 

ORS Reed,  E.  Frank 

PD Reid,  Lloyene  B 

GS Rittelmeyer.  Clarence  M 

OBG Roaf,  Sterling 

GS Roberson  George  V 

N Roberts,  Dave  A 

GP — Robinette,  Joseph  S 

GE Rogers.  Henry  L 


..Post  Office  Box  126,  Melbourne  72S56 

..Post  Office  Box  2116,  Batesville  72501 

..Post  Office  Box  2116,  Batesville  72501 

...Post  Office  Box  38,  Ash  Flat  72513 

..3103  Alice  Drive,  Batesville  72501 

-Post  Office  Box  135,  Thayer,  Missouri  65791 

...Post  Office  Box  2M6,  Batesville  72501 

JACKSON  COUNTY 

..2nd  and  Laurel,  Newport  72112 

..Post  Office  Box  699,  Newport  72112 

..2nd  and  Laurel,  Newport  72112 

..1205  McLain,  Newport  72112 

Post  Office  Box  606,  Newport  72112 

..Post  Office  Box  159,  Newport  72112 

.501  Walnut,  Newport  72112  (Res.) 

..1205  McLain,  Newport  72112 

.304  Ash,  Newport  72112  (Res.) 

Post  Office  Box  69,  Newport  72112 

1205  McLain,  Newport  72112 

..Address  Unknown 

.1006  McLain,  Newport  72112 

. Post  Office  Box  129,  Newport  72112 

...12  Park  Place,  Newport  72112  (Res.) 

.1205  McLain,  Newport  72112 

JEFFERSON  COUNTY 

..Post  Office  Box  500,  Grady  71644 

..1411  Olive,  Pine  Bluff  71601  (Res.) 

..MM  West  15th,  Pine  Bluff  71603 

.1602  West  42nd,  Pine  Bluff  71603 

..Post  Office  Box  1406.  Pine  Bluff  71613 

.1704  West  42nd,  Pine  Bluff  71603 

.1801  West  40th.  Pine  Bluff  71603 

.1112  South  Linden.  Pine  Bluff  71603 

,1408  West  43rd.  Pine  Bluff  71603 

4313  West  Markham,  Little  Rock  72201 

1624  West  42nd.  Pine  Bluff  71603 

1604  West  42nd,  Pine  Bluff  71603 

.,  1515  West  42nd,  Pine  Bluff  71603 

..1515  West  42nd,  Pine  Bluff  71603 

..Post  Office  Box  276,  Star  City  71667 

..4201  Mulber/y,  Pine  Bluff  71603 

-1316  West  29th.  Pine  Bluff  71603  (Res.) 

. 1416  West  43rd.  Pine  Bluff  71603 

. Post  Office  Box  1019,  Pine  Bluff  71613 

, 4201  Mulberry,  Pine  Bluff  71603 

.1612  West  42nd,  Pine  Bluff  71603 

...1801  West  40th  Pine  Bluff  71603 

...1003  Cherry,  Pine  Bluff  71601 

..Post  Office  Box  7863,  Pine  Bluff  71611 

...Post  Office  Box  7863.  Pine  Bluff  71611 

...1706  Doctors  Drive.  Pine  Bluff  71603 

...1420  West  43rd,  Pine  Bluff  71603 

-.1714  Doctors  Drive,  Pine  Bluff  71603 

- Post  Office  Box  7863,  Pine  Bluff  71611 

.1801  West  40th.  Pine  Bluff  71603 

...#3  Southern  Pines  Cove,  Pine  Bluff  71603  (Res.) 

...1420  West  43rd,  Pine  Bluff  71603 

,1706  West  42nd,  Pine  Bluff  71603 

...Post  Office  Box  7863,  Pine  Bluff  71611 

...1720  Doctors  Drive,  Pine  Bluff  71603  

...Post  Office  Box  7267,  Pine  Bluff  7161 1 

..1708  West  42nd.  Pine  Bluff  71603 

...1414  West  43rd.  Pine  Bluff  71603 

...1801  West  40th,  Pine  Bluff  71603 

...1724  West  42nd.  Pine  Bluff  71603 

..121  East  4th,  Pine  Bluff  71601 

...1726  Doctors  Drive,  Pine  Bluff  71603  

...1220  West  42nd.  Pine  Bluff  71603 

4301  West  Markham,  Little  Rock  72201 

...Post  Office  Box  1019,  Pine  Bluff  71613 

..1612  West  42nd.  Pine  Bluff  71603 

..  1410  West  42nd,  Pine  Bluff  71603 

...Post  Office  Box  7863.  Pine  Bluff  71611 

..1708  Doctors  Drive,  Pine  Bluff  71603 

1410  West  42nd.  Pine  Bluff  71603 

4800  Hazel,  Pine  Bluff  71601 

1408  West  43rd.  Pine  Bluff  71603 

1801  West  40th.  Pine  Bluff  71603 

. 1310  Cherry,  Pine  Bluff  71601 

.1606  West  42nd.  Pine  Bluff  71603 

...  Pine  Bluff 

115  East  5th.  Pine  Bluff  71601 

.1600  West  42nd.  Pine  Bluff  71603 

1310  Cherry  Pine  Bluff  71601 

1716  West  42nd,  Pine  Bluff  71603 

.1515  West  42nd,  Pine  Bluff  71603 

.Post  Office  Box  7863,  Pine  Bluff  71611 

4201  Mulberry,  Pine  Bluff  71603 

1030  Poplar,  Pine  Bluff  71601 

...Post  Office  Box  7863.  Pine  Bluff  71611 

1420  West  43rd,  Pine  Bluff  71603 

...709  West  Sixth,  Pine  Bluff  71601 

....1801  West  40th,  Pine  Bluff  71603 

...4201  Cherry.  Apt.  115,  Pine  Bluff  71603  (Res.) 

1612  West  42nd.  Pine  Bluff  71603  

,..1722  West  42nd,  Pine  Bluff  71603 

.1712  West  42ncl,  Pine  Bluff  71603 

...1310  Cherry,  Pine  Bluff  71601 

..1720  West  42nd,  Pine  Bluff  71603 

...916  Cherry,  Pine  Bluff  71601 

...1420  West  43rd,  Pine  Bluff  71603 

,...1716  West  42nd.  Pine  Bluff  71603 

...1310  Linden.  Pine  Bluff  71603 

....1801  West  40th,  Pine  Bluff  71603  

...1726  Doctors  Drive,  Pine  Bluff  71603 

...1722  Doctors  Drive,  Pine  Bluff  71603 

...1624  West  42nd,  Pine  Bluff  71603  


368-4344 

793-5251 

793-5251 

994-7301 

.698-1861,  Ext.  291 

417-264-7121 

793-5251 


523-6721 
.523-891 1 
523-6721 
.523-8911 
.523-6721 
.523-6721 
.523-5168 
.523-3289 
.523-8314 
.523-3666 
.523-2942 

.523-6796 

.523-332! 

.523-6121 

.523-3504 


..479-3311 

..535-1661 

.535-3551 

.535-4850 

.534-3122 

..536-7550 

.536-7758 

.534-4352 

.535-5719 

..664-4500 

.536-7660 

.536-8507 

..535-2890 

..535-6800 

..628-4292 

..535-2200 

..534-5423 

..535-7477 

..534-1834 

..535-2200 

.536-3015 

..536-0974 

..534-8141 

..534-8651 

..534-8651 

..534-4357 

..534-6210 

..536-7579 

..535-6800 

.536-9230 

..536-6270 

..534-6210 

..535-8180 

..534-8651 

...536-6600 

..535-2142 

..536-7300 

.536-7738 

.535-4640 

.535-1562 

...534-3365 

...535-4803 

...535-2100 

...661-5240 

...534-1834 

...536-3015 

...535-5522 

..534-8651 

...535-1025 

...535-5522 

...536-1897 

...535-5719 

...534-4188 

...541-0770 

...541-0400 

...534-5732 
..536-6105 
...541-0770 
...535-8727 
...535-3549 
...534-8651 
...535-2200 
...534-0822 
...534-8651 
...534-6210 
...534-2624 
...541-0222 
...534-5618 
..  536-3015 
.535-4141 
...535-3443 
...541-0770 
...534-5861 
...535-0121 
...534-6210 
...535-8727 
...536-4602 
...535-2716 
...535-4803 
...535-2372 
536-7660 
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Type  of 
Practice 


RD  . 
AN 
GYN 
NS  . 
PD  ^ 
GS 
RD 
GS..., 
#.  ... 
PTH. . 

PD 

IM 


Member's  Name 

. Russell,  Allen  R..,, 
..Samuel,  Ferdinand  K 
..Simmons,  Calvin  R. 
..Simpson,  P.  B.,  Jr, 
Smith,  Paul  L. 

. Smith,  Robert  J., 

. Stern,  Howard  S.. 
..Sullenberger,  A.  G. 
.Talbot,  George  B. 
..Tisdale,  Alfred  D. 


Address 


Telephone 

Number 


.Townsend,  Thomas  E 1420  West  43rd,  Pine  Bluff  71603 

, Tracy,  C.  Clyde 4201  Mulberry,  Pine  Bluff  71603 


12  Southern  Pines  Drive,  Pine  Bluff  71603  (Res.) 

...Post  Office  Box  1272,  Pine  Bluff  71613 

1714  West  42nd,  Pine  Bluff  71603 

1801  West  40th,  Pine  Bluff  71603 

..  Post  Office  Box  1648,  Pine  Bluff  71613 

817  Cherry,  Pine  Bluff  71601 

. ,2404  West  47th  Avenue,  Pine  Bluff  71603  (Res.) 

1726  West  42nd,  Pine  Bluff  71603 534-4407 

Pine  Bluff 

,_,.I5I5  West  42nd,  Pine  Bluff  71603 535-6800 

534-6210 

535-2200 


,.534. 

,535. 

..535. 

.536 

..536. 

..535- 


6481 

7457 

3213 

8547 

4566 

1880 


GS 

1220  West  42nd,  Pine  Bluff  71603 

535-2100 

IM 

,.  .1710  West  42nd,  Pine  Bluff  71603  

534-3561 

A 

3900  Hickory,  Pine  Bluff  71603 

535-8200 

FP  . 

1310  Cherry,  Pine  Bluff  71601 

541-0770 

CHP.  . 

534-1834 

JOHNSON  COUNTY 

FP 

Post  Office  Box  668,  Clarksville  72830 

..  . 754-8384 

FP 

Post  Office  Box  668,  Clarksville  72830 

754-8384 

GS  .. 

754-6510 

FP  

...Post  Office  Box  668.  Clarksville  72830 

754-8384 

FP 

Post  Office  Box  668,  Clarksville  72830 

754-8384 

GP 

754-2043 

FP 

754-8384 

GP 

754-6661 

LAFAYEHE  COUNTY 

GP 

Post  Office  Box  276,  Stamps  71860 

533-4461 

RD 

214-793-2815 

LAWRENCE  COUNTY 

GP  ..  . 

Post  Office  Box  116,  Black  Rock  72415 

878-6209 

RD 

704  Northwest  3rd,  Walnut  Ridge  72476  {Res.) 

886-5377 

GP 

Elders  J.  B.,  . . 

. ..  321  Southwest  3rd,  Walnut  Ridge  72476  

886-3162 

FP 

Post  Office  Box  150.  Walnut  Ridge  72476 

886-3543 

IM 

886-3211 

FP 

886-3543 

**OPH  . 

..  .Lowery,  Robert  D. 

Tampa,  Florida 

R 

892-451 1 

FP 

1210  Highway  25  West,  Walnut  Ridge  72476 

886-3543 

LEE  COUNTY 

GP 

Fields  E.  C. 

...  77  West  Main,  Marianna  72360 

295-5244 

FP 

NO  West  Chestnut,  Marianna  72360 

295-3131 

FP 

Post  Office  Box  794,  Marianna  72360 

295-271 1 

GP  ..  .. 

530  West  Atkins  Boulevard,  Marianna  72360 

295-5225 

LINCOLN  COUNTY 

# 

Freeland,  James  W. 

. Star  City 

LIHLE  RIVER  COUNTY 

FP 

...Post  Office  Box  397,  Ashdown  71822 

898-3306 

GP 

.,  ..  2nd  and  Main,  Ashdown  71822 

898-3306 

RD 

Peacock  Addition,  Ashdown  71822  (Res.) 

898-3353 

FP 

Post  Office  Box  397,  Ashdown  71822 

898-3306 

LOGAN  COUNTY 

PD  

Asad,  Younis  A 

..114  West  4th,  Booneville  72927 

675-2455 

FP 

Post  Office  Box  626,  Paris  72855 

963-6181 

FP 

114  West  4th,  Booneville  72927 

675-2455 

FP 

Post  Office  Box  626,  Paris  72855  

963-6181 

GP 

Post  Office  Box  327,  Booneville  72927  

675-2121  Ext.  20 

FP 

114  West  4th,  Booneville  72927 

675-2455 

GP 

Post  Office  Box  286,  Paris  72855  

963-2191 

GP 

Post  Office  Box  626,  Paris  72855  

963-6181 

LONOKE  COUNTY 

FP 

..  Post  Office  Box  40,  England  72046 

842-2553 

FP 

Post  Office  Box  547,  Hazen  72064 

255-3321 

GP 

Post  Office  Box  450,  Carlisle  72024 

552-7561 

GP 

Post  Office  Box  40,  England  72046 ... 

842-2553 

GP 

305  West  Front,  Lonoke  72086  

676-6560 

FP 

Post  Office  Box  K,  Carlisle  72024 

552-7575 

OM 

Remington  Arms  Company,  Lonoke  72086 

374-2245 

CD 

Post  Office  Drawer  A,  Des  Arc  72040 

256-4312 

GP 

Post  Office  Box  182,  Lonoke  72086 

676-5106 

GP 

Route  1,  Box  219,  \Vard  72176  (Res.) 

843-3335 

MILLER  COUNTY 

R 

..  Post  Office  Box  689,  Texarkana  75501 

774-2121 

GS 

300  East  Sixth,  Texarkana  75502 

774-3211 

NS 

1001  Main,  Texarkana  75501 

214-794-4196 

GS 

. 300  East  Sixth,  Texarkana  75502  

774-321 1 

PD 

,414  Hazel,  Texarkana  75502  

774-7301 

PD 

300  East  Sixth,  Texarkana  75502 

774-321 1 

FTH 

. Post  Office  Box  1288,  Texarkana  75501 

214-794-831 1 

FP 

. Post  Office  Box  1409,  Texarkana  75501  

214-792-7151 

OBG 

300  East  Sixth,  Texarkana  75502 

774-321 1 

GS 

300  East  Sixth,  Texarkana  75502  

774-321 1 

ORS 

1423  Main,  Texarkana  75501 

214-794-3661 

PD 

300  East  Sixth.  Texarkana  75502 

774-321 1 

GYN 

Post  Office  Box  2078,  Texarkana  75501 

214-792-8231 

OBG 

300  East  Sixth,  Texarkana  75502 

774-321 1 

GYN 

...  300  East  Sixth,  Texarkana  75502 

774-3211 

ORS 

1001  Main,  Texarkana  75501 

214-792-6976 

RD 

3935  Texas  Boulevard.  Texarkana  75503  (Res.) 

214-793-3385 

IM 

300  East  Sixth,  Texarkana  75502 

774-321 ! 

GYN 

300  East  Sixth,  Texarkana  75502 

774-321 1 

PTH 

Joyce,  Frederick  E. . 

Post  Office  Box  2763,  Texarkana  75501 

774  2 121 
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GP Kemp,  Karlton  H 

FP Klttrell,  James  B 

RD Laws,  J.  K 

D Loe,  Arlis  W 

R McGinnis,  Robert  Sr..  . 

OBG McWilliams,  Beniamin  A. 

OPH  Rana,  Jayant  B . 

IM  Rodgers,  Nathaniel  L 

U Rountree,  Glen  A 

R Royal,  Jack  L 

FP Short,  Harold  H 

= Smith,  W.  Decker 

GP  Stringfellow,  Jerry  B 

RD  Teasley.  Gerald  H 

GS  Tompkins,  William  C.,  Jr.. 

-=  Wicker,  Eugene  H..., 

Wilhelm,  Frieda  

GS  . Wren,  Herbert  B.  

U ..  -Yarbrough,  Charles  F 

GS  . Youna,  Mitchell 


FP  Biggerstaff,  Jerry  R 

IM Brock,  Charles  C.,  Jr. 

U Campbell.  Charles  E.,  Jr. 

FP Cole,  C.  R 

FP Cullom,  S.  Reggie 

GP Elliott,  John  Q. 

FP Fairley,  Eldon 

FP Fairley,  Julian  R 

GS Fergus,  R.  Scott.  . 

R Gratz,  John  F.,  Jr 

GP'  . . ...  .Green,  William  O.,  Jr. 

PTH  Hart,  Sybil  R 

R Hart,  Wade  A 

GP.  ...  Holcomb,  C.  E 

GP Hubener,  Lemly  L.. 

Hubener,  Louis  F 

I M Jones,  Herbert 

I M.  Jones,  Joe  V 

IM  Massey,  Lorenzo  D 

FP  Osborne,  Merrill  J 

GP Pollock,  George  D 

FP  Rhodes,  R.  F 

GP Rodman,  T.  N 

GP  Russell,  James  D 

GS  Sellers,  Kenneth  D 

FP  Shaneyfelt,  E.  A 

GS  Sims.  H.  C.,  Jr 

OPH  Webb,  James  J..  . . 

OBG  Workman,  W.  Wayne  


FP David.  N.  C.,  Jr 

GP Miya,  Robert  T 

GP.  . Pupsta.  Benedict  F..  . 

GP Stone,  Herd  E 

GP Walker,  Waiter  L 

FP Williams,  J.  P..  Jr 


...408  Hazel,  Texarkana  75502 

..  1001  Main,  Texarkana  75501 

...2105  Garland,  Texarkana  75502  (Res.) 

..Post  Office  Box  1409,  Texarkana  75501 

...-Post  Office  Box  1409,  Texarkana  75501 

....300  East  Sixth,  Texarkana  75502 

...1411  College  Drive,  Texarkana  75503  

...300  East  Sixth,  Texarkana  75502 

...300  East  Sixth,  Texarkana  75502 

. 3(X)  East  Sixth,  Texarkana  75502 

...1400  College  Drive,  Texarkana  75503 

...Texarkana 

...1205  East  35th,  Texarkana  75501 

-1317  Rio  Grande,  Texarkana  75503  (Res.) 

300  East  Sixth.  Texarkana  75502 

..  Texarkana 
. . Dallas,  Texas 

. Post  Office  Box  1409,  Texarkana  75501 

1102  Main,  Texarkana  75501 

1406  College  Drive,  Texarkana  75503 

MISSISSIPPI  COUNTY 

....608  West  Lee,  Osceola  72370 

...527  North  Sixth,  Biythevllle  72315 

...609  Fulton,  Biythevllle  72315 

...519  North  Sixth,  Biythevllle  72315 

.608  West  Lee,  Osceola  72370 

...Post  Office  Box  747,  Biythevllle  72315 

...Post  Office  Box  68,  Osceola  72370 

...  Post  Office  Box  68,  Osceola  72370 

...Professional  Building,  Osceola  72370 

Osceola  Memorial  Hospital.  Osceola  72370. 

...  Post  Office  Box  268,  Biythevllle  72315 

....Post  Office  Box  312,  Biythevllle  72315 

...Post  Office  Box  312,  Biythevllle  72315 

511  North  Sixth,  Biythevllle  72315 

...509  Hutson,  Biythevllle  72315 

...Gainesville,  Florida 

...Post  Office  Box  321,  Biythevllle  72315 

...  527  North  Sixth,  Biythevllle  72315 

Post  Office  Box  388,  Osceola  72370 

...1533  North  lOth,  Biythevllle  72315 

.608  West  Lee,  Osceola  72370 

...608  West  Lee,  Osceola  72370 

...Post  Office  Box  260,  Leachvllle  72438 

...3004  West  Pine  Road.  Arkadelphia  71923  ... 

...lOth  and  Highland,  Biythevllle  72315 

...Post  Office  Box  630,  Manila  72442 

...525  North  10th,  Biythevllle  72315 

...Post  Office  Box  547.  Biythevllle  72315 

...527  North  Sixth,  Biythevllle  72315 

MONROE  COUNTY 

...108  West  Ash,  Brinkley  7202! 

...106  North  New  York,  Brinkley  72021 

Post  Office  Box  250,  Clarendon  72029 

. Post  Office  Box  A,  Holly  Grove  72069  

...Post  Office  Box  151,  Brinkley  72021 

...127  South  New  Orleans,  Brinkley  72021 


774-5181 

.214-794-6107 

772-1209 

.214-792-7151 

.214-792-7151 

774-3211 

.214-792-3729 

774-3211 

774-321! 

774-3211 

.214-793-5671 

773-6745 

.214-794-5245 
774-3211 


.214-792-7151 

.214-793-5608 

.214-792-8264 


. .563-3576 
...763-1520 
...763-0855 
...763-1554 
...563-2608 
.763-4548 
...563-6568 
...563-6568 
...563-3248 
...563-7157 
763-6802 
. 762-3346 
.762-3342 
763-3922 
..762-2021 


...763-8032 
..  763-1520 
.563-6275 
..762-5360 
...563-3576 
.563-2608 
.539-6337 
..246-2471 
763-1307 
.561-4744 
763-0521 
. 762-2131 
..763-8890 


..734-2212 

,734-4847 

.747-3321 

.462-3393 

734-3242 

..734-1331 


NEVADA  COUNTY 


GP 

427  East  Sixth,  Prescott  71857 

GP 

..  .327  East  2nd  South.  Prescott  71857 

RD 

327  East  3rd  South,  Prescott  71857  (Res.). 

FP 

FP 

Post  Office  Box  442,  Prescott  71857 

FP 

Young,  Michael  C 

Post  Office  Box  442,  Prescott  71857 

...887-2625 

...887-3846 

.887-2155 

.887-6651 

887-6651 

.887-6651 


IM  . . . Daniel,  William  A 

IM  Dedman,  John  L.- . . . 

EM....  ....Dobson,  Jack  T 

FP Drewrey,  L.  E 

AN  Ellis,  Joseph  L. , . . 

GS Fohn,  Charles  H.  . . 

GP Guthrie,  James  

FP Hout,  J udson  N 

GS  Jameson,  J.  B.,  Jr 

FP Kendall.  J.  R 

FP  Livingston,  Billy  B 

GP.  ...  Miller,  John  H.  

FP  Nunnally,  Robert  H. 

IM.  __Ozment,  Lowell  V.. 

GYN...  Plant,  Richard  F. 

FP Sanders,  Cal  R.  . 

R Thorne,  A.  E.  


OUACHITA  COUNTY 

Post  Office  Box  757,  Camden  71701 

.415  Hospital  Drive,  Camden  71701.  . 

..2026  Parkwood  Lane,  Fordyce  71742.  ,. 
..Post  Office  Box  995,  Camden  71701. 
..Post  Office  Box  126,  Camden  71701.. 

415  Hospital  Drive,  Camden  71701. 
..Post  Office  Box  757,  Camden  71701.. 
.Post  Office  Box  757.  Camden  71701.  . 
.Post  Office  Box  994,  Camden  71701. 

..Post  Office  Box  757,  Camden  71701 

..225  Jackson,  Camden  7I70I 

. 816  Clifton,  N.W..  Camden  71701  (Res.) 

. Post  Office  Box  757,  Camden  71701  

. Post  Office  Box  757,  Camden  71701 

Post  Office  Box  762,  Camden  71701 

. Post  Office  Box  757,  Camden  71701 

Post  Office  Box  797,  Camden  71701  . 


836-8101 
...836-5013 
...352-2488 
,836-681 1 
836-7144 
836-5013 
836-8101 
...836-8101 
...836-5088 
836-8101 
...836-7367 
...836-2549 
.836-8101 
836-8101 
.836-4169 
.836-8101 
...836-1221 


FP Barrow,  John  H 

FP  Bell,  L.  J.  Patrick 

OPH  Berger.  Alfred  A. 

^ Butts,  James  W 

FP Capes,  Bernard  

GP Ellis,  WillIam_A.,  Jr 

GS Elovitz,  Maurice  J 

GP Faulkner,  H.  N. 

GP Klrkman,  C.  M.  T 

R Maxwell,  J.  Watson 

FP  ..  , Miller,  Robert  D.,  Jr..  . 

GP McCarty,  C.  P.  

GP McCarty.  Gordon  E.,  Jr 

GP  McDaniel,  M.  A 

GP Oldham,  H.  B 

GP Paine,  William  T 


PHILLIPS  COUNTY 

..614  Oakland,  Helena  72342 

.,  626  Poplar,  Helena  72342 

.801  Perry,  Helena  72342  

!'.>bsf  Office  Box  2398,  West  Helena  72390 

.603  Porter,  Helena  72342 

.133  Newman  Drive,  Helena  72342 

..513  Porter.  Helena  72342 

. 1105  Perry,  Helena  72342 

. ..Post  Office  Box  788.  Helena  72342  

616  Elm,  Helena  72342 

. 513  Porter,  Helena  72342 

107  Hickory  Hill,  Helena  72342 

513  Porter,  Helena  72342 

. Post  Office  Box  2538,  West  Helena  72390 
...661  Oakland,  Helena  72342 


..338-8622 

...338-8163 

.338-8781 

...572-2621 
...338-3037 
.338-7218 
,338-7401 
338-8712 
338-641 1 
, 338-8531 
338-7401 
..338-8377 
.338-7401 
..572-7581 
..572-6413 
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GP Pham,  Anh  N . . Post  Office  Box  278,  Marvell  72366  829-3411 

AN Vasudevan,  Kanaka.  . 133  Newman  Drive,  Helena  72342 . . 338-6749 

U Vasudevan,  P 133  Newman  Drive,  Helena  72342 338-6749 

GP  Wise.  James  E.,  Jr.  Post  Office  Box  66,  Marvell  72366  ....  829-2386 


IM ..  Bell,  James  P. 

FP Fried.  David  D 

GP ..  Hefner,  David  P.. 

FP Redman,  Pierre  P.  , ... 

GP. Rogers.  Henry  N. 

FP Stephens,  Maurice  L. 

GS . Wood,  John  P 


POLK  COUNTY 

608  Hickory,  Mena  71953 
. Northside  Shopping  Center,  Mena  71953 
..518  Janssen,  Mena  71953  ... 

513  Mena,  Mena  71953 

600  West  7th.  Mena  71953  

Route  3,  Box  324A,  Mena  71953  . 

907  Mena,  Mena  71953 


394-3993 

.394-5880 

394-3550 

..394-2277 

.394-3344 

394-6300 

.394-4221 


FP  . 
OTO. 
GS..  . 
OBG, 

P 

U 

IM 

AN 

PD 

U 

R 

FP 

GS 

OBG, 

D 

RD 

FP 

ORS.  . 
GP.  .. 
R . 
GP  .. 
ORS 
FP... , 
OPH 
OPH. 


Ashcraft.  Ted  E. 

. Austin.  Nathan  F 

..  Bachman,  David  S 

Battles,  Larry  D 

Bell.  Linda  O 

Bell,  Robert  A. 

Berner,  Dennis 

. Birum,  Patricia  J . 

..  Bost,  R.  Kingsley  

Brown,  Charles  H 

. Burgess,  James  G 

Carter.  James  M. 

..Crumpler.  Joe  B.,  Jr. 

..  Dunn.  Donald  L 

..Galloway,  William  W. 

Gavlas,  Frank  E 

Henry,  J . Arnold 

..  Honghiran.  Ted 

. Kimball.  G.  Howard  . .. 

. King,  John  W. 

. King,  W.  Ernest 

Kolb.  James  M.,  Jr. 

. Lane,  W.  H.,  Jr.  . 

. Lawrence,  Frank  M.  

Lovell,  Richard  K.  . 


POPE  COUNTY 

..  Post  Office  Box 
2504  West  Main, 

3105  West  Main 
3105  West  Main 
.2301  West  Main. 

2301  West  Main, 

3105  West  Main 


1597.  Russellville  72801 

Russellville  72801 

Place,  Russellville  7280! 
Place,  Russellville  72801. 

Russellville  72801 

Russellville  72801 

Place,  Russellville  72801. 

.Post  Office  Box  785,  Russellville  72801 

.3105  West  Main  Place,  Russellville  72801.. 

Russellville  72801 

Russellville  72801. . . 
3,  Russellville  72801. 
Place,  Russellville  72801.. 
Place,  Russellville  72801., 
1602  West  Main,  Russellville  72801  ...  . 

310  North  2nd.  Dardanelle  72834  (Res.).  ,.. 
3105  West  Main  Place,  Russellville  72801 

Russellville  72801 

Russellville  72801 

Russellville  72801 
Place,  Russellville  72801.. 
Russellville  72801 


2301  West  Main, 

Post  Office  Box  1647, 
, 3105  West  Main  Plac 
..3105  West  Main 
..3105  West  Main 


2504  West  Main, 
1919  West  Main 
3203  West  Main. 
3105  West  Main 
305  Skyline  Drive, 


Post  Office  Box  324, 
Post  Office  Box  400, 


Dover  72837 

Russellville  72801. 


Post  Office  Box  1107,  Russellvll 


72801. 


..968-7170 
968-5261 
968-2345 
968-2345 
968-3323 
968-3323 
968-2345 
968-5670 
968-2345 
968-3323 
968-7930 
968-2345 
968-2345 
968-2345 
968-6969 
229-3306 
968-2345 
968-3200 
..968-361 1 
968-7930 
968-2345 
.968-2124 
331-2828 
968-2242 
. 968-7302 


OPH 

lU  J 

Post  Office  Box  1107,  Russellville  72801 

968-7302 

GP 

Post  Office  Box  187,  Atkins  72823 

641-2992 

FP 

3105  West  Main  Place,  Russellville  72801  

968-2345 

FP 

Post  Office  Box  1597,  Russellville  72801 

968-3611 

RD  

968-2604 

OPH 

Post  Office  Box  400,  Russellville  72801  

968-2242 

RD 

..  ..2121  Towson,  Fort  Smith  72901  (Res.) 

785-1441 

FP..  . 

968-2345 

R. 

Post  Office  Box  I6'(7,  Russellville  72801 

968-7930 

PTH.  . 

. Post  Office  Box  925,  Russellville  72801 

968-6781 

FP 

968-2345 

IM.  . 

968-2345 

IM 

,3105  West  Main  Place,  Russellville  72801  

968-2345 

GP 

. . 809  West  Main,  Russellville  72801 

968-2156 

EM 

968-6211 

PULASKI  COUNTY 

AN 

661-3578 

IM 

lOOOl  Lile  Drive,  Little  Rock  72205  

227-8000 

NS 

750  Medical  Towers  Building,  Little  Rock  72205  

225-0880 

PUD. 

890  Medical  Towers  Building,  Little  Rock  72205  . . 

. . 224-0110 

OPH 

664-5100 

OBG 

Allen  D.  B. 

664-4131 

OBG.  . 

MOO  North  University,  Little  Rock  72207 

664-9191 

CDS 

1050  Medical  Towers  Building,  Little  Rock  72205  

. , .227-8300 

PS 

413  North  University,  Little  Rock  72205  

664-0900 

Allison.  Jack  R 

Japan 

IM 

lOOOl  Lile  Drive,  Little  Rock  72205 

227-8000 

FP 

1310  North  Center,  Lonoke  72086 

676-5123 

PTH 

#I  St.  Vincent  Circle,  Little  Rock  72205 

.661 -3000 

GS 

340  Doctors  Park  Building,  Little  Rock  72205..  ..  , . . 

227-7888 

PD  ... 

1721  Maryland,  Little  Rock  72202 , . 

661-5905 

PTH... 

#1  St.  Vincent  Circle,  Little  Rock  72205  

661-8542 

RD 

#3  Helen  Drive,  Sherwood  72116  (Res.)  

835-1046 

RD 

1900  North  Tyler,  Little  Rock  72207  (Res.)  ...  . 

.664-2332 

u 

...  . 661-5240 

GS. 

500  South  University!  Little  Rock  72205 

.664-2434 

P 

121 15  Hinson  Road,  Little  Rock  72212 

227-0680 

OT 

1200  Medical  Towers  Building,  Little  Rock  72205 

227-5050 

PTH.  . . 

4301  West  Markham,  Little  Rock  72201 .... 

661-5170 

U 

664-4364 

IM 

1 1215  Hermitage,  Little  Rock  72211  

.225-2661 

PD 

664-4044 

OBG. 

880  Medical  Towers  Building,  Little  Rock  72205  

224-5050 

FP 

Ballard.  C.  E.  Jr. 

250  Doctors  Park  Buildinq,  Little  Rock  72205,  

224-0102 

GYN  . .. 

664-8502 

GYN 

661-5923 

FP 

Barq  Charles  D. 

224  5220 

CD 

664-5860 

IM 

666-0244 

U 

#1  St.  Vincent  Circle,  Little  Rock  72205  

664-1762 

R 

661-5740 

FP 

225-9222 

OBG.  . . 

.664-4131 

GS 

664-2245 

R ... 

227-5240 

OPH 

375-4419 

FP 

758-1002 

RD 

225-2478 

CD 

224-9001 

FM 

227-7755 

GS 

...  224  3424 

EM  

771-3355 

FP 

Betton,  Harold  B 

...  1221  Bishop,  Little  Rock  72202 

376  1160 
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Rock  72118 771-1927 

Rock  72114 758-1620 


P . Betts,  Charles  S 50  Westwind  Drive,  North  Little 

GS _Bevans,  David  W.,  Jr „406  West  Pershing,  North  Little 

# Beverly,  Nolan  F Little  Rock 

R _Binet.  Eugene  F 300  East  Roosevelt,  Little  Rock  72206 372-8361,  Ext.  383 

D .Biondo,  Raymond  V Post  Office  Box  921,  North  Little  Rock  72115 758-2588 

CD _.Bishop,  William  B lOOOl  Llle  Drive,  Little  Rock  72205 227-8000 

Bissada  Nabil  K Saudi  Arabia 

U .Black,  Hal  R 200  Doctors  Park  Building,  Little  Rock  72205 225-9755 

GP  Black,  H.  Thurston 123  North  Van  Buren.  Little  Rock  72205 666-0142 

GE ..Blackshear,  Jack  L 650  Medical  Towers  Building,  Little  Rock  72205 227-8074 

-Blankenship,  William  F. 1100  North  University,  Little  Rock  72207 664-5720 

-Boeilner,  Samuel  W 300  Medical  Towers  Building,  Little  Rock  72205 227-4750 

..Boger,  James  E 690  Medical  Towers  Building,  Little  Rock  72205  1-800-482-1224 

• Boop,  Warren  C.,  Jr. 4301  West  Markham.  Slot  507,  Little  Rock  72201 661-5270 

-Bornhofen,  John  H 300  Medical  Towers  Building,  Little  Rock  72205 227-4750 

..Bost,  Roger  B 4301  West  Markham,  Little  Rock  72201 661-5260 


ORS 

PD.,.. 

CD... 

NS,  . 

N.  . 

PD. 

ORS 

NM 

U.  . 

R. 

PD 

PD 


I2th  and  Marshall,  Little  Rock  72201 227-2555 

4301  West  Markham,  Little  Rock  72201 661-5760 

200  Doctors  Park  Building,  Little  Rock  72205  225-9755 

Jr MOO  Medical  Towers  Building,  Little  Rock  72205 227-5240 

2805  Foxcroft  Square,  #403,  Little  Rock  72207  (Res.) 225-1203 

11125  Hermitage  Road.  Little  Rock  72211 225-9038 

IM ..Brinkley,  Roy  A 220  Doctors  Park  Building  Little  Rock  72205 227-6350 

OTO  ....  Brlzzolara,  A.  J 500  South  University,  Little  Rock  72205 664-4381 

" ■ ■ 12115  Hinson  Road,  Little  Rock  72212 227-0680 

2014  Boulevard,  Little  Rock  72204  (Res.) 663-7697 

1120  Marshall,  Little  Rock  72202 375-3376 

409  North  University 


Bowker,  John  H ... 

.Boyd,  Charles  M 

Bradburn.  Curry  B... 

.Brenner.  George  H. 

Briggs,  Barnett  P.. 

..Briggs,  Dale  D 


Little  Rock  72205.. 


1150  Medical  Towers  Building,  Little  Rock  72205.. 


.4301  West  Markha 


Little 

Little 


p Broach,  R.  Fred 

RD Brown,  Martha  M 

U Brown,  T.  Duel 

GE  Browning.  Donald  G. 

AN  Browning,  Stanley  K. 

ADM Bruce,  Thomas  A. 

GS Buchanan.  F.  R — 500  South  University, 

PD Buchanan,  Gilbert  A.  500  South  University, 

GS  Buchman,  Joseph  A. 500  South  University, 

hem Bucolo,  Anthony  P 500  South  University, 

FP ...Buford,  Joe  Lee 1801  Maole,  North  Little  Rock  72114 

an  Bumpas.  Joe  H 500  South  University,  Little  Rock  72205 

PTH  Burger,  Robert  A 

GS ..Burnett,  Hugh  F.. 

FP .Burrow,  Dennis  R. 

P Busby,  John  V. 


RD Byrd.  Lucas  M.  Jr.  . 

R Caignet,  Juan  E 

IM Cain,  Thomas  D 

OPH Calcote  Robert  A. 

GS Caldwell.  Fred  T.  Jr. 

FP Calhoon.  J.  Dale 


664-6980 
..227-7590 
..661-5350 
.664-4324 
..664-4117 

Rock  72205  664-9116 

Rock  72205 661-0060 

758-1002 
664-4532 

9600  West  12th.  Little  Rock  72201 227-2888 

990  Medical  Towers  Buildinq.  Little  Rock  72205 227-9080 

550  Edqewood.  Maumelle  72118 851-2170 

12115  Hinson  Road,  Little  Rock  72212 227-0680 


Rock  72201.. 
Rock  72205 
Little  Rock  72205, 
Little 
Little 


-36  Lakeshore  Drive,  Little  Rock  72204  (Res.) 
-300  East  Roosevelt  Road.  Little  Rock  72206 

•••1I2I5  Hermitaae  Road,  Little  Rock  72211 

-2500  McCain  Place.  North  Little  Rock  72116 

-4301  West  Markham,  Little  Rock  72201 

Post  Office  Box  805,  Jacksonville  72076 


-Calhoun,  Joseoh  D 500  South  University,  Little  Rock  72205 


565-6046 

372-8361,  Ext.  383 

225-2661 

771-1166 

661-6173 

982-4551 


R.  ... 

TS Campbell,  Gilbert  5. 

R -Campbell,  James  W 

A -Caplinger.  KelsyJ. 

p -Carnahan,  Robert  G 

FP Carson,  Lavne  E. 

R ^Caruthers.  Samuel  B. 

G5 Casali,  Robert  E.  . 

RD -Cazort,  Alan  G. 


4301  West  Markham,  Little  Rock  72201.. 

, . , 5117  Edaewood  Little  Rock  72207  fRes.).. 

ORS Chaicales.  Harold  H 405  North  University  Little  Rock  7220^ 

OPH  Chandler,  Billy  M ‘ ’ 

FP Chapman,  Jerry  C 

RD Chappell  Ewin  S 

FP Chealrs,  David  R 

R _ChIshoIm  Dan 

U Chrlsteson,  Wlll'am  W 

ORS Christian,  John  D 


664-3914 

Little  Rock  72201 661-6177 

Little  Rock  72205  664-39U 

Little  Rock  72215 227-5210 

Little  Rock  72201  664-4500 

300  East  Roosevelt  Road,  Little  Rock  72206  372-8361,  Ext.  585 

1100  Medical  Towers  Building,  Little  Rock  72205 227-2771 


--430I  West  Markham, 
-500  South  Universitv, 
- Po-it  Office  Box  5675 
..4313  West  Markham, 


.406  West  Pershlnn  North  Little  Rock  72114 

--.Post  Office  Box  805,  Jacksonville  72076  

• 400  North  University.  Little  Rock  72205  fRes.), 
330  Doctors  Park  Buildinq,  Little  Rock  72205  . 

501  South  Universitv,  Little  Rock  72205  

-300  East  Roosevelt  Road,  Little  Rock  72206 

MHO  North  University.  Little  Rork  72207 


.661-6184 

663- 3623 
.664-1500 
. .758-1651 
..982-4551 
.663-4747 
.227-6363 

664- 3914 
372-8361 
664-7710 


FP 

753-1813 

ORG 

.758-1022 

AN 

861-5000 

OPH 

.Clifton  Cliff  ..  

Slf>  Scott,  Little  Rocit  72201  

374-6338 

FP 

835-6800 

R 

664-3914 

OTO 

.227-5050 

PD 

664-4117 

**ORS 

^701  West  Markham  Little  Rock  72201 

661-5000 

OPH 

375-8273 

G^; 

Corbell,  Carroll  E 

5rju-fR  Mn’versitv,  Litt'e  Rock  72205  

663-6339 

ORG 

664-2277 

GP 

664-6603 

OPH 

, ..  224-0400 

**AN 

661-6114 

CRS 

666-0106 

GYM 

. 664-8508 

CRS 

664-1272 

OPH 

. . 666-0126 

ORS 

AAA-0M4 

CDS 

227-9434 

IM 

664-4171 

R 

227-2180 

GP 

982-0576 

GP 

982-0576 

GS 

1310  Cantrell  Road  Little  Rock  72202 

372-3661 

OPH 

8500  West  Markham.  Little  Rock  72205  

.224-4701 

PD 

661-5689 

OTO 

227-5050 

NS 

225-0880 

ORS 

Dickson,  D.  Bud 

500  South  University,  Little  Rock  72205  

663-4163 

FP 

Dillard,  Daniel  C 

3500  South  University,  Little  Rock  72204  

562-4838 

R 

.Diner,  Wilma  J 

4301  West  Markham,  Slot  556,  Little  Rock  72201 

.661-5740 

R 

.1100  Medical  Towers  Building,  Little  Rock  72205 

227-2771 

RD 

Quapaw  Tower  Apartments,  Little  Rock  72202  (Res.) 

374-9349 

4t 

Dodson,  C.  Frank,  Jr.  

. Little  Rock 

ORS  .. 

. 661-0350 

P 

224-2447 

U 

#I  St.  Vincent  Circle  Little  Rock  72205  

664-1762 

PD 

372-1510 

FP  

9R7-4RRI 

RD 

..  . Easley,  Edgar  J, 

220  Linwood  Court,  Little  Rock  72205  (Res.) 

663-5086 
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Type  of 

Telephone 

Practice 

Member's  Name 

Address 

Number 

ORS 

666-0144 

P 

664-4500 

AN 

664-8489 

GP 

664-4127 

FP 

...225-2594 

FP 

6213  Lee  Avenue,  Little  Rock  72205 

664-2115 

IM 

Fendley,  Jack  T ..  .. 

2500  McCain  Place.  North  Little  Rock  72116 

771-0300 

R 

661-5740 

FP. 

982-2141 

GS 

758-1620 

R 

.227-5240 

U. 

661-5240 

PD 

Fiser,  Robert  H.,  Jr 

4301  West  Markham,  Little  Rock  72201 

661-5905 

GP.. 

666-8861 

FP 

664-4810 

NS 

661-5270 

NS 

661-5270 

RD  

.2000  Magnolia  Apt.  232,  Little  Rock  72202  (Res.)  

666-1248 

NS 

664-3021 

GYN 

Floyd  Bill  G 

224-6770 

GS 

8000  Interstate  30,  Little  Rock  72209  

569-4284 

# 

Foster,  Julian  L 

Little  Rock 

U 

225-9755 

PD 

758-1530 

EM 

Frye,  Ivan  L 

Veterans  Administration  Hospital.  North  Little  Rock  72114 

372-8361,  Ext.  7609 

OBG 

758-3774 

# 

Fulmer,  H.  Ray 

Little  Rock 

OPH.  .. 

664-3142 

CD  

664-5860 

N 

227-4750 

OTO 

227-4863 

OTO  .. 

227-5050 

ORS 

804  Wolfe  Little  Rock  72201'' 

376-4621,  Ext.  244 

R 

227-2180 

N 

227-4750 

PUD 

661-9393 

NS 

225-0880 

GYN 

664-9555 

AN  .. 

.664-4532 

AN 

661-4180 

PTH. 

666-0351 

END 

lOOOl  Lile  Drive  Little  Rock  72205  

...227-8000 

R 

.771-3350 

P 

664-1060 

GE 

664-5932 

A 

227-8545 

NMF 

661-5000 

PD  ..  .. 

758-1530 

IM 

666-2881 

GS 

.227-9080 

RD 

..  .224-0220 

GE 

664-6980 

RD  

663-1547 

ORS 

. Post  Office  Box  5270,  Little  Rock  72215  ..  . 

224-6900 

GS  

664-4146 

GYN. 

664-5330 

IM 

Hali  A'.  D 

664-0027 

U 

-.Hall’  A David 

664-4364 

CD  

.224-6525 

PUD  

661-9393 

OPH  . .. 

666-0311 

OPH.  . 

661-0450 

•*PTH.  . . 

. 661-5171 

GE 

. 224-9100 

AN. 

227-7590 

IM 

227-8000 

FP 

375-3000 

P 

663-6346 

R 

Post  Office  Box  7509,  Little  Rock  72217 

664-8573 

RHU 

227-8000 

P 

227-0680 

NM  

664-3914 

P 

.225-7433 

FP 

.562-8600 

OBG 

664-9232 

P 

225-1247 

GS 

664-2434 

PS 

666-2811 

R 

664-3914 

11 

. . ..  .664-4365 

P 

664-4500 

FP 

.664-4810 

A 

227-5210 

FP 

227-6363 

P 

.661-5266 

GYN 

664-4191 

N 

227-4750 

OPH 

5IA  Scott  Little  Rock  72201  ''  

. ..  374-6338 

OPH 

758-7627 

PD 

664-4044 

IM 

.224-0110 

AN 

664-2496 

U 

664-0651 

AN 

Hill  Howell  V.  

. . 227-7590 

# 

Hodqes,  William  B 

Nnrth  Little  Rock 

R 

661-5740 

RD 

663-7767 

RD 

663-4160 

FP 

225-6123 

GS 

666-9442 

RHU 

227-8000 

R 

664-3914 

Hooper.  Anthony  C 

..  Kirkwood.  Missouri 

P 

227-6370 

N 

227-4750 

OBG 

_ 120  Doctors  Park  Building,  Little  Rock  72205 

224-4738 

ORS 

412  Cross,  Little  Rock  72201 

375-5338 
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Type  of 

1 eiephone 

Practice 

Member's  Name 

Address 

N umber 

ORS 

227-4150 

IM 

lOOOl  Lile  Drive,  Little  Rock  72205 

227-8000 

FP 

374-7940 

D 

664-4161 

PTH 

804  Wolte  Little  Rock  72201  

376-4621 

CD 

661-0300 

PTH 

..  9601  West  12th  Little  Rock  72201 

227-2888 

OBG 

664-8003 

IM 

664-4171 

ORS 

224-6900 

OBG 

661-1711 

A 

664-3904 

AN 

661-4180 

GS 

664-4747 

ORS 

, . . 224-6900 

GS 

664-4747 

D 

664-0418 

NS  

661-5676 

NS  

Jouett,  W.  Ray  

225-0880 

R 

...  .Joyce,  John  W 

. . ..  MOO  Medical  Towers  Building,  Little  Rock  72205 

. . 227-5240 

RD 

523-3238 

AN 

664-8489 

FP 

Kagy.  John  K 

I0I2I  North  Rodney  Parham.  Little  Rock  72207. 

224-2525 

IM 

1300  West  Sixth,  Little  Rock  72201 

374-5588 

PTH  

661-5171 

D 

664-4161 

OBG  

Keller  Alfred  W 

. . .758-3774 

••PTH  . 

661-5171 

FP 

753-9464 

PD 

664-4117 

GS  

King,  S.  Errol  

376-4020 

PDA  

..  Post  Office  Box  5675,  Little  Rock  72215  

227-5210 

CD  

227-8000 

P 

.664-4500 

IM  

.661-5160 

RD  

Kolb,  AqnesC.  

663-7930 

P 

. 225-0887 

RD 

225-7709 

GYN  

Kreth  k.  M 

.663-9441 

P 

664-1060 

CD  

664-6841 

GE 

666-0249 

GS ... 

.664-1521 

OBG 

..224-5500 

OTO 

227-8501 

OP’H 

...664-1104 

R 

.227-2180 

GS 

661-6186 

R 

..  664-8573 

FP 

753-3661 

RD 

..  663-4834 

A 

664-3904 

PS 

919  University  Tower  Building,  Little  Rock  72204 

..  664-8672 

RHU 

#1  St.  Vincent  Circle,  Little  Rock  72205  ..  . 

664-2466 

FP  

Leonard.  Garnett  J 

. . ..  3115  JFK  Boulevard,  North  Little  Rock  72116 

..  .753-9499 

OBG 

...224-1080 

ORS 

...  375-0102 

PD 

.664-4044 

EM  

562-8600 

CD 

.727-4434 

R 

.227-2180 

TS 

.664-6705 

ORS  

666-0144 

CDS  ..  . 

224-5666 

U 

664-4364 

ORS 

.666-0144 

IM 

Love  Tommy  L.,  Jr. 

#1  St.  Vincent  Circle  Little  Rock  72205  

. 664-5932 

PD  

504  Wolfe  Little  Rock  72201 

376-4621,  Ext.  101 

N 

661-5135 

GS 

758-1620 

GS  

664-2434 

FP 

945-9271 

IM 

224-2424 

PTH 

6600  West  12th  Little  Rock  72205  

.....227-2888 

PUD  

Mason,  William  L 

661-9393 

HEM 

227-6770 

A 

227-5210 

P 

-.4301  West  Markham  Slot  568  little  Rock  72201 

661-5900 

CD  ...  . 

224-9001 

AN 

277-7590 

IM 

224-2525 

N 

664-3018 

ORS 

224-6900 

NEF 

224-2141 

FP 

562-4838 

FP 

835-0703 

IM  . 

5918  Lee  Little  Rock  72205  

664-2500 

OBG. 

661-5921 

OTO 

664-4318 

R 

661-5740 

ADM 

^ost  Office  Box  2181  Little  Rock  72203  

378-2133 

N 

753-5462 

D 

664-4161 

U 

664-4364 

GS  . 

982-2141 

IM 

5918  Lee  Little  Rock  72205  

664-2500 

OBG 

758-1022 

GS 

...224-1950 

IM 

.664-2111 

FP 

758-8981 

R 

664-3914 

ORS 

Morrissy.  Raymond  T 

804  Wolfe,  Little  Rock  72202 

...376-4621 

IM 

Morse.  Jim  C.  

500  South  University,  Little  Rock  72205 

661  9740 

GE 

lOOOl  Lile  Drive  Little  Rock  72205  

. . . ...227  8000 

ORS 

.664-6334 

GP 

Murohy.  James  E 

1800  Maole.  North  Little  Rock  72114  

758-1640 

294 


Type  ot 

Telephone 

Practice 

Member's  Name 

Address 

Number 

P 

371-1654 

R 

227-5240 

OBG 

664-4131 

PTH 

Post  Office  Box  5507,  Little  Rock  72215 

664-2593 

GS 

227-8180 

FP 

.McCrary,  George  A.. 

Post  Office  Box  805,  Jacksonville  72076  

982-4551 

FP. 

McGowan,  Robert  J. 

...424  North  University,  Liftle  Rock  72205 

664-4810 

OTO 

McGrew,  Robert  N. 

1200  Medical  Towers  Building.  Little  Rock  7220S.. 

227-5050 

OBG 

664-4 1 3 1 

ORS 

666-0251 

PTH 

Post  Office  Box  5507^  Little  Rock  72215 

664-2593 

OBG. 

227-5885 

IM 

224-2424 

RD 

663-3783 

GPM 

664-5750 

GP 

375-2433 

Nasca,  Richard  J 

Birmingham,  Alabama 

R 

664-3914 

ORS 

4301  West  Markham,  Little  Rock  72201 

661-5252 

R 

664-3914 

RD 

517  East  7th,  Little  Rock  72202  (Res.) 

375-2252 

ORS 

4301  West  Markham,  Little  Rock  72201  

661-5252 

R 

..  664-3914 

R 

. .8570  Cantrell,  Little  Rock  72207  (Res.) 

225-1860 

PH 

...1700  West  13th.  Little  Rock  72202 

376-451 1 

R 

500  South  University.  Little  Rock  72205 

664-3914 

GP’ 

... . 664-0769 

p 

2500  McCain  Boulevard,  North  Little  Rock  72116 

. 758-9992 

ADM 

9601  Interstate  630,  Little  Rock  72201 

...227-2672 

GS 

„ 227-7200 

GS 

1000  Medical  Towers  Building,  Little  Rock  /2205  . ... 

227-8180 

PTH 

.#  1 St.  Vincent  Circle.  Little  Rock  72205  

661-8534 

ADM 

....Padberg,  Frank  T 

. .55  East  Erie,  Chicago,  Illinois  60611 

312-664-4050 

#1  St.  Vincent  Circle,  Little  Rock  72205 

664-6601 

AN  

. ...1150  Medical  Towers  Building,  Little  Rock  72205 

227-7590 

OT 

1200  Medical  Towers  Building,  Little  Rock  72205 

227-5050 

OPH 

500  South  University,  Little  Rock  72205 

666-9632 

GS 

224-1950 

PD 

664-4044 

ORS 

. ..  110  Doctors  Park  Building.  Little  Rock  72205 

227-4150 

P 

661-5800 

END 

lOOOl  Lile  Drive,  Little  Rock  72205 

227-8000 

OPH 

4301  West  Markham,  Little  Rock  72201 

661-5150 

OPH 

. ...  376-2840 

OBG 

...800  Medical  Towers  Building,  Little  Rock  72205 

227-5885 

GS 

Post  Office  Box  13,  North  Little  Rock  72115  

374-4821 

GS 

500  South  University,  Little  Rock  72205  

664-4321 

IM 

771-0300 

OPH^ 

664-1104 

AN 

Pollard,  Arlee  E. 

500  South  University,  Little  Rock  72205  

661-3578 

RD 

3925  North  Lookout,  Little  Rock  72205  (Res.)  

663-9352 

PS 

227-6464 

OTO 

..  500  South  University,  Little  Rock  72205 

664-9082 

GE 

409  North  University,  Little  Rock  72205 

..  664-6980 

NM 

664-3914 

CD 

664-9535 

IM 

. ..Post  Office  Box  2900,  Little  Rock  72203  

375-3231 

RD 

663-5269 

FP 

562-1463 

IM 

5918  Lee,  Little  Rock  72205 

664-2500 

N 

2003  Fendley  Drive,  North  Little  Rock  72114  

753-5462 

D 

664-4161 

IM.  . 

lOOOl  Lile  Drive,  Little  Rock  72205  

227-8000 

TS 

300  East  Roosevelt  Road,  Little  Rock  72206 

372-8361,  Ext.  331 

RD 

4 Edgehlll  Road,  Little  Rock  72207  (Res.) 

663-1570 

PUD 

890  Medical  Towers  Building,  Little  Rock  72205. 

224-0110 

NS 

750  Medical  Towers  Building,  Little  Rock  72205 

. 225-0880 

u 

661-5240 

OBG 

227-6377 

IM 

372-8361 

P 

661-5266 

R 

500  South  University,  Little  Rock  72205  

664-3914 

R 

664-3914 

CD 

#1  St.  Vincent  Circle,  Little  Rock  72205 

664-9040 

GS 

664-4321 

FP 

562-8600 

FP 

1024  Scott,  Little  Rock  72202 

375-3326 

FP 

562-4838 

CHP 

661-5810 

OPH 

623  Woodlane,  Little  Rock  72201 

374-6491 

OBG 

664-4131 

FP 

562-4838 

RD 

663-7502 

PTH 

500  South  University,  Little  Rock  72205  

664-2593 

GYN 

661-0596 

ORS 

501  West  25th.  North  Little  Rock  72114  

758-2046 

RD 

..  107  Cambridge  Place,  Little  Rock  72207  (Res.) 

225-8071 

ORS 

..  500  South  University,  Little  Rock  72205  

664-8515 

GYN 

664-8200 

IM 

664-6600 

PTH 

661-6400 

RD 

2nd  and  Grand,  Hot  Springs  71901  (Res.) 

623-1571 

OTO 

500  South  University,  Little  Rock  72205 

664-9082 

OPH 

970  Medical  Towers  Building.  Little  Rock  72205 

227-6980 

OTO 

520  West  26th,  North  Little  Rock  72114  

758-6560 

ORS 

110  Doctors  Park  Building,  Little  Rock  72205  

227-4150 

FP  . 

Saltzman,  Ben  N.  . . . 

4301  West  Markham,  Slot  592,  Little  Rock  72201 

661-5371 

TS 

500  South  University,  Little  Rock  72205 

664-6050 

FP 

..  758-1002 

OPH 

260  Doctors  Park  Building,  Little  Rock  72205 

224-4484 

IM 

227-8000 

GS 

. . 320  Doctors  Park  Building.  Little  Rock  72205  

227-7200 

OPH 

664-5354 

PTH 

661-8539 

OPH 

758-7627 

R 

376-4621 

ORS 

666-2824 

OBG 

_Selbv  Micheal  L 

500  South  University,  Little  Rock  72205 

- 664-8003 

Type  of 

Telephone 

Practice 

Member’s  Name 

Address 

Number 

P 

. .661-5266 

OPH 

..  Shock,  John  Jr 

4301  West  Markham,  Little  Rock  72201 

661-5150 

ORS 

Shuffleld  H,  Elvin 

110  Doctors  Park  Building,  Little  Rock  72205  

227-4150 

IM  

Silvoso,  Gerald  R 

lOOOl  Llle  Drive,  Little  Rock  72205 

227-8000 

OBG 

224-5500 

IM 

375-2801 

p. 

.Sims,  James  M 

2500  McCain,  North  Little  Rock  72116 

758-9992 

PD 

661-5320 

PTH  

Singleton,  L.  Gene 

9601  Interstate  630,  Little  Rock  72201 

227-2888 

GS 

Sipes,  Frank  M 

403  Donaghey  Building,  Little  Rock  72201 

375-5543 

ORS 

664-7710 

PTH 

9600  West  12th,  Little  Rock  72201 

227-2888 

R 

1100  Medical  Towers  Building  Little  Rock  72205 

227-5240 

AN 

227-7590 

GYN 

664-2277 

GE 

409  North  University,  Little  Rock  72205 

664-6980 

p 

664-0001 

CD 

360  Doctors  Park  Building,  Little  Rock  72205 

224-6525 

OBG 

Smith,  Douglas  B 

310  Doctors  Park  Building,  Little  Rock  72205 

224-5500 

OPH 

374-6491 

OPH 

. 7107  West  12th,  Little  Rock  72204 

666-8627 

FP 

666-6570 

GYN 

5326  West  Markham.  Little  Rock  72205 

664-1527 

R 

Smith,  Phillip  L 

4301  West  Markham,  Little  Rock  72201 

661-5740 

A 

Post  Office  Box  5675.  Little  Rock  72215 

227-5210 

GE 

. 664-6980 

PD 

500  South  University,  Little  Rock  72205 

664-4117 

OTO 

330  Medical  Towers  Building,  Little  Rock  72205 

227-4863 

RD 

205-342-4845 

FP 

227-6363 

ORS 

Post  Office  Box  5270,  Little  Rock  72215 

224-6900 

RD 

307  North  Cedar,  Little  Rock  72205  (Res.). 

663-6877 

PUD 

lOOOl  Lile  Drive,  Little  Rock  72205 

227-8000 

GS 

300  East  Roosevelt  Road,  Little  Rock  72206 

372-8361 

11 

664-0651 

IM 

Pike  Plaza  Center,  North  Little  Rock  72114 

758-9823 

ORS 

Steele,  William  L 

1100  North  University,  Little  Rock  72207 

664-7710 

IM 

409  Fairfax,  Little  Rock  72205  (Res.) 

663-5287 

ONC 

500  South  University,  Little  Rock  72205 

661-0060 

# .. 

.Stewart,  Bill  D 

Little  Rock 

FP 

Stotts,  John  R 

Post  Office  Box  7219,  Little  Rock  72217 

663-9415 

rn 

2000  Fendley  Drive,  North  Little  Rock  72114  

758-5133 

FP 

1026  Donaghey  Building.  Little  Rock  72201 

372-1828 

IM 

1026  Donaghey  Building,  Little  Rock  72201 

372-1828 

PD 

516  West  Pershing,  North  Little  Rock  72114 

758-1530 

ORG 

270  Medical  Towers  Building,  Little  Rock  72205 

224-6300 

p<; 

500  South  University,  Little  Rock  72205 

664-4383 

OBG 

310  Doctors  Park  Building,  Little  Rock  722J5 

..224-5500 

u 

518  West  26th,  North  Little  Rock  72114 

758-6111 

PTH 

9600  West  12th,  Little  Rock  72205 

227-2888 

p 

Veterans  Administration  Hospital,  North  Little  Rock 

72114 

372-8361 

RD 

3415  North  Hills  Boulevard,  North  Little  Rock  72116 

(Res.). 

753-3029 

1 M 

lOOOl  Lile  Drive,  Little  Rock  72205  

.227-8000 

CRS 

Tedford,  John  G 

, ..500  South  University,  Little  Rock  72205 

664-8466 

PD 

500  South  University,  Little  Rock  72205 

_.664-4l  17 

GE  - 

..Texter,  E.  Clinton,  Jr 

.4301  West  Markham,  Slot  567,  Little  Rock  72201 

661-5177 

OPH 

500  South  University,  Little  Rock  72205 

......664-8445 

p 

. . 4313  West  Markham,  Little  Rock  72201 

.664-4500 

ORS 

_#l  St.  Vincent  Circle,  Little  Rock  72205 

661-0350 

1310  Cantrell  Road,  Little  Rock  72201 

374-5703 

CD 

..#1  St.  Vincent  Circle,  Little  Rock  72205 

664-5860 

OTO 

664-4381 

G<; 

372-8361 

AN 

4301  West  Markham,  Slot  515,  Little  Rock  72201 

661-61 15 

p 

819  University  Tower  Building,  Little  Rock  72204 

664-2444 

ORS 

664-7710 

ORS 

MOO  North  University,  Little  Rock  72207 

664-7710 

AHM 

661-3154 

rn 

664-9040 

FP 

Post  Office  Box  7219,  Litfle  Rock  72217 

663-9415 

p 

...661-5740 

1 M 

666-0136 

ADM 

..  . 372-8361,  Ext.  1291 

FP 

Post  Office  Box  459.  Jacksonville  72076 

982-2141 

HFM 

500  South  University,  Little  Rock  72205 

664-3008 

r ns 

661-6175 

GP 

5326  West  Markham,  Little  Rock  72205 

663-4114 

A N 

1150  Medical  Towers  Building,  Little  Rock  72205  

227-7590 

GS 

990  Medical  Towers  Building,  Little  Rock  72205. 

227-9080 

A N 

. 758-4806 

A N 

3 Ken  Circle.  Little  Rock  72207  (Res.) 

...664-3789 

PS 

919  University  Tower  Building,  Little  Rock  72204 

. . 664-8672 

GP 

664-4810 

IM 

5918  Lee,  Little  Rock  72205  

..  . 664-2500 

Rn 

5909  Country  Club,  Little  Rock  72207  (Res.) 

.663-2132 

GS 

.664-4146 

1 M 

661-5680 

AN 

...227-7590 

pn 

664-4044 

RH 

753-4193 

OPH 

230  Doctors  Park  Building,  Little  Rock  72205. 

227-6797 

OPH 

. 227-6797 

1 M 

661-9740 

RD 

30  Edgehill,  Little  Rock  72207  (Res.) 

663-6680 

ORS 

661-5251 

GP 

Post  Office  Box  188,  Jacksonville  72076 

982-2108 

ORS 

4301  West  Markham,  Slot  531,  Little  Rock  72201 

661-5251 

rns 

..  780  Medical  Towers  Building,  Little  Rock  72205 

224-1508 

NFP 

224-2141 

IM 

...216  Donaghey  Building,  Little  Rock  72201 

375-7121 

PS 

664-8672 

GS 

.330  Doctors  Rark  Building,  Little  Rock  72205 

227-6363 

GS 

4301  West  Markham,  Little  Rock  72201 

661-6176 

p 

225-0777 

PTH 

661-5171 

FP 

908  High,  Little  Rock  72202 

374-3609 

RD 

3 Wingate  Drive.  Little  Rock  72205  (Res.) 

225-1252 

GP 

Wilkes,  Elbert  H 

5322  West  Markham,  Little  Rock  72205 

663-4 II 4 
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Type  of 

Practice 

Member's  Name 

CDS 

Williams,  C.  David  

CDS 

NS 

FP  

CD 

Wilson.  James  W 

ORS 

OPH, 

IM 

IM  ... 

GYN  

FP 

Wortham,  Thomas  H 

OBG 

PTH 

U „ 

PH  

RD 

FP  

GP 

Baltz,  M.  A.. 

FP 

Barre,  Hal  S 

GP 

DeClerk.  Thomas  B 

FP  

FP 

FP 

FP 

GP 

GP 

R 

GS 

OM 

Bethel.  James  C 

RD 

Bryan,  Harry  D.  

OBG 

ORS 

GP 

PM 

Cornwell,  Sam  L 

OBG 

Council,  Robert  A..  Jr 

ORS. 

EM 

Edmiston,  Frank  G 

OM 

OPH 

GP 

Hogue,  F.  Paul 

FP 

Hood.  C.  Ted 

FP 

Izard,  Ralph  S 

FP 

FP 

Kirk,  Marvin  N.,  Jr. 

GP 

P 

PD : 

McClard,  Helen  P. 

McNichol,  Ronald  W 

AN 

OM 

Ramsay,  Rex  C.  Jr 

FP 

Stewart,  David  L. 

FP 

Taggart,  S.  D 

OBG 

IM 

# 

Thompson,  John  P 

RD 

GS  

FP 

GP 

Wright,  Harold  B 

PD 

RD 

Adams,  William  F 

R 

ORS 

EM 

GS 

OBG 

GP 

p 

IM 

HEM 

Barnes,  L.  Ford 

GE 

D 

Bradford.  A.  C 

R 

ORS 

Brown,  Byron  L 

RD 

Brown,  James  A. 

GS 

ORS 

Buie,  James  H 

FP 

FD 

R 

P 

Chambers,  A.  Pat 

P 

AN 

Chamblin,  Don  W 

AN 

TS 

AN 

Coffman,  Edwin  L 

NEP  

CRS 

_...CrIgler,  Ralph  E 

R 

..Crow,  Neil  E.,  Sr. 

R 

Culp.  William  C 

RD 

PTH 

CD 

P 

P 

Dorzab,  Joe  H 

FP 

NS 

Dulllgan,  Michael  P. 

IM 

OBG 

Ellis,  Homer  G 

Address 

200  Medical  Towers  Building,  Little  Rock  72205.... 
4301  West  Markham,  Slot  628,  Little  Rock  72201.. 
750  Medical  Towers  Building,  Little  Rock  72205.  .. 

705  North  Ash,  Little  Rock  72205 

#1  St.  Vincent  Circle,  Little  Rock  72205 

601  North  University,  Little  Rock  72205  

500  South  University,  Little  Rock  72205  

2500  McCain  Place,  North  Little  Rock  72116  . .. 

240  Doctors  Park  Building  Little  Rock  72205 

500  South  University,  Little  Rock  72205 

Post  Office  Box  459,  Jacksonville  72076 

4301  West  Markham,  Little  Rock  72201 

9600  West  12th,  Little  Rock  72201 

.410  West  26th,  North  Little  Rock  72114 

4815  West  Markham,  Little  Rock  72201 


RANDOLPH  COUNTY 


I 10  West  Broadway,  Pocahontas  72455.... 
Post  Office  Box  585,  Pocahontas  72455... 

204  Thomasville,  Pocahontas  72455 

1 10  West  Broadway,  Pocahontas  72455.... 
1 10  West  Broadway,  Pocahontas  72455.... 
Route  4,  Highway  90,  Pocahontas  72455.. 
Post  Office  Box  466,  Pocahontas  72455.... 


SALINE  COUNTY 

302  West  South.  Benton  72015  

815  North  East,  Benton  72015  

105  McNeil,  Benton  72015 

300  East  Roosevelt  Road.  Little  Rock  72206 

901  Misty  Drive,  Benton  72015  (Res.)  

910  North  East,  Benton  72015  

105  McNeil.  Benton  72015.. 

Benton  Services  Center,  Building  6,  Benton  72158, 

Route  3,  Box  225,  Benton  72015 

910  North  East,  Benton  72015 

105  McNeil,  Benton  72015 

,18101  Fawn  Tree  Drive.  Little  Rock  72209  (Res.) 

Post  Office  Box  97,  Bauxite  7201  I 

Post  Office  Box  340,  Benton  72015 

Post  Office  Box  307,  Benton  72015 

205  Carpenter,  Benton  72015 

Post  Office  Box  AA,  Bryant  72022 

225  South  Market,  Benton  72015 

205  West  Carpenter,  Benton  72015 

302  West  South,  Benton  72015 

Benton  Services  Center.  Benton  72158 

Post  Office  Box  908,  Benton  72015 


Post  Offive  Box  D,  Benton  72015 

Post  Office  Box  300.  Bauxite  7201 1 

205  West  Carpenter,  Benton  72015 

205  West  Carpenter,  Benton  72015 

910  North  East,  Benton  72015 

Ill  McNeil,  Benton  72015 

.Benton 

Route  6.  Box  1200,  Benton  72015  (Res.). 

105  McNeil,  Benton  72015 

321  Short,  Benton  72015 


SCOTT  COUNTY 

Post  Office  Box  249,  Waldron  72958.. 


SEBASTIAN  COUNTY 

500  South  16th,  Fort  Smith  72901 

1100  Murta  Road,  Van  Buren  72956  (Res.).. 
Post  Office  Box  1827,  Fort  Smith  72902  . .. 

300  North  Greenwood,  Fort  Smith  72901 

1311  South  "I",  Fort  Smith  72901 

1501  South  Waldron,  Fort  Smith  72903  

1500  Dodson.  Fort  Smith  72901 

Post  Office  Box  426,  Greenwood  72936 
2112  South  Greenwood,  Fort  Smith  72901..  . 

1500  Dodson,  Fort  Smith  72901 

Post  Office  Box  3528,  Fort  Smith  72913 

Post  Office  Box  3528,  Fort  Smith  72913  . . 

Post  Office  Box  3528,  Fort  Smith  72913  . ., 

1500  Dodson,  Fort  Smith  72901 

100  North  16th,  Fort  Smith  72901 

6810  South  "T",  Fort  Smith  72903  (Res.) 

Post  Office  Box  3528,  Fort  Smith  72913 

1500  Dodson,  Fort  Smith  72901 

100  South  14th,  Fort  Smith  72901 

312  South  16th.  Fort  Smith  72901 

Post  Office  Box  1827,  Fort  Smith  72902  

1500  Dodson,  Fort  Smith  72901 

Fort  Smith  72901 

Fort  Smith  72901 

Fort  Smith  72901  

6th.  Fort  Smith  72901 

Dodson,  Fort  Smith  72901 

Dodson,  Fort  Smith  72901  

1500  Dodson,  Fort  Smith  72901  

1500  Dodson,  Fort  Smith  72901 

1501  South  Waldron,  Fort  Smith  72903 

Poteau,  Oklahoma 

922  Lexington,  Fort  Smith  72901 

1500  Dodson  Fort  Smith  72901 

2112  South  Greenwood.  Fort  Smith  72901.... 

1500  Dodson,  Fort  Smith  72901 

3120  Jenny  Lind,  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

1500  Dodson  Fort  Smith  72901 

Post  Office  Box  3507,  Fort  Smith  72913 


1500  Dodson, 
1500  Dodson, 
1500  Dodson, 
522  South 


1500 


Telephone 

Number 

224-5666 

661-6175 

...  225-0880 

663-5413 

..  664-9040 

666-0144 

664-1104 

771-0300 

...227-6659 

664-6127 

982-2141 

661-5387 

227-2888 

758-1310 

...661-2112 
842-2216 


.892-4467 
892-311 1 
.892-3371 
.892-3344 
892-4467 
,892-4467 
.892-4464 
.892-8086 
.892-3389 


778-451 1 

778-6555 

778-7435 

.372-8361,  Ext.  300 

776-1231 

778-0426 

778-1388 

371-1906 

.778-1111,  Ext.  488 

778-0426 

778-1388 

455-1315 

557-5421 

_.778-8842 

778-451  I 

778-8264 

847-0289 

778-2722 

778-8264 

778-4511 

778-11  I r 

778-0421 


..776-0052 

.778-3644 

.778-8264 

847-2719 

.778-0426 

..778-5740 

.778-4858 

...778-7435 

...776-0603 


.637-31 1 1 


783-1085 

474-8668 

. ...782-5035 
,783-5970 
441-4381 
.452-9316 
.782-2071 
,.  .996-41  1 1 
....  785-2361 
. .782-2071 
. .452-2077 
.452-2077 
,452-2077 
.782-2071 
...  .783-3604 
452-1231 
...452-2077 
. . 782-2071 
...  .785-2431 

782-7921 

...782-5035 
, .782-2071 

782-2071 

782-2071 

...782-2071 

785-1413 

. ...782-2071 
.782-2071 
.782-2071 
.782-2071 
452-9416 

._...785-l447 

....782-2071 

785-2361 

...782-2071 

782-4986 

782-2071 

782-2071 

785-24  It 
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Type  of 
Practice 


Member's  Name 


Address 


Telephone 

Number 


R.._ Erickson,  Clark  A 

OPH Faier,  Samuel  Z 

ONC Fecher,  Dennis  R 

U Feder,  Frederick  P 

FP Felld.  T.  A.,  Ml 

OPH Felker,  Gary  V 

AN Fisher,  Robert  D 

PD Floyd,  Charles  H 

U Francis,  Darryl  R.,  II 

OTO ^.Gedosh.  Edgar  A 

R Gill,  James  A 

CD Gilliland,  J.  Campbell 

PTH Girkin,  R.  Gene 

OBG -.Glover,  D.  Bruce 

# Goldstein,  Davis  W 

PS Goodman,  R.  Cole 

AN Goodman,  Raymond  C.,  Sr. 

EM Graves,  Stephen  C. 

N Griggs,  William  L.,  Ill - 

U Hamblin,  David  W 

ORS Hathcock,  Alfred  B 

GS Hawkins.  S.  Wright 

AN Herren,  Adrian  L 

U Hewett,  Archie  L 

IM Hinkle.  Richard  A..  Jr 

OBG Hoffman,  John  D 

GS Hoge,  Marlin  B. 

OBG Holman,  James  F 

IM Holman,  William  A 

GS Holmes.  W.  C.,  Jr 

IM Hornberger,  E.  Z.,  Jr 

A Howell.  James  T 

OPH -.Hughes,  Robert  P.,  Jr. 

R Huskison.  William  T 

GYN Hyde,  Marshall  L 

FP Ingram,  Ralph  N. 

ORS Irwin,  Peter  J. 

GS Janes,  Robert  H 

EM  Jones,  W,  Duane 

**FP Justus,  Michael  G 

•GYN Kelsey,  J.  F 

RD Kennedy,  Virgil  N 

IM Klentz,  John  L.  B.,  Jr 

CD Klopfenstein,  Keith 

ORS Knight.  William  E 

END Kocher,  David  B 

PTH  Koenig,  Albert  S..  Jr 

PTH  Koenig.  A.  Samuel,  III 

OBG Kradef.  R.  Paul 

FP Kramer.  Ralph  G 

RD Krock.  Fred  H 

FP Kutait,  Kemal  E 

IM Lamblotte,  Louis  O 

PTH Landrum,  Annette  V 

GS Landrum.  Samuel  E 

OTO  - Lane,  Charles  S.,  Jr. 

AN Lenington,  Jerry  O 

IM Lewing,  Hugh  S 

D Lewis,  John  E 

FP Lilly,  Ken 

NS  Lockhart,  \VillIam  G 

GS Lockwood,  Frank  M 

ORS Long,  James  W 

NS MacDade,  Albert  D 

D Magness.  Jack  L.,  Jr. 

IM  . Martin,  Art  B - 

FP Martin,  M.  C.  (Rick) 

OBG Mason,  Joe  N 

GE  Masri,  Hassan  M 

GP Meador,  Don  M. 

Mendelsohn,  E.  A. 

R M Iller,  Robert  C 

G$ Mings,  Harold  H 

OPH Moulton.  Everett  C.,  Jr 

OPH  Moulton,  Everett  C.,  Ml.. 

ORS Mumme,  Marvin  E 

RD  Murchison,  RoaryA 

PD McClain,  Merle  E 

FP McDonald,  H,  P 

OPH McEwen,  Stanley  R 

FP McKinney,  Robert 

i M McMInimy,  D.  J 

1 M Nichols.  David  R 

D Niemann.  Jeffrey  M. 

GS Olson.  John  D 

GE Paris.  Charles  H 

PD . Parker,  Joel  E.,  Jr 

IM ..Parker,  Stephen  M 

R .Parker,  Thomas  G 

T5 Patrick.  Donald  L.  

IM Pence,  Eldon  D.,  Jr 

**FP  Perrymore,  W.  Dale 

GYN Phillips,  W.  P 

FP Plllstrom.  Lawrence  G 

IM Poe,  McDonald,  Jr 

OBG Poole,  M.  Louis 

CD Pope,  John  R. 

PD Post,  James  M.,  Jr 

IM Pradel,  Paul  A 

CD Prewitt,  Taylor  A 

1 M Price,  Lawrence  C 

OTO Raymond,  Thomas  H 

N Reul,  Charles  G 

EM Reyenga.  Stanley  L 

R Rogers.  Paul  L 

FP Ross.  R.  Wendell 

R Russell,  Rex  D 

AN Safranek.  Edward  J 


ISOO  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 - 

520  Lexington,  Fort  Smith  72901 - 

3600  North  "O".  Fort  Smith  72904 

3000  Rogers,  Fort  Smith  72901...- - 

1500  Dodson.  Fort  Smith  72901 

617  South  !6th,  Fort  Smith  72901 - - 

520  Lexington,  Fort  Smith  72901 - - 

600  South  16th,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

922  Lexington,  Fort  Smith  72901 

Post  Office  Box  3507,  Fort  Smith  72913 - 

Fort  Smith 

1500  Dodson,  Fort  Smith  72901 - 

..  . 1500  Dodson,  Fort  Smith  72901 

7301  Rogers,  Fort  Smith  72903 - - 

1500  Dodson,  Fort  Smith  72901 - - 

3104  Executive  Park  Drive,  Fort  Smith  72903 

1500  Dodson,  Fort  Smith  72901 

Post  Office  Box  3528,  Fort  Smith  72913 

. 216-A  North  Greenwood.  Fort  Smith  72901 

. . 600  South  14th.  Fort  Smith  72901 - - 

1501  South  Waldron,  Fort  Smith  72903 

Post  Office  Box  3528.  Fort  Smith  72913 - 

...1501  South  Waldron,  Fort  Smith  72903...- - - 

Post  Office  Box  3528,  Fort  Smith  72913 

...  .Post  Office  Box  3528,  Fort  Smith  72913 

Post  Office  Box  3528,  Fort  Smith  72913 

1311  South  "I",  Fort  Smith  72901 

1420  South  "1”.  Fort  Smith  72901 - 

3000  Rogers,  Fort  Smith  72901 - 

...1501  South  Waldron,  Fort  Smith  72903...- 

Post  Office  Box  3507.  Fort  Smith  72913 

1120  Lexington,  Fort  Smith  72901...- 

1500  Dodson,  Fort  Smith  72901.... 

. ....  1500  Dodson,  Fort  Smith  72901.. - 

1311  South  "I",  Fort  Smith  72901 

..  .100  South  14th.  Fort  Smith  72901 - 

Post  Office  Box  3507,  Fort  Smith  72913 

5417  Grand  Avenue,  Fort  Smith  72904  (Res.)..— - 

1500  Dodson,  Fort  Smith  72901 - - 

1500  Dodson,  Fort  Smith  72901 - - 

..  .1500  Dodson,  Fort  Smith  72901 

Post  Office  Box  3528,  Fort  Smith  72913 

. 922  Lexington,  Fort  Smith  72901 - - 

922  Lexington,  Fort  Smith  72901 

Post  Office  Box  3528,  Fort  Smith  72913 

. ..  603  Lexington,  Fort  Smith  72901 

4008  South  "S”,  Fort  Smith  72903  (Res.) - 

1120  Lexington.  Fort  Smith  72901— 

..  ...1500  Dodson,  Fort  Smith  72901 

- Post  Office  Box  1684,  Fort  Smith  72902 - 

522  South  16th,  Fort  Smith  72901 

...600  South  16th.  Fort  Smith  72901 

.1500  Dodson,  Fort  Smith  72901 - 

.404  South  16th,  Fort  Smith  72901 - 

1500  Dodson,  Fort  Smith  72901. .._ 

1120  Lexington,  Fort  Smith  72901 - 

1500  Dodson,  Fort  Smith  72901 

.1500  Dodson,  Fort  Smith  72901 

...1500  Dodson.  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  7290l..._ 

..Post  Office  Box  3528,  Fort  Smith  72913 - 

1500  Dodson.  Fort  Smith  72901...- - - 

. ..Post  Office  Box  426,  Greenwood  72936 

1500  Dodson,  Fort  Smith  72901 

.1500  Dodson,  Fort  Smith  72901 

3600  North  ”0’',  Fort  Smith  72904 - 

Fort  Smith 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

3000  Rogers,  Fort  Smith  72901 - - 

..  .3000  Rogers,  Fort  Smith  72901. 

I50C  Dodson,  Fort  Smith  72901 - 

19  Haven  Drive,  Fort  Smith  72901  (Res.) 

312  South  16th,  Fort  Smith  72901 

.2044  North  29th,  Fort  Smith  72904 

3000  Rogers,  Fort  Smith  72901 - 

Post  Office  Box  426,  Greenwood  72936 

1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

316  Lexington,  Fort  Smith  72901 

1500  Dodson.  Fort  Smith  72901 

Post  Office  Box  3528,  Fort  Smith  72913 

617  South  16th,  Fort  Smith  72901 - 

. 3600  North  "O”,  Fort  Smith  72904 

.1501  South  Waldron,  Fort  Smith  72903 

1500  Dodson,  Fort  Smith  72901...- 

1501  South  V/aldron,  Fort  Smith  72903 

100  South  14th,  Fort  Smith  72901 

Post  Office  Box  3507,  Fort  Smith  72913 

1120  Lexington,  Fort  Smith  72901 

1501  South  Waldron.  Fort  Smith  72903 

1501  South  Waldron,  Fort  Smith  72903 

..  .1500  Dodson,  Fort  Smith  72901... 

617  South  16th.  Fort  Smith  72901 

1501  South  Waldron.  Fort  Smith  72903 

Post  Office  Box  3528,  Fort  Smith  72913 

404  South  16th,  Fort  Smith  72901 

.600  South  16th,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

.1311  South  "1",  Fort  Smith  72901 - - 

...1501  South  Waldron,  Fort  Smith  72903 

.1120  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

216-A  North  Greenwood,  Fort  Smith  72901 


..,.782-2071 

....782-2071 

....782-2071 

782-7261 

783-5158 

782-8892 

...782-207! 

783-3166 

782-7261 

782-6022 

...-782-207I 

...782-2071 

785-1447 

785-2411 

782-2071 

782-2071 

452-5100 

782-2071 

-...452-8400 

782-2071 

452-2077 

783-1497 

785-2604 

452-8753 

452-2077 

452-9316 

452-2077 

452-2077 

452-2077 

441-5440 

782-2983 

782-8892 

452-9416 

785-2411 

-...785-2655 

782-2071 

782-2071 

441-5011 

785-2431 

..-.785-2411 

452-3351 

782-2071 

782-2071 

782-2071 

452-2077 

785-1447 

785-1447 

452-2077 

783-8917 

783-4832 

785-2655 

782-2071 

782-4983 

785-4181 

782-6022 

782-2071 

783-3159 

782-2071 

785-2655 

782-2071 

782-2071 

782-2071 

782-2071 

452-2077 

782-2071 

996-41(1 

782-2071 

782-2071 

783-5158 

782-2071 

782-2071 

782-8892 

782-8892 

782-2071 

782-5323 

782-7921 

782-4833 

782-8892 

.996-4111 

782-2071 

782-2071 

783-1121 

782-2071 

452-2077 

783-3165 

783-5158 

...452-9416 

782-2071 

452-8753 

785-2431 

785-241 1 

785-2655 

452-8753 

452-8158 

782-2071 

783-3165 

452-8753 

452-2077 

783-3158 

782-6022 

782-2071 

441-5011 

452-9416 

785-2655 

782-2071 

.783-1497 
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Type  of 
Practice 


Member's  Name 


Address 


Telephone 

Number 


GS Saviers,  Boyd  M 

AN Schemel.  William  H 

Schirmer,  Roy  E 

IM...„ Schwarz,  Paul  R 

N Serrano,  Ernest 

GYN Sherman,  Robert  L.  . .. 

■GP Shermer,  J.  P 

ORS...^ ^..Sherrill,  William  M.,  Jr., 

PTH Sigler,  John  K. 

ORS Skagerberg,  David  G 

PTH Smith,  Kent 

R Snider,  James  R 

IM Staggs,  J.  David 

ORS Stanton,  William  B 

PUD Stewart.  Jerry  R 

GP _.Stewart,  John  B 

PS Still,  Eugene  F.,  II 

FP Swena,  Richard  R 

OBG _.Tate,  William  B 

•GP Thompson,  J.  B 

RD ^.Thompson,  J.  Kenneth 

•GP...^ Thompson,  Robert  J.  ... 

I M Turner,  William  F. 

D Vanderpool,  Roy  E 

FP _..Venturina,  Arturo  P. 

CDS Vernon,  Rowland  P..  Jr.. 

U ^Wahman,  Gerald  E 

•OPH Wallace.  Kenneth  K.  . 

PD Walling,  Robert  V 

PD Watts,  John  C 

IM Webb.  William  K. 

'GS _.Weisse,  John  J 

HEM Wells,  John  D 

EM Westbrook,  Michael  R. 

AN Westermann,  Norman  F 

GYN Whitaker.  T.  J.,  Jr 

IM White,  J.  Earle.  Ill 

RD Whittaker.  L.  A. 

ORS Wideman,  John  W 

‘GS WIkman,  John  H 

CDS Williams,  Carl  L 

CD Williams.  Thomas  N 

OTO „.WIIIs,  Paul  I 

U Wilson,  Carl  L 

U Wilson,  Morton  C.  

U Wilson,  Steven  K 

GE Wooddell,  W.  Jeff  

TS Woods,  Leon  P 

R Worrell,  John  A 

GS Zufari,  Munir 


1500  Dodson,  Fort  Smith  72901 

216-A  North  Greenwood,  Fort  Smith  72901 

. Fort  Smith 

.404  South  16th,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

Post  Office  Box  3507,  Fort  Smith  72913 

623  South  2lst,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

922  Lexington.  Fort  Smith  7290i 

.1500  Dodson,  Fort  Smith  72901 

.922  Lexington,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901.. 

1500  Dodson,  Fort  Smith  72901 

300  North  Greenwood,  Fort  Smith  72901 

..Post  Office  Box  3528,  Fort  Smith  72913 

.603  Lexington.  Fort  Smith  72901. 

.1500  Dodson,  Fort  Smith  72901. 

. 302  North  13th.  Fort  Smith  72901 

.1500  Dodson,  Fort  Smith  72901 

.605  Lexington,  Fort  Smith  72901. 

.3804  Free  Ferry  Road,  Fort  Smith  72903  (Res.) 

.605  Lexington,  Fort  Smith  72901..... 

. 1500  Dodson,  Fort  Smith  72901... 

.Post  Office  Box  3528,  Fort  Smith  72913 

..Post  Office  Box  296.  Huntington  72940 

. 1500  Dodson,  Fort  Smith  72901 

. 1500  Dodson.  Fort  Smith  72901 

. 3000  Rogers,  Fort  Smith  72901 

617  South  16th,  Fort  Smith  72901 

500  South  16th,  Fort  Smith  72901 

..Post  Office  Box  3528.  Fort  Smith  72913 

..912  Lexington,  Fort  Smith  72901 

Post  Office  Box  3528,  Fort  Smith  72913 

131 1 South  "I",  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901. 

,1823  Dodson,  Fort  Smith  72901 

1501  South  \Valdron,  Fort  Smith  72903 

.2300  South  "T".  Fort  Smith  72901  (Res.) 

300  North  Greenwood,  Fort  Smith  72901 

. 1500  Dodson,  Fort  Smith  72901 

.522  South  16th.  Fort  Smith  72901 

,1500  Dodson,  Fort  Smith  72901 

.600  South  j6th,  Fort  Smith  72901 

, 1500  Dodson,  Fort  Smith  72901 

1500  Dodson,  Fort  Smith  72901 

.1500  Dodson,  Fort  Smith  72901 

.Post  Office  Box  3528,  Fort  Smith  72913 

.1500  Dodson,  Fort  Smith  72901 

1501  South  Waldron,  Fort  Smith  72903 

.522  South  16th.  Fort  Smith  72901 


782-2071 

783-1497 

._...783-3l58 

782-2071 

......785-241 1 

783-1520 

782-2071 

785-1447 

782-2071 

785-1447 

782-2071 

782-2071 

783-0225 

452-2077 

783-8917 

782-2071 

785-2425 

782-2071 

782-6081 

783-5711 

.„...782-608l 

782-2071 

452-2077 

928-4404 

782-2071 

782-2071 

782-8892 

..  . 783-3165 

783-1085 

.452-2077 
. .785-2616 

452-2077 

441-501 1 

782-2071 

..782-4929 

452-8661 

, .782-9437 

783-0226 

..782-2071 

....785-1413 

782-2071 

782-6022 

782-2071 

...782-2071  I 

782-2071 

452-2077 

782-2071 

452-9416 

785-1413 


GS Balch.  James  I. 

GP Brown,  Olle  D 

FP Buffington,  Mike 

FP Carlson.  Kevin  R 

FP Daniel,  J.  Frank 

GP Dickinson,  George  W... 

PTH .....Dodd,  Nathan  L 

FP Jones,  Charles  N 

GP Pierce,  Joseph  B 

GP Pullen,  Wayne  G 

FP RIdlon,  Richard  S 

F Williams,  W.  Curtis.  . . 


SEVIER  COUNTY 

...Post  Office  Box  68,  DeQueen  71832 

Post  Office  Drawer  890,  DeQueen  71832 

DeQueen  Clinic,  DeQueen  71832. 

North  4th  and  Heynecker,  DeQueen  71832. 

...DeQueen  Clinic,  DeQueen  71832. 

...Post  Office  Box  930,  DeQueen  71832 

...Post  Office  Box  312,  DeQueen  71832 

...Post  Office  Box  391  DeQueen  71832 

Post  Office  Drawer  890.  DeQueen  71832 

..  300  East  Roosevelt  Road,  Little  Rock  72206. 

North  4th  and  Heynecker,  DeQueen  71832. 
Medical  Arts  Building.  DeQueen  71832 


...584-3520 

...642-2465 

642-2022 

.642-2840 

,,.642-2022 

..584-2022 

..584-7111 

...642-2022 

.642-2465 

..372-8361 

642-2840 

...584-4638 


# 

FP 

Chaffin,  E.  J 

ST.  FRANCIS  COUNTY 
Hughes 

633-1425 

•GP 

, ,..633-l952 

FP 

339-2111 

FP 

633-1425 

GP 

Post  Office  Box  735.  Hughes  72348 

339-2373 

FP 

..  328  Kittel  Road,  Forrest  City  72335 

633-1425 

IM 

633-1425 

GP 

633-4711 

GP...  . 

633-1952 

PD 

633-1425 

FP 

Sexton.  Giles  A 

1047  Glenn  Lane.  Fayetteville  72701 

521-6611 

PD Baldwin,  Ronald  L 

U Bowman,  Raymond  N 

ORS Callaway.  James  C,... 

FP Carroll,  Peter  J 

GP Clowney,  A.  R 

OTO Cyphers.  Charles  D.... 

GP..._ Dunn,  Tom  L 

PTH Duzan,  Kenneth  R 

PTH Elliott.  Wayne  G 

IM Ellis,  Jacob  P 

RD Fitch,  Leston  E 

P .Fraser,  David  B.  

ORS Giller,  W.  John,  Jr..,. 

IM..._ Gray,  Carlos  E 

IM Hardin.  Alvin  S 

GP Harper,  John  W. 

ORS Hartmann,  Ernest  R.. 

FP Hill,  Grady  E 

PTH Jennings.  R.  Duke 

GE Jones,  Steve  A 

Kleu.  Dao  Q 

R King.  Billy  D 

OPH Landers.  Gardner  H.. 

GS Menendez,  Molses  A. 

FP Moore.  Berry  L 

GS Moore,  John  H 


UNION  COUNTY 

..1411  North  Jackson,  Magnolia  71753 

.619  North  Newton.  El  Dorado  71730 

.516  West  Faulkner,  El  Dorado  71730 

.416  North  Newton,  El  Dorado  71730 

. 460  West  Oak,  El  Dorado  71730 

. 519  West  Faulkner,  El  Dorado  71730 

Post  Office  Box  538,  Hampton  71744 

.443  West  Oak.  El  Dorado  71730 

. 443  West  Oak,  El  Dorado  71730 

..490  West  Faulkner,  El  Dorado  71730 

..38  Meadowbrook  Drive,  Conway  72032  (Res.) 

..715  North  College.  El  Dorado  71730 

..516  West  Faulkner,  El  Dorado  71730 

..490  West  Faulkner,  El  Dorado  71730 

..714  West  Faulkner,  El  Dorado  71730 

. 425  West  Oak.  El  Dorado  71730  

...619  West  Grove,  El  Dorado  71730 

. 427  West  Oak.  El  Dorado  71730 

. 443  West  Oak  El  Dorado  71730  

..714  West  Faulkner,  El  Dorado  71730 

. Panorama  City,  California 

. 460  West  Oak,  El  Dorado  71730 

..318  Thompson,  El  Dorado  71730 

. 412  North  VVashington.  El  Dorado  71730 

.490  West  Faulkner,  El  Dorado  71730  

-.412  North  Washington.  El  Dorado  71730 


.234-7912 

.862-5439 

.863-6123 

.862-5573 

.863-8116 

.862-3471 

.798-4272 

.862-1351 

.862-1351 

.863-2287 

.329-3230 

.862-7921 

.863-6123 

.863-2286 

862- 5184 

863- 5135 
863-5146 
863-7158 

862- 1351 
.862-5184 

863- 2253 
.862-4216 
862-341 1 
.863-2362 
.862-3411 
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Telephone’ 

Number 


U Murfee,  Robert  M. 

PD McKinney.  J.  Schuler 

R Parkman,  R.  L.,  Jr 

R Pellizzettl.  A.  G 

AN Pinkerton,  Raymond  E.. 

IM  Pirnique,  Allan  S 

OBG Rable,  Fouad  M 

GP Riley,  Warren  S 

OBG Rodriguez,  Victor  M 

R Roesler,  Marvin  J 

PD Rogers,  Henry  B. 

D Sample,  Dorothy  C 

R Schultz,  Wayne  H. 

GS Scurlock,  William  R 

GP Seale,  James  E.,  Jr. 

FP Smith,  George  W 

AN Stevens,  Willis  M 

PD Sykes.  James  D 

FP Sykes,  Robert  R 

OBG Thibault,  Frank  G.,  Sr... 

GS Tommey,  C.  E 

OBG Turnbow,  R.  L 

FP  Warren,  George  W 

IM Weedman,  James  B. 

# Wharton,  Joseph  B.,  Jr, 

OPH Wil liamson,  John  R 

IM Wilson,  Larkin  M. 

OPH Wilson.  Paul  H 

OTO Wise,  J.  F. 

GS Yocum.  David  M..  Jr 


619  North  Newton,  El  Dorado  71730 

.209  Thompson,  El  Dorado  71730 

.460  West  Oak,  El  Dorado  71730 

-Post  Office  Box  1497,  El  Dorado  71730 

700  West  Grove,  El  Dorado  71730 

714  West  Faulkner,  El  Dorado  71730 

.445  West  Oak,  El  Dorado  71730 

.Post  Office  Box  1982,  El  Do'^ado  71730 

. 700  West  Faulkner,  El  Dorado  71730 

.700  West  Grove,  El  Dorado  71730 

...209  Thompson  El  Dorado  71730 

.525  West  Faulkner,  El  Dorado  71730 

-Post  Office  Box  1998,  El  Dorado  71730 

. 412  North  Washington,  El  Dorado  71730. 

-.528  West  Faulkner,  El  Dorado  71730 

.704  West  Grove  El  Dorado  71730 

460  West  Oak.  El  Dorado  71730 

.209  Thompson.  El  Dorado  71730 

.416  North  Newton.  El  Dorado  71730 

416  North  Newton,  El  Dorado  71730 

412  North  Washington,  El  Dorado  71730. 

427  West  Oak.  El  Dorado  71730  

..Post  Office  Box  W,  Smackover  71762 

...714  West  Faulkner,  El  Dorado  71730 

..  El  Dorado 

318  Thompson  El  Dorado  71730 

. 714  West  Faulkrter,  El  .Dorado  71730 

.514  West  Faulkner,  El  Dorado  71730 

. 306  Thompson,  El.  Dorado  71730 

.412  North  Washington.  El  Dorado  71730. 


.862-5439 

..862-4994 

.863-2256 

..864-3370 

..864-3484 

..862-5184 

.863-4101 

..863-4508- 

..863-0440 

..864-3371 

..862-4994 

..862-5485 

..862-2253 

.862-3411 

..863-7154 

..862-7661 

.863-2275 

.862-4994 

..862-5571 

..862-5403 

.862-3412 

.863-6157 

.725-3471 

-.862-5184 

..862-4216 
..862-5184 
...862-5352 
...862-7918' 
.862-341 1 


GP 

GP. 

GP, 

FP.. 

GP, 

GS. 


VAN  BUREN  COUNTY 


Hall,  John  A Post  Office  Box  310,  Clinton  72031 

Netherton,  Cynthia  L Post  Office  Box  147,  Clinton  72031 

Pearce.  Charles  G. Post  Office  Box  51,  Clinton  72031 

Read,  Paul  S. Route  2,  Box  175-B,  Fairfield  Bay  72088. 

Stutevllle,  Orion  H Route  I,  St.  Joe  72675....^ 

Tahir.  Syed  Z Post  Office  Box  521,  Clinton  72031 


.745-21.11 

.745-2800- 

.745-2412 

.884-3377 

439-2555 

.745-2800 


D Albright,  Spencer  D.,  III.. 

GP Applegate,  C.  Stanley 

ORS Arnold,  James  A 

RD Baggett,  Jeff  J 

OTO Baker,  Clark  M.,  Jr 

FP Baker,  Donald  B 

FP Benjamin,  George  H 

GP Box,  Ivan  H 

PTH Boyce,  John  M 

U ^Brandon,  H.  B 

RD..._ Brizzolara,  Charles  M 

U Brooks,  W.  Ely 

P Brown,  Spencer  H 

FP Buckley,  Carie  D.,  Jr. 

PD Burnside,  Wade  W.,  Jr 

CD Butler,  G.  Harrison 

FP Capps,  James  A.,  Jr 

RD Clark,  LeMon 

ORS Coker,  Tom  P 

OBG Cole,  George  R. 

OBG Councille,  Clifford  C.,  Jr 

OTO Crocker.  Thermon  R 

PD Decker,  Harold  A 

OBG DeSandre,  Frank  A 

AN Dodson,  C.  Dwight 

RD Dorman,  John  W 

N Dow,  R.  W 

PUD Duncan,  Philip  E 

R Edmondson,  Charles  T 

FP Etherington,  R.  A 

P Finch,  Stephen  B 

OTO -...Fincher,  G.  Glen 

FP  Gardner,  Buford  M 

D Ginger,  John  D 

R ..Greenhaw.  James  J 

IM Hall,  Joe  B 

R Harris,  Murray  T . 

ORS Harris,  W.  Duke 

OBG Harrison,  William  F 

FP Hart,  Hamilton  R 

RD Hathcock,  P.  Loyce 

PD Haynes,  James  E 

ORS Heinzelmann,  Peter  R 

OPH Henry,  L.  Murphey 

OPH Henry,  Louise  M 

OPH Henry,  Morriss  M 

IM Higginbotham,  Hugh  B. 

HEM Hoge,  Arthur  F. 

FP Huskins,  James  D 

OBG -.Hutchinson,  Harry  T 

A ..Hutson,  Martha  F 

CD Inlow,  Charles  W 

P Jarvis,  Fred  D.,  Jr 

NS Johnson,  Jorge  H 

P Jones,  Edwin  C 

FP Keagy,  C.  L. 

A Koehn,  Laura  J 

PD Lawson,  Wilbur  G 

RD Lesh,  Ruth  E 

RD Lesh^  Vincent  O 

AN -Lesniak,  James  L 

PTH Litton,  Eva  W 

PTH Litton,  Murray  A 

OBG Lushbaugh,  Harmon 

FP Markland,  Linda  A 

GE Martin,  William  C 


WASHINGTON  COUNTY 


1925  Green  Acres  Road,  Fayetteville  72701 443-3413 

220  Meadow  Avenue,  Springdale  72764 751-4637 

Post  Office  Box  .1608,  Fayetteville  72701 , 521-2752 

Post  Office  Box  233,  Prairie  Grove  72753  (Res.) 846-2312 

4255  Venetian  Lane,  Fayetteville  72701 521-1238 

241  West  Spring,  Fayetteville  72701 521-8260 

. 304  South  Maxwell,  Slloam  Springs  72761 524-3141 

...  Post  Office  Drawer  E,  Huntsville  72740 , ..738-2115 

...104  Harris  Lane,  Springdale  72764  (Res.) 751-0652 

2100  Green. Acres,  Fayetteville  72701 - 442-5229 

5512  South  Grandview,  Little  Rock  72207  (Res.) 666-5977 

Route  9,  Box  219,  Fayetteville  72701 52I-8980- 

4313  West  Markham,  Little  Rock  72201 664-4500 

767  West  North,  Fayetteville  72701 52I-36CO 

-.207  East  Dickson.  Fayetteville  72701 443-3471 

675  Lollar  Lane,  Fayetteville  72701 521-8200 

1215  South  Thompson,  Springdale  72764 756-0610 

1679  Elmwood,  Fayetteville  72701  (Res.) 521-7657 

..  Post  Office  Drawer  1608,  Fayetteville  72701 521-2752 

740  Lollar  Lane,  Fayetteville  72701 521-4433 

ION  North  College.  Fayetteville  72701 442-9809 

-.4255  Venetian  Lane,  Fayetteville  72701 521-1238 

207  East  Dickson,  Fayetteville  72701 443-3471 

..  606  South  Young,  Springdale  72764 751-6284 

.946  California,  Fayetteville  72701  (Res.) 443-3387 

. ..  2000  Pin  Oak,  Springdale  72764  (Res.) 751-4527 

...3000  Market,  Fayetteville  72701 442-4070 

675  Lollar  Lane,  Fayetteville  72701 521-8200 

1605  Springcreek  Road,  Springdale  72764  (Res.) 751-0492 

..  41  KIngshighway,  Eureka  Springs  72632 253-9746 

. 530  North  College,  #E,  Fayetteville  72701 443-3491 

.2100  Green  Acres  Road,  Fayetteville  72701 521-3363 

..  Post  Office  Box  730,  Fayetteville  72701 443-5291 

...102  West  Dickson,  Fayetteville  72701 521-2525 

....  205  East  Jefferson,  Siloam  Springs  72761 524-4141 

. .675  Lollar  Lane,  Fayetteville  72701 521-8200 

-Post  Office  Box  1286,  Fayetteville  72701 521-6480 

Post  Office  Drawer  1608,  Fayetteville  72701 521-2752 

ION  North  College,  Fayetteville  72701 ...442-9809 

- -Post  Office  Box  1408,  Fayetteville  72701 521-3600 

909  Hall  Avenue,  Fayetteville  72701  (Res.) 442-4424 

-207  East  Dickson,  Fayetteville  72701 443-3471 

Post  Office  Box  1608,  Fayetteville  72701 521-2754 

. Post  Office  Box  1267,  Fayetteville  72701 442-5227 

Post  Office  Box  1267,  Fayetteville  72701 442-5227 

. -Post  Office  Box  1727,  Fayetteville  72701 442-2981 

..  675  Lollar  Lane,  Fayetteville  72701 521-8200 

--.160-B  Poplar,  Fayetteville  72701 521-3386 

. 304  South  Maxwell,  Slloam  Springs  72761 524-3141 

-.304  South  Maxwell,  Siloam  Springs  72761 524-3141 

. .2100  Green  Acres  Road,  Fayetteville  72701 521-3363 

Post  Office  Box  186,  Springdale  72764 756-9185 

Post  Office  Box  289,  Springdale  72764 ..751-7052 

...3000  Market,  Fayetteville  72701...., 443-5245 

2011  Green  Acres  Road,  Fayetteville  72701 442-9381 

. 41  KIngshighway,  Eureka  Springs  72632 253-9746 

-.2100  Green  Acres  Road,  Fayetteville  72701 521-3363 

207  East  Dickson,  Fayetteville  72701 442-6226 

356  North  Washington,  Fayetteville  72701  (Res.) 442-2163 

Pointe  Clear  Heights,  Route  6,  Box  83,  Rogers  72756  (Res.) 925-1989 

Post  Office  Box  1062,  Fayetteville  72701 443-2459 

1125  North  College,  Fayetteville  72701 442-1012 

..  .Veterans  Administration  Medical  Center,  Fayetteville  72701 443-4301,  Ext.  561 

740  Lollar  Lane,  Fayetteville  72701 521-4433 

241  West  Spring,  Fayetteville  72701 521-8260 

675  Lollar  Lane,  Fayetteville  72701 521-8200 
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OBG 

..  207  East  Dickson,  Fayetteville  72701 

442-5377 

GS. 

Post  Office  Drawer  A,  Fayetteville  72701  ..  

521-3300 

R 

Mills  William  C.,  Ill,  , . 

...  Post  Office  Box  1286,  Fayetteville  72701 

521-6480 

IM 

521-8200 

ORS 

....  Post  Office  Drawer  1608,  Fayetteville  72701 

521-2752 

GP 

Moose.  John  1 

..  304  South  Maxwell.  Slloam  Springs  72761 

524-3141 

GP 

....803  Quandt,  Springdale  72764 

751-9236 

GS 

. Post  Office  Drawer  A,  Fayetteville  72701 

521-3300 

R 

, Route  4,  Box  188,  Huntsville  72740  (Res.) 

665-2735 

RD 

329  Oakwood  Street,  Fayetteville  72701  (Res.) 

442-6522 

OPH 

461  East  Township  Road,  Fayetteville  72701 

521-2555 

GP  . . 

803  Quandt,  Springdale  72764  

751-9236 

GS 

160-A  Poplar,  Fayetteville  72701 

521-1484 

PTH 

Post  Office  Box  817,  Fayetteville  72701 

442-1012 

IM 

675  Lollar  Lane,  Fayetteville  72701 

521-8200 

ORS 

Post  Office  Drawer  1608,  Fayetteville  72701 

521-2752 

OPH 

700  South  Young,  Springdale  72764 

751-1028 

FP 

. 241  West  Spring,  Fayetteville  72701 

521-8260 

FP 

241  West  Spring,  Fayetteville  72701 

521-8260 

U 

Route  9.  1300  Zion  Road,  Fayetteville  72701 

52 1 -8980 

FP 

...  220  Meadow  Avenue,  Springdale  72764 

751-4637 

FP 

524-3141 

OBG 

442-8261 

R 

...  57  Colt  Square,  Fayetteville  72701 

521-6971 

GS 

41  Kingshlghway,  Eureka  Springs  72632 

253-9746 

OBG 

740  Lollar  Lane.  Fayetteville  72'70l 

521-4433 

FP 

...Post  Office  Box  1408.  Fayetteville  72701 

- . ..  521-3600 

GS 

52 1 -6780 

NS 

Post  Office  Drawer  1608,  Fayetteville  72701 

521-2752 

OPH.... 

102  West  Dickson,  Fayetteville  72701 

521 -4949 

RD 

233  Oakwood,  Fayetteville  72701  (Res.) 

442-2083 

OPH 

Post  Office  Box  908,  Fayetteville  72701 

.521-4843 

IM 

751-4579 

GP 

738-2115 

FP..._ 

Post  Office  Box  420,  Bentonville  72712 

273-9056 

FP 

524-3141 

# 

Van  Pelt,  Ross 

Holiday  Island 

FP 

.443-3417 

AN 

Viskovich,  Borko  B • 

Post  Office  Box  4278,  Fayetteville  72701 

521-3832 

R 

Ward,  Herbert  W 

Post  Office  Box  1786,  Fayetteville  72701  (Res.) 

521-6556 

FP 

Weaver,  Donald  D. 

Post  Office  Box  9.  Gentry  72734 

736-2213 

FP 

Weaver,  Robert  H. 

Post  Office  Box  9,  Gentry  72734 

736-2213 

GP 

Wheat.  Ed..._ 

130  North  Spring,  Springdale  72764 

751-5704 

A 

Whiteside,  Edwin 

Post  Office  Box  1208  Fayetteville  72701 

443-5241 

FP 

751-9236 

GP 

Wilson.  Robert  B.,  Jr 

Post  Office  Box  797.  Huntsville  72740  

738-2115 

GS Wood,  Jack  A Post  Office  Drawer  A,  Fayetteville  72701 521-3300 


FP Baker,  Ronald  L 

R Bell,  John  E 

GS.„ Blue.  Glen  T, 

GP Bridges.  Michael  W.... 

# Bridges.  Olen  W 

IM.._ Brown,  Arnold  R 

FP. Citty,  Jim  C 

GP Edwards,  Hugh  R 

R Elliott.  Robert  E 

G5...., Farrar,  Henry  C 

FP Formby.  Thomas  A 

OBG Gardner,  Jack  R 

PTH Golleher,  James  H 

ORS Green,  Terry  G 

CD Henderson.  John  C 

GP Jackson.  C.  W 

IM Johnson.  David  M 

FP Joseph,  Eugene  A. 

FP Killough,  Larry  R 

RD Kinley,  James  D 

FP Kinley,  J.  Garrett 

FP Koch,  C.  W.,  Jr 

OPH Lowery,  Benjamin  R... 

GP Maguire.  Frank  C.,  Jr, 

U Meacham,  Kenneth  R. 

OPH Nevins,  William  H 

FP Norris.  E.  Lloyd 

FP..._ Ransom,  C.  E.,  Jr.  

D Rasberry,  Ronnie  D.  . 

GS Rodgers,  Porter  R.,  Jr. 

GS Sanders,  John  K.  

FP Short.  W,  Harold 

GS Simpson,  James  A 

GP Smith,  Bernard  C 

N Smith,  Bob  W 

PD Stinnett,  J.  L...... 

FP Tate,  Sidney  W 

CD Weathers,  Larry  W 

PD Weed,  David  H 

IM White.  William  D 


WHITE  COUNTY 

2900  Hawkins,  Searcy  72143 

1300  South  Main,  Searcy  72143 

Post  Office  Box  159,  Searcy  72143 

Post  Office  Box  560,  Bald  Knob  72010 

....  Searcy 

1105  Dobbins,  Searcy  72143  (Res.) 

.2900  Hawkins,  Searcy  72143 

...1300  South  Main,  Searcy  72143 

1300  South  Main,  Searcy  72143 

.2900  Hawkins,  Searcy  72143 

2900  Hawkins,  Searcy  72143 

...  2900  Hawkins.  Searcy  72143 

...  Post  Office  Box  1128,  Searcy  72143 

910  East  Race,  Searcy  72143 

2900  Hawkins,  Searcy  72143 

Post  Office  Box  C.  Judsonia  72081 

2900  Hawkins,  Searcy  72143 

1300  South  Main,  Searcy  72143 

1300  South  Main,  Searcy  72143 

Post  Office  Box  430,  Beebe  72012  (Res.) 

Post  Office  Box  D-Z,  Beebe  72012 

..1407  East  Race,  Searcy  72143 

...408  West  Vine,  Searcy  72143 

..  Post  Office  Box  500,  Augusta  72006 

-1300  South  Main.  Searcy  72143 

..  ..Post  Office  Box  1054,  Searcy  72143 

401  West  Center,  Beebe  72012 

.1407  East  Race.  Searcy  72143 

Post  Office  Box  177,  Searcy  72143 

Post  Office  Box  159.  Searcy  72143 

2900  Hawkins,  Searcy  72143 

Post  Office  Box  340,  Beebe  72012 

Post  Office  Box  159,  Searcy  72143 

..Post  Office  Drawer  C Bradford  72020  . 

..  Post  Office  Box  858,  Searcy  72143 

2900  Hawkins,  Searcy  72143 

1300  South  Main,  Searcy  72143  

...  Post  Office  Box  20,  Searcy  72143 

. .2900  Hawkins,  Searcy  72143 

. . .2900  Hawkins,  Searcy  72143 


.268-5364 

.268-8500 

.268-2441 

.724-5197 

268-2545 
268-5364 
268-5361 
.268-8500 
.268-5364 
.268-5364 
.268-5364 
.268-7186 
268-8677 
.268-5364 
.729-3435 
.268-5364 
.268-7143 
.268-7143 
.882-5400 
.882-3388 
268-5845 
..268-7154 
347-2131 
.268-4313 
..268-2201 
.882-3388 
. 268-5845 
.268-4322 
.268-2441 
268-5364 
882-5561 
268-2441 
344-2788 
.268-9815 
268-5364 
. 268-5388 
268-9869 
.268-5364 
268-5364 


WOODRUFF  COUNTY 

GP Hendrlxson,  Basil  E Post  Office  Drawer  J,  McCrory  72101 731-5525 

FP Rowe,  James  E Post  Office  Box  387,  McCrory  72101 731-2511 

GP Wilson,  Fred  E. Post  Office  Box  387,  McCrory  72101 731-2511 


YELL  COUNTY 

R _Berry.  William  L Post  Office  Box  59,  Dardanelle  72834  (Res.) 229-4891 

GP Bull,  L.  J. Post  Office  Box  217,  Plainview  72857 272-4236 

RD Draeger.  Louis  A Post  Office  Box  638,  Danville  72833  (Res.) 495-2770 

GP Edmondson,  Rogers  P Post  Office  Box  487,  Danville  72833 495-7331 

GP Harris,  Walter  P Post  Office  Box  487.  Danville  72833 495-2714 

FP Hodges,  Jerry  F Highway  22  West  Dardanelle  72834 229-4172 

FP Luker,  Jerome  H Post  Office  Box  337,  Dardanelle  72834 229-4172 

GP Martin,  Damon  G.  H J. , Post  Office  Box  328,  Ola  72853 489-5801 

GP Maupin,  James  L Post  Office  Box  337,  Dardanelle  72834 229-4172 
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GP Pennington,  James  O Post  Office  Box  68,  Ola  72853 489-5241 

FP Ring,  Gene  D Post  Office  Box  337,  Dardanelle  72834 229-4172 

GP Russell,  Gary  W Highway  22  West,  Dardanelle  72834 229-4172 


CODES  FOR  TYPE  OF  PRAOTIOE 


A 

_AI  lergy 

HEM 

Hematology 

PDC 

ADM 

Administrative  Medicine 

IM 

1 nterna  1 Medicine 

PH 

Public  Health 

AN 

Anesthesiology 

N EP 

Nephrology 

PM 

CD 

.Cardiovascular  Diseases 

N 

Neurology 

PS 

Plastic  Surgery 

CDS 

Cardiovascular  Surgery 

NM 

Nuclear  Medicine 

PTH 

Pathology 

CHP 

Child  Psychiatry 

NS 

Neurological  Surgery 

PUD 

Pulmonary  Diseases 

CRS 

Colon  and  Rectal  Surgery 

OBS 

Obstetrics 

R 

Radiology 

D 

Dermatology 

OBG 

Obstetrics  and  Gynecology 

RHU 

Rheumatology 

EM  . .. 

Emergency  Care 

OM..._ 

Occupational  Medicine 

TS... 

END 

ONC 

Oncology 

U 

FP 

Family  Practice 

OPH 

Ophthalmology 

OS 

Other  Specialty 

GE 

ORS . 

RD 

GER 

Geriatrics 

OT 

Otology 

+ 

Medical  Student 

GP 

General  Practice 

OTO 

Otorhinolaryngology 

* 

Intern 

GPM  

General  Preventive  Medicine 

P 

Psychiatry 

*■* 

Resident 

GS 

General  Surgery 

PD 

Pediatrics 

F 

Fellow 

GYN 

Gynecology 

PDA 

Pediatric  Allergy 

# 

Deceased 

INFORMATION 


Arkansas  Medical  Society 
Post  Office  Box  1208 
Fort  Smith,  Arkansas  72902 
Phone:  782-8218 
Wats:  1-800-542-1058 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone:  312-751-6000 

Legal  Counsel 
Mr.  Michael  W.  Mitchell 
Post  Office  Box  1510 
Little  Rock,  Arkansas  72203 
Phone:  378-7870 

Arkansas  Department  of  Health 
48  I 5 West  Markham  Street 
Little  Rock,  Arkansas  72201 
Phone;  661-2000 


OF  INTEREST  TO  MEMBERSHIP 

Mailing  Addresses 

Arkansas  State  Medical  Board 
Joe  Verser,  M.D.,  Secretary 
Post  Office  Box  1 02 
Harrisburg,  Arkansas  72432 
Phone:  578-2677 

Drug  Enforcement  Administration 
I Union  National  Plaza,  Suite  850 
Little  Rock,  Arkansas  72201 
Phone:  378-5981 

Pulaski  County  Medical  Society 
500  South  University,  Suite  3 I I 
Little  Rock,  Arkansas  72205 
Phone:  664-3402 

University  of  Arkansas  College  of  Medicine 
Thomas  A.  Bruce,  M.D.,  Dean 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
Phone:  661-5000 


Arkansas  Medical  Society 


American  Medical  Association 
House  of  Delegates 


Meeting  Dates 

Sunday,  April  26  - Wednesday,  April  29,  1981,  Camelot  Inn,  Little  Rock 
Thursday,  April  29-Sunday,  May  2,  1982,  Arlington  Hotel,  Hot  Springs 
Thursday,  April  21  - Sunday,  April  24,  1983,  Arlington  Hotel,  Hot  Springs 
Thursday,  April  12-Sunday,  April  15,  1984,  Camelot  Inn,  Little  Rock 


Annual  Meeting 


June  7-11,  1981 

Chicago 

Interim  Meeting 
December  6-9,  198  1 

Las  Vegas 

Annual  Meeting 

June  13-17,  1982 

Chicago 

Interim  Meeting 
December  5-8,  1982 

Miami  Beach 

Annual  Meeting 

June  19-23,  1983 

Chicago 

Interim  Meeting 
December  4-7,  1983 

Los  Angeles 
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Arkansas  Medical  Society  Insurance  Plans 


Professional  Liability 


Professional  Liability 


Professional  Overhead  Expense  Plan 
Professional  Men's  Disability  Plan 


Life 


Medical,  Surgical,  Major  Medical 


Workmen's  Compensation  Dividend  Plan 


American  Physicians  Insurance  Exchange 
4099  McEwen  Road,  Suite  200 
Dallas,  Texas  752?4 
Phone:  214-386-6400 

The  St.  Paul  Companies 
Little  Rock  Service  Office 
1600  First  National  Building 
Little  Rock,  Arkansas  72201 
Phone:  376-4 1 5 1 

Rather,  Beyer  and  Harper,  Agents 
362  Prospect  Building 
Little  Rock,  Arkansas  72207 
Phone:  664-8791 

Northwestern  National  Life  Insurance  Company 
Meyer  F.  Marks,  Inc. 

Post  Office  Box  7267 
Little  Rock,  Arkansas  72217 
Phone:  664-7802 

Arkansas  Blue  Cross-  Blue  Shield 
Post  Office  Box  2181 
Little  Rock,  Arkansas  72203 
Phone:  378-2000 

Dodson  Insurance  Group 
Post  Office  Box  559 
Kansas  City,  Missouri  64I4I 
Phone:  816-361-3400 


OFFICERS  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


President . Kemal  Kutalt,  I I 20  Lexington,  Fort  Smith  7290  I 

(Term  expires  April  1981) 

President-elect Purcell  Smith,  Jr.,  P.  O.  Box  5675,  Little  Rock  722  i 5 

(Assumes  presidency  April  1981) 

First  Vice  President. Richard  O.  Martin,  P.O.  Box  339,  Paragould  72450 

Second  Vice  President Frank  E.  Morgan,  410  Pershing  Blvd.,  North  Little  Rock  721  14 

Third  Vice  President Harold  D.  Purdy,  6924  Geyer  Springs  Road,  Little  Rock  72209 

Secretary Elvln  Shuffleld,  I 10  Doctors  Park  Building,  Little  Rock  72205 

Treasurer Kenneth  R.  Duzan,  443  West  Oak,  El  Dorado  7 I 730 

Speaker,  House  of  Delegates Amall  Chudy,  1801  Maple,  North  Little  Rock  72  114 

Vice  Speaker  of  House W.  P.  Phillips,  P. O.  Box  3507,  Fort  Smith  72913 

Journal  Editor... Alfred  Kahn,  Jr.,  I 300  West  Sixth,  Little  Rock  72201 

Delegates  to  AMA Joe  Verser,  P,0.  Box  106,  Harrisburg  72432 

T.  E.  Townsend,  1 420  West  43rd,  Pine  Bluff  7 1 603 

Alternate  Delegates  to  AMA A.  E.  Andrews,  P.  O.  Box  689,  Texarkana  75501 

Richard  Pearson,  1 223  West  Walnut,  Rogers  72756 

Councilors 

First  District Merrill  J,  Osborne,  1 533  North  1 0th,  Blytheville  723  I 5 

Asa  A.  Crow,  ^ I Medical  Drive,  Paragould  72450 

Second  District Paul  Gray,  P.O.  Box  2437,  Batesville  72501 

John  E.  Bell,  I 300  South  Main,  Searcy  72  143 

Third  District L,  J.  P.  Bell,  626  Poplar,  Helena  72342 

John  Hestir,  P.  O.  Drawer  5 I 2,  DeWitt  72042 

Fourth  District Raymond  Irwin,  1 220  West  42nd,  Pine  Bluff7l603 

John  P.  Burge,  Lake  Village  Clinic,  Lake  Village  71  653 

Fifth  District George  Warren,  P.  O.  Box  W,  Smackover  71762 

Cal  R.  Sanders,  P.O.  Box  757,  Camden  71701 

Sixth  District C.  Lynn  Harris,  P.  O.  Box  687,  Hope  71801 

Donald  L.  Duncan,  300  East  6th,  Texarkana  75502 

Seventh  District Robert  F.  McCrary,  505  West  Grand,  HotSprings7l90l 

R.  Jerry  Mann,  416  Main  Street,  Arkadelphia  71923 

Eighth  District W.  Ray  Jouett,  750  Medical  Towers  Building,  Little  Rock  72205 

William  N.  Jones,  500  South  University,  Little  Rock  72205 

Ninth  District Morriss  M.  Henry,  P.O.  Box  1727,  Fayetteville  72701 

Rhys  A.  Williams,  P.O.  Box  1118,  Harrison  72601 

Tenth  District Charles  F.  Wilkins,  3 105  West  Main  Place,  Russellville  72801 

Ken  Lilly,  I 120  Lexington,  Fort  Smith,  72901 
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Executive  Vice  President 

Associate  Executive  Vice  President. 
Assistant  Executive  Vice  President.. 


HEADQUARTERS  STAFF 

C.  C.  Long 


Miss  Leah  Richmond 
Mr.  Kenneth  LaMastus 


COMMITTEE  CHAIRMEN 


Cancer  Control:  John  R.  Broadwater,  1500  Dodson,  Fort  Smith  7290  I 
Medical  Legislation:  James  R.  V7eber,  Post  Office  Box  1 88,  Jacksonville  72076 
National  Legislation:  W.  P.  Phillips,  Post  Office  Box  3507,  Fort  Smith  72913 
Public  Health:  Ben  N.  Saltzman,  4301  West  Markham,  Slot  592,  Little  Rock  72201 
Maternal  and  Child  Welfare:  E.  A.  Shaneyfelt,  Post  Office  Box  630,  Manila  72442 
Tuberculosis:  Donald  L.  Miller,  I 5 1 5 West  42nd,  Pine  Bluff  7 1 603 
Aging:  Chalmers  S.  Pool,  3925  North  Lookout,  Little  Rock  72205 

Physical  Fitness  and  School  Health:  Tom  P.  Coker,  Post  Office  Drawer  1608,  Fayetteville  7270 1 

Industrial  Health:  Howard  M.  Armstrong,  340  Doctors  Park  Building,  Little  Rock  72205 

Mental  Health:  W.  Payton  Kolb,  230  Medical  Towers  Building,  Little  Rock  72205 

Immunization:  Daniel  C.  McKinney,  1420  West  43rd,  Pine  Bluff  7 I 603 

Traffic  Safety : Carl  L.  Williams,  522  South  I 6th,  Fort  Smith  7290  I 

Liaison  with  Vocational  Rehabilitation:  John  P.  Wood,  907  Mena  Street,  Mena  71953 

Continuing  Medical  Education:  John  M.  Hestir,  Post  Office  Drawer  512,  DeWitt  72042 

Hospitals:  G.  Max  Thorn,  St.  Vincent  Infirmary,  Little  Rock  72201 

Public  Relations:  Milton  D.  Deneke,  Post  Office  Box  687,  West  Memphis  72301 

Liaison  with  the  Auxiliary:  Warren  C.  Boop,  Jr.,  4301  West  Markham,  Little  Rock  72201 

State  Health  and  Medical  Resources  for  Civil  Defense:  Guy  U.  Robinson,  207  South  Elm,  Dumas  71  639 

Advisory  to  the  Medical  Assistants  Society:  Jerry  C.  Holton,  500  South  University,  Little  Rock  72205 

I nsu ranee:  Charles  F.  Wilkins,  Jr.,  3105  West  Main  Place,  Russellville  7280 1 

Medicine  and  Religion:  Fred  O.  Henker,  III,  4301  West  Markham,  Little  Rock  72201 

Arrangements  for  Annual  Session:  Frank  E.  Morgan,  410  Pershing  Boulevard,  North  Little  Rock  72114 

Physician-Nurse  Joint  Practice:  Jerry  Holton,  500  South  University,  Little  Rock  72205 

Constitutional  Revision:  A.  S.  Koenig,  Jr.,  922  Lexington,  Fort  Smith  72901 

Budget  Committee:  Ken  Lilly,  I 1 20  Lexington,  Fort  Smith  7290 1 

Liaison  with  State  Welfare  Department:  (Composed  of  Executive  Committee) 

Medical  School:  James  L.  Gardner,  1 25  Greenwood,  Hot  Springs  7 1 90 1 

Ad  Hoc  Committee  on  Liaison  with  Health  Systems  Agencies:  Kemal  Kutalt,  I 120  Lexington,  Fort  Smith  72901 
Study  Committee  ( Boone  County  Resolution ) : Kemal  Kutait,  I I 20  Lexington,  Fort  Smith  7290 1 
Ad  Hoc  Committee  on  Position  Papers: 

Co-Chairmen : Purcell  Smith,  Jr.,  Post  Office  Box  5675,  Little  Rock  72215 


James  M.  Kolb,  Jr.,  305  Skyline  Drive.  Russellville  72801 
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Nowt  two  dosoge  forms 


Nolfon* 

fenoprofen  calcium 


300-fngi^  Pulvules^ond  600-inf^  Toblels 


iP  □ ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

*Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


700934 


half-life 

Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium "(diazepam/Roohe]  has  impor- 
tant olinical  and  pharmacological  implica- 
tions, Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
shorl-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

^Sellers  EM:  Drug  Metab  Rev  (S(1]:5-11, 1978 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal:  ad|unctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam.'Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders  possibility 
of  increase  m frequency  and'or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  m frequency  and'or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy: 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed  or  with  latent  de- 
pression or  with  suicidal  tendencies  Observe 
usual  precautions  m impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness  confusion  dipicpia 
hypotension  changes  in  libido  nausea,  fatigue, 
depression  dysarthria  jaundice  skin  rash 
ataxia  constipation  headache  incontinence, 
changes  in  salivation,  slurred  speech  tremor 
vertigo,  urinary  retention  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
n/er  function  tests  advisable  during  long-term 
therapy 
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ANATOMY  IN  ARKANSAS'  MEDICAL  COLLEGE 

1879-1979 

The  History  of  a Department 

Horace  N.  Marvin.  Ph.D.* 


Part  II  of  IV  Parts 
"WHAT" 

This  is  the  second  of  four  parts. 

The  third  part  will  be  "To  Whom." 

WHAT 

For  Medical  Students 

T.e  medical  school  in  Arkansas  opened  when 
the  national  norm  retpiired  that  a student  study 
three  years  under  a licensed  physician  or  a phy- 
sician who  had  been  granted  a tlegree.  During 
these  three  years,  the  student  also  was  rec[uired 
to  attend  two  lidl  courses  of  lectures  at  some 
medical  college  or  colleges.  Each  course  of  lec- 
tures consisted  of  .\natomy,  Physiology,  Chem- 
istry, Materia  Medica  and  Therapeutics,  Obstet- 
rics, Surgery,  Pathology,  and  Practice  of  Medi- 
cine. Eire  academic  year  included  initially  six 
eight-hour  days  a week,  and  twenty  such  weeks. 
Near  the  close  of  the  second  year,  the  student 
wordd  stand  for  an  oral  examination  by  the  fac- 
ulty in  all  subjects  of  the  curriculum.  Satisfactory 
performance  in  this  examination,  with  the  usual 
personnel,  ethical  and  moral  characteristics,  was 
followed  by  a diploma.  Access  to  the  lectures  in 
any  subject  was  ol)tained  Ity  paying  a fee  of  $.50 
for  a “ticket”  Tig.  27):  for  all  seven  sulrjects  an 
impressive  total  of  S350.  Relative  to  the  cost  of 
living  index  at  the  end  of  the  medical  school's 
first  century,  this  tvas  a real  problem  for  any  stu- 
dent, but  especially  for  rtiral  students  whose 
“money  crop”  was  negligible. 

Anatomy  was  presented  in  fine  group  of  lec- 
tures as  general  gross  anatomy,  and  in  another 
as  surgical  and  practical  anatomy.  Charts,  models, 
and  blackboard  drawings  were  used  to  illustrate 

•Professor  of  Anatomy,  The  University  of  Arkansas  for  Medical 
Sciences.  4301  West  Markham.  Little  Rock,  Arkansas  72201. 


the  protessor's  lectures.  Staff  members  or  an  ad- 
vanced student  jirepared  prosected  specimens  for 
use  by  the  professor  during  his  presentations,  and 
those  who  performed  this  service  were  included 
in  faculty  lists  as  “Prosectors.”  Eollowing,  and 
guided  by  the  jnofessor's  lectures,  the  students 
dissected  in  the  laboratory  in  firder  “to  com- 
mence in  the  only  practical  method,  and  by  dis- 
sectifin,  fully  and  jnactically  verify,  for  them- 
selves, what  they  have  learned  from  their  anat- 
omy plates.’”^  Eor  assistance  in  the  dissecting 
laboratory  the  students  purchased  a S5  Demon- 
strator's Ticket.  Students  were  given  the  choice 
of  the  following  texts,  Gray's  Anatomy,  a text 
by  'Wilson,  or  one  by  Leidy.  Gray's  Anatomy 
has  continued  to  be  a national  best  seller,  but  the 
other  two  are  not  visible  today. 

This  pedagogical  format  continued  lor  the  first 
thirteen  years.  Although  a “voluntary  graded 
course"  had  been  available  to  students  enrolled 
during  this  periotl,  and  had  been  urged  as  the 
most  desirable  arrangement,  it  had  few  takers. 
'Ellis  preferred  system  consumed  three  academic 
years,  rvith  specific  courses  includetl  in  each  year. 
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Figure  27. 


A ticket  issued  to  Mr.  Milton  Vaughan  permitting  him  to  attend 
lectures  in  Gross  .Anatomy  as  a “first  course”  student  during  the 
1890-91  academic  year. 
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and  with  no  repetition.  The  word  “graded”  de- 
rived from  the  plan  to  test  sttidents  in  each  sub- 
ject at  the  end  of  the  year,  with  progress  into  the 
next  year  depending  ii])on  success  in  the  exami- 
nations. Basically  this  is  the  arrangement  used 
today,  but  apparently  it  was  unpoptilar  with  stu- 
tlenis  of  the  early  years.  Beginning  with  the  1892- 
93  academic  year  the  three  year  graded  course 
was  adopted  and  was  no  longer  “voluntary.”  This 
change  and  a lengthening  of  the  academic  year 
to  twenty-four  weeks  came  about  primarily  from 
pressure  by  the  American  Association  of  Medical 
Colleges.  The  ctirriculum  follow'ing  this  change 
could  be  defined  more  precisely.  Ceneral  Gross 
Anatomy  was  tangbt  in  the  first  year,  as  was  Physi- 
ology and  Chemistry.  Of  the  three  cotirses,  only 
Gross  Anatomy  wdth  its  dissection  had  any  lab- 
oratory work  incltided.  Physiology  was  entirely 
didactic  and  recitative  until  1896.  Except  for 
class  demonstrations  by  the  professor.  Chemistry 
was  without  student  laboratory  work  until  1905. 
Practical  and  Surgical  Anatomy  were  taught  in 
tlie  second  year  along  wdth  Pathology  and  other 
cotirses  introductory  to  clinical  medicine.  The 
third  year  w’as  the  clinical  year.  No  information 
as  to  clock  hours  of  contact  or  scheduling  wdthin 
the  year  is  available.  Cadavers  were  purchased 
legally  by  students  for  their  dissections  through 
the  medical  school  “at  a mere  nominal  expense.”^ 
Idiis  jirocedure,  as  well  as  legalizing  dissection 
itself,  was  provided  by  a legislative  act  of  1873. 
No  surreptitious  efforts  were  necessary  to  obtain 
study  material  then  or  at  any  time  since  then. 
Some  basis  for  the  anecdotes  told  with  relish  can- 
not be  obviated,  however,  wdien  one  considers 
the  very  poor  financial  resources  of  some  of  the 
early  students. 

Histology  was  listed  in  the  ctirriculum  for  the 
first  time  in  the  bulletin  for  the  1893-94  year,  not 
included  among  the  anatomical  subjects,  but 
taugbt  along  with  Pathology  and  Urinology  in 
relation  to  clinical  medicine.  In  this  same  year, 
Gray’s  Anatomy  became  the  only  text  recognized 
officially.  Shortly  thereafter,  1895-96,  the  fourth 
year  was  added  to  the  program.®  This  affected 
the  existing  programs  not  at  all,  but  added  an- 
other clinical  year  for  a “review'  of  all  iiranches” 
of  the  clinical  areas  considered  in  the  preceding 
third  year.  Beginning  in  this  year  Histology  was 
listed  separately  as  a first  year  course  and  Piersol's 
Textbook  of  Histology  became  the  recommended 
text.  Little  information  relative  to  this  course  in 


this  period  is  availalde,  except  that  a member  of 
the  faculty  continued  to  be  designated  as  Profes- 
sor of  Histology  and  resptmsibility  continued  to 
rest  w’ith  Pathology,  not  Anatomy. 

Except  for  raising  the  cost  of  lecture  tickets 
Irom  $50  to  $60  in  1902,  and  five  years  later  intro- 
ducing the  use  of  the  cadaver  to  illustrate  sur- 
gical procedures  in  practical  anatomy,  the  teach- 
ing of  anatomy  remained  unruffled  and  probably 
unimproved  for  more  than  fifteen  years  (1890- 
1905).  These  were  years  of  substantial  enroll- 
ments, prosperity,  and  complacency.*’  Students 
w'ere  allowed  broad  choice  of  textbooks:  Gray, 
Cunningham  or  Morris  by  the  Professor  of  .Anat- 
omy: Schaeffer,  Dunham,  Banm,  or  Davidoff  and 
Huber  by  the  Professor  of  Histology  and  Pathol- 
ogy. In  Gross  Anatomy,  ilidactic  lectures  were 
discontinued  and  replaced  by  quizzes  and  dis- 
cussions of  textbook  assignments.  The  academic 
complacency  w'as  rtidely  broken  by  the  opening 
in  1906  of  a strongly  competitive  College  of  Phy- 
sicians and  Surgeons  in  Little  Rock.  Also  at  this 
time  the  Carnegie  Foundation  for  the  Advance- 
ment of  Teaching  had  commissioned  a study  of 
medical  education,  a report  of  w4iich  contained 
Abraham  Flexner's  now  w'ell  knowm  statement 
concerning  Arkansas.  The  medical  school  did 
not  have  “a  single  redeeming  feature”  according 
to  the  report  in  1909,  and  except  for  dissection  of 
the  cadaver  in  “atrocious”  qtiarters  had  no  lab- 
oratory studies  w'orthy  of  mention. ” Resented 
then,  and  recalled  w'ith  chagrin  today,  the  report 
did  shake  complacency  and  started  the  school  on 
an  active  period  of  reform. 

For  the  first  time  departments  w'ere  defined  in 
1908,  and  the  faculty  of  the  newly  created  De- 
partment of  Anatomy  was  listed.  Other  changes 
followed  which  moved  the  school  and  the  depart- 
ment tow'ard  conformity  with  medical  education 
nationally.  The  Department  of  Pathology  and 
Histology  presented  Histology  as  a freshman 
course.  Neuroanatomy  was  mentioned  for  the 
first  time,  presented  by  the  newly  created  Depart- 
ment of  Diseases  of  the  Nervotis  .System.  One 
year  later.  Embryology  wxis  listed  in  the  freshman 
curricuhim,  presented  by  a faculty  member  in  the 
Department  of  Anatomy.  The  professors’  tickets 
increased  to  $70  in  1909,  and  the  next  year  the 
ticket  system  was  abandoned  in  favor  of  a total 
tuition  of  $100  for  the  year.  It  is  interesting  to 
note  that  there  w'ere  six  courses  in  the  freshman 
year.  With  a $70  ticket  required  for  each  course, 
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the  total  tickets  would  amount  to  120,  comparecl 
with  the  new  auuual  tuition  ol  JslOO.  The  iiseal 
aerobatics  necessary  to  explain  a 75%  reduction 
in  costs  to  the  student  tvould  make  interesting 
reading  if  the  story  were  known,  by  1010  the 
academic  year  had  been  increased  to  thirty-tevo 
weeks  from  the  twenty-four  weeks  it  had  included 
for  many  years  previously,  .\gain  the  Flexner 
Report  uudotibtedly  played  a role  in  this  im- 
provement having  said  tliat  “although  the  year 
is  said  to  include  twenty-four  weeks  (in  1905), 
students  are  allowed  to  enter  several  weeks  late 
and  vacations  are  so  flexible  that  the  statement 
is  meaningless.”  .\nd  finally  the  clock  hours  of 
lecture  and  laboratory  were  tabulated  for  all 
courses,  permitting  comparative  definition  for 
the  first  time. 

The  total  clock  hours  of  student  facidty  con- 
tact for  each  course  derived  from  listings  in  the 
medical  school  bulletins  beginning  in  1910, 
are  charted  in  Figure  28.  Gross  Anatomy  in  1910- 
11  consisted  of  570  clock  hours,  an  assignment  it 
held  until  1915  when  .Surgical  Anatomv  was 
moved  to  another  part  of  the  program.  In  1922- 
2.S,  lecture  hours  were  increased  and  to])Ographic 
anatomy  was  included,  which  returned  Gross 
.-\natomy  to  nearly  600  hours.  Since  then  the  class 
time  has  been  redticed  gradtially  to  the  present 
day  level  of  200  clock  hours.  F'rom  Figure  28,  it 
can  be  seen  that  no  other  anatomical  courses  had 
been  increased  to  necessitate  this  reduction  in 
time  for  Gross  Anatomy.  Rather  the  reduction 
had  resulted  from  increased  allocation  of  time  to 
Biochemistry  and  Physiology  as  the  importance  of 
these  disciplines  to  medicine  have  been  increased 
by  basic  research. 

Teachers  of  Gross  Anatomy  traditionally  have 
depended  heavily  on  charts,  models,  and  extem- 
poraneous drawings  as  teaching  aids.  Recortls  of 
the  magnitude  of  the  utilization  ol  such  auxil- 
iaries prior  to  1920  are  not  available,  but  it 
would  appear  that  use  ol  visual  aids  otlier  than 
the  cadaver  was  meager.  .Some  charts  and  models 
were  purchased  subsecjuently,  as  evidenced  by 
the  ])resence  today  of  early  Denoyer-Geppert  Go. 
prochicts  obtained  originally  as  imports  from  the 
superb  German  artisans.  These  cost  so  much, 
however,  that  the  meager  budgets  could  not  tol- 
erate more  than  token  purchases.  \'arious  mem- 
bers of  the  faculty  used  their  own  talents,  and 
large  tvall  charts,  some  in  color,  and  plaster  casts 
of  body  parts  ^vere  made  for  student  use,  and 


thoioughly  used  until  well  into  the  P.llO’s.  When 
(lasses  were  smaller,  entire  skeletons  were  placed 
iti  strategic  places  iti  the  dis.secting  labcaratory. 
.\t  least  by  1930,  however,  much  larger  cla.sses 
made  this  itnpract ical,  and  Itoxes  with  repre.senta- 
tive  bones,  ituluditig  the  skttll,  were  prepared. 
Cienerally  two  students  shared  the  use  of  a box, 
and  this  practice  is  followed  today. 

.\bout  1911  Dr.  |elt  Banks,  with  newly  arrived 
Dr.  Dwight  Ryerson,  undertook  to  place  on 
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Figure  28. 

.V  graphic  representation  ol  the  total  clock  hours  allotted  to  the 
four  anatomv  courses.  In  the  Histologv  graph  indicates  (he 

span  of  time  when  F.mbrvologv  and  Histologv'  were  taught  as  one 
course.  The  “B*”  span  in  the  Kmbrvologv  graph  indicates  the  span 
when  F.mbnolog>'  was  not  taught  as  a separate  course. 
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16  mm  film  a record  of  the  dissection  of  the  entire 
body.  They  trere  their  otvn  directors,  jihotogra- 
phers,  stage  managers,  film  developers,  and  in 
many  instances  their  own  finaticial  backers.  It  was 
a tremendous  effort  with  a commendable  objec- 
tive, but  the  films  did  not  catch  on  with  students 
here  any  more  than  they  did  at  other  schools. 
Since  that  time  color  transparencies  have  become 
practical  in  production  and  inexpensive  in  cost, 
and  the  movie  films  have  been  relegated  to  the 
archives. 

A major  experiment  in  the  teaching  of  Gross 
Anatomy  was  initiated  in  1974  and  extended  over 
several  years.  The  teaching  staff  of  the  conrse 
was  almost  totally  involved  in  determining 
whether  reducing  laboratory  dissection  by  omit- 
ting di,ssection  of  the  pelvis,  perineum  and  lower 
extremity  is  possible  without  significant  detri- 
ment to  learning.  A syllabus,  many  audiovisual 
aids,  and  prosected  specimens  were  provided  by 
the  staff  and  a jrrofessional  medical  illustrator. 
Funds  for  this  expensive  two-year  study  were 
provided  by  the  National  Fund  for  Medical  Edu- 
cation. Each  year  20  students  from  the  class  of 
125,  representing  the  range  of  jaremedical  cpiali- 
fications,  volunteered  to  follow  the  innovative 
program,  and  the  remaining  105  followed  the 
traditional  jtrogram.  Comparing  pre-test  with 
post-test  results  showed  that  learning  was  substan- 
tial, and  retention  into  the  junior  year  was  sur- 
prisingly and  gratifyingly  good.  It  made  no  sig- 
nificant difference,  however,  whether  students 
learned  by  dissecting,  or  relied  jtrimarily  on  pro- 
sections and  audiovisual  aids.  Despite  these  re- 
sults, and  tvith  the  belief  that  dissection  provides 
the  student  with  benefits  not  measured  by  tests, 
the  traditional  program  continues.  It  should  be 
mentioned  that  this  educational  experiment  was 
coordinated  with  two  other  medical  schools,  and 
the  test  results  from  Arkansas’  students  were  the 
best. 

H istology  “covered  the  entire  subject,”  and 
was  “illustrated  by  stereoptican  views  and  by 
charts.”  The  laboratory  jiart  of  the  course  (was) 
“thorongli  and  complete”  according  to  the  Bulle- 
tin for  1911-12.®  As  mentioned  previously,  the 
Flexner  Report  had  a substantially  different  view 
of  what  was  thorough  and  complete.  The  infor- 
mation is  very  scanty  but  it  is  known  that  about 
1910,  twenty  Leitz  student  microscopes  were  pur- 
chased for  use  in  the  Histology  and  Embryology 
laboratories.  Slides  of  histologic  sections,  and 


whole  mounts  of  cells  teased  apart  to  show  shape 
and  major  constituents,  were  prepared  for  stu- 
dent use,  but  how  many  and  of  what  remains  a 
mystery.  A student  enrolled  in  1928  placed  the 
number  at  about  forty.  One  could  count  on  blood 
being  one  of  the  studies,  both  as  fresh  material 
and  stained.  The  laboratory  work  by  the  student 
included  drawings  of  cells  and  tissues,  the  prac- 
tical value  of  such  efforts  going  unquestioned  for 
many  years.  With  advances  in  stain  technology, 
special  stains  for  special  structures  made  it  pos- 
sible to  demonstrate  more  and  more  cytological 
detail,  and  the  loan  sets  grew.  During  the  period 
1930-1932,  Embryology  and  Histology  were  com- 
bined, and  the  clock  hours,  consecjuently,  in- 
creasetl  from  an  average  of  about  150  to  260  for 
the  course.  The  reasons  for  the  union  and  then 
.separation  of  these  two  courses  are  not  apparent 
now.  It  may  be  more  than  a coincidence,  how- 
ever, that  Dr.  C.  Langston,  with  both  medical 
and  graduate  degrees,  joined  the  iacidty  of  the 
department  while  this  conjoined  course  was  in 
operation.  'Whthin  the  year  after  the  author 
joined  the  faculty,  combining  the  two  subjects 
again  was  discussed,  the  decision  was  made  to  do 
.so,  and  the  combined  program  reinstitnted  in 
1945.  The  subject  matter  began  with  the  ovum 
and  sperm,  developed  the  fetus  to  a stage  when 
the  organ  .systems  are  established,  followed  the 
organ  systems  individually  to  the  adult  condi- 
tion, conchuled  with  rejiroductive  systems,  and 
finally  fertilization  and  implantation  completed 
the  cycle.  Although  the  rationale  for  this  ar- 
rangement was  “this  is  the  way  it  happens,”  sav- 
ing students’  time  during  those  urgent  years  of 
World  W^ar  II  was  a strong  motivation.  From  a 
total  of  340  clock  hours  for  the  two  courses  sep- 
arately, the  time  was  reduced  to  260  for  the  con- 
joined cour,se.  It  was  believed  then  that  students 
obtaineil  a better  concept  of  the  dynamic  proc- 
esses with  no  important  losses.  In  addition  to  the 
usual  study  of  adult  tissues  and  organs  in  tl.e 
laboratory,  considerable  time  was  spent  studying 
whole  mounts  and  serial  sections  of  chick  em- 
bryos, and  serial  sections  of  the  10  mm  pig.  After 
a few  years  of  experience  with  this  arrangement, 
a laboratory  manual  was  written  by  Marvin  and 
Langston,  commercially  printed,  and  sold  at  cost 
to  the  students.  All  the  necessary  drawings  were 
included  in  the  manual,  and  so  with  this  publi- 
cation in  1952,  student  drawings  required  for 
four  decades  came  to  a halt.  The  decrease  in 
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(lock  lioms  Iroin  2()()  lo  ihe(  uncut  lc\'cl  ol  about 
150  (I'ig.  2(S)  was  l)rought  al)out  by  the  climi- 
nalioti  ol  iiutcli  ot  mot  phogciicsis  and  hislogeiie- 
sis  Ironi  study  in  the  laboi  attn  y.  (loiiK  itlctit  witit 
these  (hanges,  the  inieroscopic  slides  lor  student 
use  decreased  from  a maximum  of  about  250,  at- 
tained when  laboratory  woik  in  embryology  was 
maximtil,  to  120  todav.  The  emergence  and  rapid 
development  of  kno-wledge  ol  intracelluhir  slrut- 
inre  brought  about  by  the  greater  resolution  of 
the  electron  microscope,  as  well  as  refined  teth- 
nicpies  in  Jiiochemistry  tipplietl  to  these  organ- 
elles, necessitated  changes  in  M icroscoj)ic  Anat- 
omy. More  time  was  desoted  to  this  area  at  the 
expense  of  macromorphology.  Yet  stiulents  Iiad 
no  practical  means  for  laboratory  study  of  these 
structures,  and  again  lalaoratory  time  was  re- 
duced. Clinical  applications  and  relevance  tvere 
introduced  into  the  course  in  19-15,  and  initially 
took  the  form  of  an  “embryology  conference  " 
several  times  during  the  program.  A clinician, 
usually  a pediatrician,  would  present  a patient 
with  a congenittil  anomaly  of  the  organ  system 
currently  being  studied.  The  classes  were  smaller 
then,  and  each  student  could  have  a first  hand 
view  and  often  a “hands  on”  contact  witit  the 
patient.  After  the  ptitient  left  the  classroom,  the 
normal  embryological  processes,  and  the  deviti- 
tions  therefrom,  were  discussed  and  the  remedial 
or  reconstructive  procedures  'W'ere  tlescribed. 
This  stimulus  to  learning  has  been  provided  to 
students  since  then;  now  such  a conference  occurs 
nearly  every  week.  Increase  in  class  size  has  made 
patient  presentation  less  rewarding,  so  that  notv 
it  is  the  exception  rather  than  the  nde.  I'opics 
for  the  clinical  conferences  no  longer  are  re- 
stricted to  congenital  anomalies,  but  encompass 
infectious,  metabolic,  and  age  related  diseases. 
Concordant  with  the  “new  pedagogy”  a syllabus 
was  developed  in  1974,  containing  in  part  con- 
densations of  each  lecture,  specific  objectives  of 
each  laboratory  period  and  sam|de  (piestions  to 
be  expected  on  examinations.  Ibis,  with  ;i  tele- 
vision preview  of  slides  as  described  ])reviously, 
provides  for  the  rapid  progress  of  the  student 
toward  the  goal  of  aetjuisition  of  factual 
information. 

Neuroanatomy  first  became  a responsibility  of 
the  Department  of  .\natomy  in  1915.  Prior  to 
that  the  sidjject  was  taught  by  jdiysicians,  as  part 
of  Neurology.  The  “anatomy  and  physiology  of 
the  nen'ous  system  (were)  discussed*’  ami  the  di- 


agnosis of  neiAous  and  mental  diseases  thorough- 
ly (overed.”  There  is  little  doubt  that  in  this 
context,  clinical  considei  at  ions  were  at  the  fore- 
front, and  the  clinic  was  the  laboratory.  As  a 
course  within  the  Department  of  Anatomy,  how- 
ever, “dissection  of  the  brain  and  cord  (was)  fol- 
lowed by  a study  of  W'eigert  .series  of  sections  of 
the  brain  stem.  Microscopical  preparations  of 
the  sense  oigans  by  various  neurological  methods 
(u-ere)  studied.”  The  course  as  first  described 
placed  a great  de:d  of  resjjonsibility  on  the  stu- 
dent as  evidenced  by  the  concluding  statement, 
“Occasional  lectures  and  recitations  are  given.”!'’ 
Neuroanatomy  continued  to  be  ttiught  in  this 
same  frame  for  more  than  a decade,  despite 
changes  in  the  faculty  member  responsible  for 
the  course.  It  wxas  inevitable  that  a course  which 
lends  itself  so  well  to  clinical  correlations,  woidd 
sooner  or  later  include  clinical  examples  as  prob- 
lems for  freshmen  students.  Thus  in  1927  prob- 
lems were  incorporated  in  the  course  such  as; 
“a  lesion  in  _ would  result  in  what  symp- 
toms,” and  conversely  “these  symptoms  would 
restdt  from  a lesion  located.”  These  problems, 
fretpiently  hypothetical,  gtive  to  the  student  the 
flavor  of  clinical  relevance  so  effective  in  stimu- 
lating learning.  I’lie  course  continued  with  the 
same  number  of  hours  for  many  years  in  much 
the  same  format  using  lectures,  human  brains  for 
dissection,  stained  slides  of  the  brainstem  and 
cord,  charts  and  models,  and  clinical  problems. 
In  1969,  however,  a major  change  was  started, 
following  the  example  of  some  trial  systems  at 
other  schools.  Neuroanatomy  in  the  strict  in- 
terpretation became  integrated  with  Neurophysi- 
ology itito  a new  program  appropriately  called 
Neuroscience.  Clinical  orietitation  was  sub- 
stantially increased,  and  gradually  smaller  con- 
tri])utions  of  appropriate  information  from  Bio- 
chemistry, Ptithology  and  Pharmacology  rounded 
otit  the  cour.se  content.  1 lie  faculty  lor  the  course 
was  drawn  from  each  of  the  disciplines  itivolved, 
and  the  committee  thus  cotistituted  had  its  own 
chairman.  Not  only  the  new  philosophy,  but  the 
inclusion  of  more  people  in  the  teaching  effort, 
required  intensive  initial  planning,  and  annual 
revision  of  schediding,  and  readjustment  of  con- 
tent. Sitice  its  genesis  the  program  has  evolved 
into  an  effective  course  designetl  to  integrate  basic 
morphology  and  physiology  with  clinical 
manifestations. 

In  conclitsion,  the  Department  of  .\natomy  lias 
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played  a key  role  in  introducing  first  year  stu- 
dents to  the  study  of  medicine.  The  amount  of 
a student's  time  allocated  to  the  three  divisions 
of  anatomy  is  substantially  more  than  any  other 
single  discipline  in  the  first  year,  and  the  qtiality 
of  the  impact  of  this  is  a responsibility.  It  is  im- 
perative that  the  teaching,  cotirse  content,  per- 
sonal guidance,  and  behavioral  development  of 
students  be  under  constant  surveillance  and  re- 
view. The  old  cliche  that  “It’s  not  the  length  of 
life  bnt  the  (piality  of  life  that  matters”  can  be 
paraphrased  to  “It’s  not  the  course  hours  of  con- 
tact, but  the  (piality  of  contact  that  counts.” 

For  Graduate  Students 

While  still  located  at  the  Old  State  Capitol, 
retpiests  for  advanced  work  in  Gross  Anatomy 
and  Histology  were  received,  and  consecjuently 
announcement  was  made  in  the  1929-.80  Bulletin 
that  advanced  courses  in  either  Gross  or  Micro- 
scopic Anatomy  were  available,  the  hours,  sub- 
ject matter,  and  course  credit  could  be  ananged. 
For  the  next  two  years  course  100  Microscopic 
Techni(pic,  and  course  101  Dissection  of  the  Dog 
were  listed.  With  the  1932-33  academic  year  addi- 
tional changes  were  made:  an  elective,  course  101 
Special  Histology,  was  added  to  present  the 
“physiological  phase:”  course  102  Special  Dis- 
section of  the  human  cadaver  replaced  dissection 
of  the  dog:  and  course  100  Microscopic  Tech- 
nique was  continued.  These  listings  continued 
in  subsecpient  annual  bulletins  through  1947-48, 
and  were  elected  by  a few  medical  students,  extra- 
mural college  students,  and  occasionally  by  re- 
cently graduated  physicians. 

The  master’s  degree  j^rogram  in  Biochemistry 
at  the  medical  school  .serving  as  an  exanqjle,  and 
with  appointments  to  the  faculty  of  anatomists 
fresh  from  strong  graduate  programs  in  other 
schools,  interest  for  a similar  program  in  the  De- 
partment of  Anatomy  first  stirred  and  then  sur- 
faced. Establishment  of  graduate  level  cour.ses 
was  the  first  step,  and  a list  of  “Elective  Courses” 
appeared  in  the  medical  school’s  bulletin  for 
1948-49  (Table  4). 

Application  was  made  to  the  medical  school 
Committee  on  Graduate  Degrees  for  approval  of 
a master’s  degree  program  in  Anatomy,  and  for- 
mal approval  was  forthcoming.  This  meant  that 
courses  listed  previously  as  “elective  courses”  in 
the  medical  school’s  bulletin  would  appear 
thenceforth  in  the  catalog  of  the  Graduate 
School.  Each  course,  however,  had  to  be  con- 


sidered individually  i)y  the  Committee,  with 
evaluation  of  the  course  design  and  content,  the 
faculty  member(s)  presenting  it,  and  the  need 
for  such  a course  not  only  in  the  department  but 
by  other  departments  at  the  medical  school. 
These  courses,  appearing  in  the  Bulletin  of  the 
Graduate  School  for  the  first  time  in  1949,  are 
listed  in  Table  5.  Although  the  master’s  program 

TABLE  4. 


"Elective  Courses"  Offered  by  the 
School  of  Medicine 
1 948-49 


Course 

No. 

Title 

Faculty 

5-1-5 

Special  Gross  Anatomy 

Dr.  Banks 

5-1-6 

Research  in  Gross  Anatomy 

Dr.  Banks 

.5-1-8 

Special  Histology 

Dr.  Langston 

5-1-9 

Special  Embryology 

Dr.  Langston 

5-1-10 

Research  in  Microanatomy 

Dr.  Langston 

5-1-12 

Research  in 

Neuroanatomy  Dr 

. McCullough 

5-1-13 

Microscopic  Technique 

Staff 

5-1-14 

Special  ^Iethods  in 

Alicnrscopic  Technique 

Staff 

,5-1-15 

Anatomy  Seminar 

Staff 

5-1-16 

Research  in  Endocrinology 

Dr.  Marvin 

TABLE  5. 

First  Listing  of  Anatomy  Courses  in  the 

Catalogue  of  the  Graduate 

School 

1949-1950 

Cour.se 

No. 

Title 

Faculty* 

4-1-1 

Gross  Anatomy:  Dissection  of 

thorax,  extremities. 

and  perineum 

Dr.  Banks 

4-1-2 

Gross  Anatomy:  Dissection 

of 

abdomen,  pelvis,  head. 

and  neck 

Dr.  Banks 

4-1-7 

Microscopic  and  Developmental 

Anatomy 

Dr.  Langston 

4-1-11 

Ncuroanatomy  Dr.  McCullough 

,5-1-5 

Sjiecial  Gross  Anatomy 

Dr.  Banks 

,5-1-6 

Research  in  Gross  Anatomy 

Dr.  Banks 

5-1-8 

Special  Histology 

Dr.  Langston 

5-1-9 

Special  Embryology 

Dr.  Marvin 

5-1-10 

Research  in 

Drs.  Langston 

Microanatomy 

and  Mar\'in 

5-1-11 

Visceral  Anatomy 

Dr.  Banks 

5-1-12 

Research  in 

Neuroanatomy  Dr 

. McCullough 

5-1-13 

Microscopic  Technique 

Dr.  Langston 

5-1-14 

Special  Methods  in 

Drs.  Langston 

Microscopic  Technique 

and  Marvin 

5-1-15 

Anatomy  .Seminar 

Staff 

5-1-16 

Research  in  Endocrinology 

Dr.  Marvin 

5-1-17 

Anatomy  and  Physiology  of 

the  Endocrines  (sic) 

Dr.  Marvin 

*The  faculty  were  not  listed  in  the  catalogue.  The  listings  were 
taken  from  the  Graduate  Faculty  listing  in  the  catalogue  and 
memory  (HNM). 
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lluis  had  lieconic  available  it  was  not  very  imuli 
in  demand.  Part  ol  the  reason  for  this  was  its 
lack  ol  market  value  as  a professional  degree, 
hxperietiee  tvas  gained  from  the  few  students  who 
did  cnioll,  and  supported  by  recpiests  for  doc  toral 
work,  an  ap|)lication  lor  a doctoral  program  was 
prepared  by  the  anthois  shortly  after  becoming 
chairman  in  1958.  I'he  application  was  endorsed 
by  the  local  committee  on  graduate  studies,  ami 
approved  by  the  Ciradnate  (lonncil  of  the 
Ihiiversity. 

The  spectrum  of  couises  and  their  titles  has 
changed  since  the  initial  listing  appeared  as  em- 
phasis and  importance  of  cell  biology  has  in- 
creased. '1  he  list  as  it  appears  in  the  current  bul- 
letin is  extensive  and  presents  advanced  study  in 
each  of  the  major  fields  of  Anatomy  (Table  6). 
At  the  j:)rcsent  time  the  courses  in  Gross  Anatomy 
and  Neuroscience  suffice  without  modification 
both  for  medical  students  and  graduate  students. 
Microanatomy  has  provided,  however,  that  grad- 
uate students  receive  additional  depth  and  ex- 
j)osnre  to  current  research  rejjorts  not  jrresented 
to  medical  students.  The  remaining  courses,  al- 

TABLE  6. 


Anatomy  Graduate  Courses  Listed  in  the 
Bulletin  of  the  Graduate  School 
1978-79 


Course 

No. 

1 itie 

larultv 

501-8 

Gross  .\natomy 

Dr.  Scheving 

.502-7 

.Microscopic  Anatomy 

Dr.  Sherman 

503-4 

Neuroscience 

Rotating 

504-V 

.Advanced  Gross  .Anatomy 

Staff 

505-V 

.Vdvanced  Microanatomy 

Staff 

50r)-\' 

.Advanced  Neuroanatomy 

Staff 

509-3 

General  Endocrinology 

Dr.  MaiA'in 

501-2 

Fetal  and 

Neonatal  .Anatomy 

Dr.  CHlmore 

51 1-2 

Low  Temperature  liiology 

Dr.  Sherman 

512-1 

■Seminar 

Staff 

513-V 

Research 

Staff 

515-1 

History  of  Anatomy 

Dr.  CHlmore 

518-2 

Biology  of  Neoplasia 

Dr.  Burns 

519-1 

Peripheral  Nervous  System 

Dr.  Powell 

520-2 

Sleep-AVake  Mechanisms 

Dr.  Lucas 

521-1 

Three-Dimensional 

Neuroanatftmv 

Dr.  Powell 

522-1 

Neuroscience-Svstems  Re\  iew  Dr.  Powell 

.523-1 

Hypothalamus 

Dr.  Powell 

524-1 

Limbic  System 

Dr.  Powell 

525-2 

Ghronobiologv  Drs.  Paulv  and 

527-1 

Molecular  Cytogenetics 

Scheving 
Dr.  Cave 

600-V 

Master’s  Thesis 

Staff 

700-V' 

Doctoral  Dissertation 

Staff 

though  available  also  to  medical  students,  have 
been  selected  almost  entirely  by  graduate  stu- 
dents. No  graduate  student  enrolls  for  all  the 
courses,  a certain  mtmbcr  being  selected  in  the 
Held  of  interest  ami  pertinent  to  the  research 
being  pursued. 

Of  central  importance  atul  magnititde  has  been 
the  research  pursued  by  the  graduate  student. 
The  ])urpose,  of  course,  is  to  furnish  the  student 
with  exjrerience  in  the  many  facets  of  research 
such  as  development  of  a (juestion  or  problem, 
review  and  crititpie  of  the  pertinent  literature, 
construction  ol  an  experimental  design,  develop- 
ment of  the  necessary  experimental  technitpies, 
analysis  and  interpretation  of  results,  and  finally 
projection  of  hypothe.ses  for  further  investigation. 
VV^ithin  the  Department  of  Anatomy,  as  is  gen- 
erally customary,  the  research  project  for  a ma.s- 
ter’s  thesis  is  more  restricted  and  need  not  neces- 
sarily be  a problem  independently  conceived  by 
the  student.  Also  it  is  of  restricted  magnitude  so 
that  it  can  be  completed  in  one  or  two  calendar 
years.  In  contrast  the  research  problem  of  a stu- 
dent working  toward  a doctoral  degree  is  con- 
ceived by  the  student  as  a result  of  that  student  s 
developing  knowledge  of  a Held  of  interest.  It 
must  be  totally  original  work,  and  must  yield 
results  new  to  the  field  (or  at  least  not  published). 
The  magnitude  of  the  problem  reejuires  at  least 
three  years  of  effort,  and  frecpiently  more.  It  is 
currently  possible  for  a medical  student  to  com- 
plete the  rec]  u i rein en  ts  both  for  the  medical 
degree  and  either  a Master  of  .Science  or  Doctor 
of  Philosophy  degree.  In  contrast  to  programs  in 
departments  in  some  other  schools,  here  at  Ai- 
kansas  only  a small  number  of  ccaurses  of  the  two 
programs  can  be  credited  to  the  recpiirements  of 
both.  Although  at  the  time  of  its  inception  heie, 
only  75%  of  the  anatomy  deixirtments  nationally 
and  h0%,  regionally  offered  the  doctoral  j^rogram, 
today  the  dcjrartmenl  in  virtually  every  well  es- 
tablished medical  school  has  a program  of  grad- 
uate study. 

One  of  the  important  and  unicpie  features  of 
a graduate  jjrogram  is  that  which  is  learned  but 
probably  cannot  be  taught.  Here  included  are 
the  many  intangibles  that  pass  reciprocally  be- 
tween student  and  faculty  advisor.  In  the  daily 
association  in  the  laboratory,  and  in  formal  and 
informal  discussions,  interchange  takes  place 
about  research  methodology,  validity,  reliability, 
scientific  and  social  ethics/morals  (if  there  be  a 
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dilference),  and  who  and  what  are  academicians, 
and  why  are  they.  Life-long  associations  and 
bonds  often  are  built  because  there  are  time, 
atmospliere  and  contacts  to  build  them. 

For  at  least  the  last  forty  years  and  perhaps 
longer,  nnsnccessfid  ap]:)licants  to  medical  school, 
whose  academic  qualifications  were  almost  but 
not  quite  adequate,  were  adYised  to  enroll  for  a 
master’s  program  and  then  reapply  to  medical 
school.  Many  did  so,  and  their  scholastic  accom- 
plishment for  the  first  semester  resulted  in  ap- 
proval of  their  reapplication.  bJpon  notification 
of  this  approval,  they  wotild  resign  from  the  grad- 
uate program  before  the  first  year  was  comjrleted. 
This  procedure  caused  problems  in  the  graduate 
programs  of  the  colleges  in  the  state,  and  with  the 
initiation  of  a graduate  juogram  in  the  Depart- 
ment of  Anatomy,  tliere  also.  This  prodticed  an 
artificially  inflated  graduate  student  attrition 
rate,  a poor  commentar)'  on  the  (juality  of  the 
gratluate  jjrogram.  Acctimulating  experience 
within  the  department  solidified  the  rehtctance 
to  accept  applicants  to  graduate  school  who  had 
been  nnsticcessful  in  apphing  to  medical  school. 
Consetpiently  every  effort  was  made  to  have  as- 
surance from  ap])licants  to  graduate  school  that 
they  would  complete  the  program,  at  least  to  tlie 
master’s  level,  but  with  only  limited  success.  Fi- 
nally a policy  was  established  which  deferred  en- 
rollment in  medical  school  until  all  rctpiiremcnts 
for  the  graduate  degree  had  been  met,  despite  the 
fact  that  an  application  to  medical  school  had 
been  approved.  This  policy  has  been  applied  on 
one  or  two  occasions,  without  any  conviction  that 
this  distasteftil  procedure  is  the  best  solution. 
The  problem  remains,  and  creates  difficulties 
for:  the  department,  for  the  sttident  who  wishes 
to  improve  admissability  to  medical  school,  for 
the  previous  applicant  to  medical  school  who  has 
a genuine  change  in  career  choice,  and  for  the 
graduate  student  initially  sincere  in  a choice  of 
academics  who  stibsetpiently  decides  on  medicine 


as  an  alternate  career.  The  anatomists  for  future 
faculties  will  come  from  graduate  programs  such 
as  these,  and  the  ^iability  and  cpiality  of  these 
p'rograms  must  be  nurtured. 
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Arkansas  Mental  Health  System: 

Its  Present  Status  and  a Look  to  the  Future 

Larry  R.  Faulkner,  M.D.* 


Introduction 

iiring  the  last  25  years  a revolution  has  oc- 
curred in  Arkansas'  mental  health  delivery  sys- 
tem. The  IhSO  Statetvide  Comprehensive  Mental 
Health  Services  Plan^  indicates  the  average  pa- 
tient census  in  the  state  hospitals  at  Eenton  and 
Little  Rock  was  about  5,000  in  1955.  Today  the 
Little  Rock  State  Hospital  has  an  average  ot  less 
than  250.  The  average  length  of  stay  for  acute 
jtsychiatric  patients  has  fallen  from  66  days  in 
1969  to  33.5  days  in  1979.  The  facility  at  Benton 
is  now  a nursing  home.  It  has  an  average  census 
of  600,  but  less  than  half  of  the,se  patients  have  a 
primary  diagnosis  of  mental  illness.  The  re- 
mainder are  mentally  retarded  or  have  a physical 
disorder  requiring  long  term  care.  In  summary, 
the  average  census  of  these  two  facilities  has 
dropjted  in  25  years  from  5,000  to  850. 

Most  states  have  had  similar  experiences.  The 
resident  population  of  state  and  county  mental 
hospitals  declined  from  over  550,000  in  1955  to 
less  than  200,000  by  1975.-  The  reasons  for  this 
are  controversial.  .Some  of  them  include:  (1)  in- 
vention and  widespread  utilization  of  psycho- 
tropic medications;  (2)  development  of  a system 
of  community  mental  health  centers  and  clinics; 
(3)  improvement  in  state  hospital  inpatient  treat- 
ment programs;  (4)  administrative  decisions  to 
limit  state  hospital  size;  (5)  legal  restraints  on  the 
length  of  hospital  stay;  (6)  Medicaid  and  Medi- 
care support  for  alternative  community  place- 
ments such  as  nursing  homes  and  board  and  care 
homes.  All  of  these,  and  perhaps  others,  have 
been  responsible  for  the  decline  in  inpatient 
census  in  Arkansas. 

.\  phenomenon  that  has  accompanied  this  de- 
cline in  most  states  is  an  increase  in  readmissions® 
caused  by:  (1)  failure  of  patients  to  follow  pre- 
scribeil  drug  regimens;  (2)  inadecpiate  or  inap- 
propriate mental  health  aftercare  programs; 
(3)  lack  of  coordination  between  state  hospital 
and  community  programs;  (4)  lack  of  acceptance 
of  the  psychiatric  patient  by  his  family  or  com- 
munity; (5)  insufficient  vocational,  rehabilitative, 

•Dr.  Faulkner  is  Deputy  Commissioner  tor  Community  Mental 
Health  Services  and  .Affiliated  Programs,  Division  of  Mental  Health 
Services,  State  of  .Arkansas;  and  .Assistant  Professor  of  Psychiatrv’, 
University  of  Arkansas  for  Medical  Sciences.  .Address  reprint  re- 
quests to  Dr.  Faulkner  at  4313  West  Markham,  Little  Rock,  .Ar- 
kansas 72201. 


and  social  tvelfare  support;  (6)  excessive  depend- 
ency of  the  patient  on  the  psychiatric  institution; 
(7)  premature  discharge  from  the  hospital.  In 
Arkansas,  hotvever,  the  admissions  have  declined 
from  aljout  3,400  in  1969  to  2,400  in  1978.^  At 
the  same  time,  over  24.000  new  patients  were  seen 
in  .\rkansas'  community  mental  health  centers  in 
1979.-*  \Vhile  any  conclusions  from  data  of  this 
type  is  tenuous,  it  does  seem  to  indicate  a marked 
improvement  in  inpatient  services  as  well  as  the 
development  of  viable  community  alternatives  to 
institutional  care.  ^Vithout  each  of  these  ele- 
ments, it  is  doubtful  that  such  data  changes  could 
have  occurred. 

Despite  this  past  success,  we  enter  the  decade 
of  the  80's  with  indications  that  grave  difficulties 
may  lie  ahead.  Federal  funds  supporting  an  ex- 
tensive system  of  community  mental  health  cen- 
ters is  diminishing  and  must  be  replaced  from 
alternatiA'e  sources.  'With  an  economic  recession 
that  may  reach  “depression"  proportions,  it  is 
unclear  whether  the  state  can  provide  revenues 
to  continue  these  programs.  At  the  same  time, 
there  are  increasing  pressures  to  provide  greater 
numbers  of  more  specialized  and  costly  services. 
This  may  force  a critical  examination  of  the 
mental  health  system  and  essential  decisions  that 
are  politically  unpopular. 

In  this  paper  I will  present  a brief  overvierv 
of  Arkansas'  mental  health  system,  rvith  jrrimary 
emphasis  on  programs  funded  by  the  Menial 
Health  .Services  Division  (MHSD).  This  rvill  be 
followed  by  my  views  concerning  the  success  of 
this  system  to  date  and  a consideration  of  the 
issues  tliat  must  be  faced  in  the  future.  I must 
emphasize  that  the  opinions  expressed  here  are 
my  orvn. 

Arkansas'  Mental  Health  System: 

A Brief  Overview 

Any  comprehensive  mental  health  .system  must 
be  irrepared  to  pros  ide  a svitle  range  of  sers  ices 
that  respond  to  individual  patient  needs.  dia- 
gram of  such  a system  is  shosvn  in  Figure  1.  Its 
four  components  are  acute  inpatient  care,  long- 
term institutional  care,  alternative  community 
living  programs,  and  comprehensive  community 
treatment.  For  maximum  success,  each  com- 
ponent must  contain  programs  for  all  types  of 
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patients.  In  addition,  they  nnist  relate  to  one 
another  across  system  Itonndaries  so  that  patients 
are  aljle  to  receive  care  in  the  appropriate  setting. 

Figure  1 shows  that  MHSD  lands  programs  in 
each  component  as  listed  below: 

(1)  Arkansas  State  Hospital  at  Little  Rock 
(.ASLI).  A modern  360  bed  inpatient  facility  for 
acute  care  which  is  fully  accredited  by  the  Joint 
Commission  on  the  Accreditation  of  Hospitals 
((.C.A.H.).  ASH  provitles  a full  range  of  services 
for  emotionally  disturbed  achilts  and  adolescents, 
as  well  as  a forensic  evaluation  and  treatment 
program. 

(2)  Child  Study  Center  Inpatient  Treatment 
Program  (CSC).  Jointly  supported  by  the  Depart- 
ment of  Psychiatry  at  the  University  of  Arkansas 
for  Medical  Sciences  and  MHSD,  this  is  the  only 
inpatient  facility  in  the  state  specifically  designed 
for  emotionally  disturbed  children.  It  has  a cur- 
rent capacity  of  ten,  and  accepts  referrals  from 
all  over  the  state. 

(3)  Benton  Services  Center  (BSC).  Formerly 
known  as  Benton  State  Hospital,  this  facility  no 
longer  serves  acute  psychiatric  inpatients.  It  is 
licensed  by  Arkansas  Social  Services  as  an  Inter- 
mediate Care  Nursing  Home  of  630  beds.  Its 
average  census  of  aiiotit  600  is  a mixttire  of  men- 
tally ill,  mentally  retarded,  and  jthysically  im- 
paired. These  patients  have  a level  of  disability 
recpiiring  long  term  institutional  care. 

(1)  Community  Mental  Health  Centers 
(CMHC’,s).  There  are  14  comprehensive  CMHC’s 
in  Arkansas,  each  providing  services  to  people  in 
geogra])hically  defined  catchment  areas  that  com- 
j)letely  cover  the  state  (Table  1 and  Figure  2). 
I'woof  these  CMHC’s,  George  W.  Jackson  CMHC 


Figure  1:  A Comprehensive  Mental  Health  System 


* These  abbreviations  designate  the  specific  facilities  and  programs 
In  Arkansas*  mental  health  system  that  are  funded  by  MHSD. 


at  Jonesboro  and  Greater  Little  Rock  CMHC  at 
Little  Rock,  are  operated  by  MHSD.  The  re- 
maining 12  are  private  non-profit  corporations 
with  their  own  governing  boards  of  control.  The 
services  provided  by  these  CMHC’s  are  listed  in 
Table  2.  ^Vdiile  each  service  is  provided  by  all 
CMHC’s,  priorities  determined  by  local  govern- 
ing boards  decide  specifics  of  the  service  delivery 
.system.  This  approach  helps  to  ensure  the  flexi- 


TABLE  1. 


Community  Mental  Health  Centers 
in  Arkansas  (CMHC's) 

LOCATION 


OF 


CMHC 

CENTRAL 

OEFICE 

1. 

Ozark  Gtiidance  Center 

Springdale 

o 

Ozark  Regional  Mental 

Health  Center 

Afonntain  Home 

3. 

North  Central  Arkansas 

Mental  Health  Center 

Batesville 

*4. 

G.  W.  Jackson  Coinninnity 

Mental  Health  Center 

Jonesboro 

5. 

Western  .Arkansas  Counseling 

and  Guidance  Center 

Fort  Smith 

6. 

Hiiinan  Services  Center  of 

AVest  Central  .Arkansas 

Russellville 

7. 

East  .Arkansas  Regional 

Mental  Health  Center 

Helena 

8. 

Ouachita  Regional  Counseling 

and 

Mental  Health  Center 

Hot  Springs 

9. 

Central  .Arkansas 

Mental  Health  Services 

North  Little  Rock 

10. 

Greater  Little  Rock 

Mental  Health  Center 

Little  Rock 

11.  .Southwest  .\rkaiisas  Counseling  and 

Mental  Health  Center  Texarkana 

12.  South  ,\rkansas  Regional  Health  Center  El  Dorado 

13.  Southeast  Arkansas  Mental  Health  Center  Pine  Bluff 
11.  Delta  Cotmseling  and  Guidanee  Center  Monticello 


•T  hese  two  CMHC's  are  operated  by  MHSD.  The  rcmainiing  are 
private,  non  profit  corporations  with  their  own  governing  boards 
of  control. 

Figure  2:  CommunitY  Mental  Health  Centers  Catchment  Areas 
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hili(\  rc(|uirc(l  U)  meet  local  needs  lliat  difler 
greaily  Iroin  one  area  to  another.  While  the  12 
j)ri\ate,  non-|)rolit  ChM lid's  are  not  acinally  op- 
erated hy  the  state,  they  innsl  eoniply  with  rather 
rigorous  standaids  which  enstire  fiscal  and  pro- 
grammatic acconntahiliiy.'  '*  At  the  present  time, 
all  14  (IMlId's  aie  in  compliance  with  these 
standards. 

(5)  .Small  Clronp  ^\’ork  'I'herapy  (SCiW  T).  Lo- 
cated in  Hot  Springs,  this  is  a nationally  recog- 
nized program  lor  the  treatment  of  abottt  100 
chronic  mentally  ill  patients.  These  people  live 
together  in  small  grotips  in  the  commtmity.  Most 
of  them  tvork  and  consecpiently  the  fiscal  support 
jtrovided  by  MUSI)  is  .small.  Since  beginning  in 
1900,  over  000  patients  have  titili/ed  these  facili- 
ties. The  majority  have  gone  on  to  live  and  work 
in  many  communities  around  the  state. 

;0)  Comprehensive  Adolescent  Residential 
Treatmetit  Program  04144  ).  Dtiring  the  last 
legislative  session,  MHSI)  received  increased 
reventte  to  develop  new'  programs  for  mentally  ill 
adolescents.  specialized  inpatient  tmit  at  ASH 
and  six  comprehensive  residential  treatment  pro- 
grams have  been  created  (Table  3).  Idiese  resi- 
dential facilities  provide  commtmity  alternatives 
to  inpatient  treatment  and  are  essential  to  a .sys- 
tem that  attempts  to  meet  very  special  adolescent 
needs. 

1 hese  existing  programs  are  all  funded  at  least 
in  part  by  MHSD.  Other  essential  components 
of  the  total  mental  health  system  in  Arkansas 
include:  (1)  Department  of  Psychiatry  at  the  Uni- 
versity of  Arkansas  for  Medical  Sciences;  (2)  Vet- 
erans Administration  Hospitals;  (3)  other  Di\i- 
sions  in  the  Department  of  Hitman  Services  — 
Office  on  Aging  and  Adult  Services,  Office  on 
Alcohol  and  Drug  Abuse  Prevention,  Mental  Re- 

TABLE  2. 

Services  Provided  by  CMHC's 

1 . 24  hour  emergency  services 

2.  Inpatient  services 

.4.  Partial  care  .services 

1.  Outpatient  services 

5.  C.onsultation-eclucalion  services 

6.  C'.liilclren's  services 

7.  .Services  to  the  aged 

8.  Initial  screening  and  precare  services 

0.  .Aftercare  and  follow-up  services 

10.  Intermediate  residential  care 

1 1 . Services  to  alcoholics  and  alcohol  ahtisers 

( including  preventive  component) 

1 2.  Services  to  drug  abusers 

( incltiding  preventive  component ) 

13.  Diagnostic  anti  liaison  services 


laitlalion  anti  Developmental  Di.sabiliiie.s,  Re- 
babiliialion  .Service.s,  Social  Services,  and  Youth 
Services;  (1)  Depai  Intent  of  Corrections;  (.5)  jtri- 
vale  mental  health  professionals  of  varicjus  disci- 
plines — psychiatrists,  psychologists,  social  woik- 
ers,  psychiatric  nurses;  (h)  |)hysicians  of  disci- 
plines other  than  jxsychiatry;  (7)  religions  tonn- 
.selors.  While  a detailed  discussion  of  these  is 
beyond  the  scope  of  this  paper,  it  is  im]3ortant  to 
realize  that  perhaps  even  a majority  of  the  emo- 
tionally ill  patients  in  Arkansas  are  served  by 
these  jtroviders  who  receive  no  fiscal  snjtport 
from  MH.SD.  Any  attempt  to  improve  patient 
care  by  modifying  the  total  mental  health  service 
delivery  system  must  consider  this  fact.  Other- 
w'ise,  no  matter  how'  successful  the  endeavor,  it 
will  have  impact  on  only  a minority  of  patients, 
joint  planning,  coordination  of  .services,  and 
pooling  of  resources  is  necessary  for  maximnm 
success. 


Keys  to  the  Success  of  the  Present  System 

In  1975,  Arkansas  ranked  fortieth  in  per  capita 
expenditures  for  mental  health  services.'^  Despite 
this  fact,  its  mental  health  system  is  w'idely  recog- 
nized as  one  of  the  best  in  the  country.  Reasons 
for  this  jnobably  represent  a combination  of 
careful  planning  and  fortuitous  circumstances. 
■Some  of  the  specific  factors  that  have  contributed 
are  as  follows: 

(1)  .Size  of  the  state.  From  a geographical  and 
population  stamlpoinl,  Arkansas  has  a system  that 
is  manageable.  1 he  size  of  some  states  and  their 
large  number  of  psychiatric  patients  creates  logis- 
tical nightmares  that  defy  administrative  solu- 
tions and  drastically  increase  costs,  .\rkansa.s  also 
has  special  problems  created  by  its  poptdalion  ami 
geograjthy,  but  neither  the  numbers  nor  the  dis- 
tances arc  overwhelming. 

(2)  Leadership  at  the  stale  ami  community 
level.  In  the  last  three  decades,  this  .system  has 
been  blessed  with  a number  of  exceptional  mental 
health  leaders.  George  \V.  Jackson,  M.D.,  literally 


TABLE  3. 


Comprehensive  Adolescent  Residential 
Treatment  Programs  in  Arkansas  (ART) 


ARl  I.OC.ATION 

Southwest  .Arkau.sas  Mental  Health  C.enter  Pine  lllufi 
Ozark  Guidance  Center  Springdale 

Southwest  .Arkansas  Counseling  and 

Mental  Health  Caznter  lexarkana 

North  C.entral  .Arkansas  Mental  Health  Center  Batesville 
*Youth  Home.  Inc.  l ittle  Rock 

East  ,\rkansas  Regional  Mental  Health  C.enter  Helena 
*This  is  tlic  only  ART  not  operated  by  a CHMC. 
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])rou<>ht  the  st;ite  hosjDital  out  of  the  “dark  ages” 
to  national  recognition.  His  clinical  and  admin- 
istrative talents,  political  savvy,  courage,  and  em- 
pathy enabled  MHSD  to  develop  a modern,  pro- 
gressive approach  to  treatment.  1 he  fact  that  he 
led  MHSD  for  over  25  years  is  a testimony  to  his 
abilities.  This  stable  leadership  offered  pro- 
tection to  a growing  mental  health  system  and 
prevented  the  disruption  that  follows  repeated 
changes  in  administration,  job  security  enjoyed 
by  clinical  and  administrative  staff  enabled  many 
to  accjuire  skills  to  develop  and  operate  a complex 
mental  health  system. 

Since  the  mid  I960’s,  mental  health  leaders 
have  also  appeared  at  the  community  level  and 
they  have  had  a significant  impact  on  the  system. 
Talented,  innovative,  politically  conscious,  and 
adept  at  securing  federal  funds,  they  have  de- 
veloped a state-wide  system  of  CMHC’s  that  com- 
pares favorably  with  any  in  the  nation. 

(3)  Political  support.  A number  of  key  poli- 
ticians have  supported  mental  health  programs 
through  the  years.  Without  their  endorsement, 
the  type  of  expansion  that  has  occurred  simply 
would  not  be  possible.  Most  have  little  formal 
knowledge  about  mental  health  programs  and 
their  suport  is  based  primarily  on  trust  in  the 
mental  health  leadersliip.  So  far,  state  and  com- 
munity leaders  have  been  able  to  fulfill  this  trust 
by  devclojjing  programs  that  are  effective,  ef- 
ficient, and  responsive  to  local  and  state-wide 
needs. 

(4)  (litizen  involvement.  The  public  is  ex- 
tensively insolved  in  Arkansas’  mental  health 
system.  In  fact,  they  literally  run  it.  MHSD  is 
controlled  by  a live-member  State  Hospital  Board 
that  sets  all  policies  and  hires  the  Commissioner 
of  Mental  Health.  Similarly,  the  private,  non- 
profit CMHC's  are  controlled  Iry  local  governing 
Itoards  that  set  all  policies  and  hire  the  Executive 
Directors. 

In  addition  to  tliis  formal  control,  citizens  com- 
])ri.se  a numher  of  advisory  committees  and  coun- 
cils that  assist  ^^HSD  and  C.MHC’s  in  planning, 
developing,  and  monitoring  the  mental  health 
system.  I’his  type  of  involvement  is  important 
for  several  reasons.  First,  it  provides  a measure 
of  protection  from  the  jtolitical  process.  Since 
the  State  Hospital  Board  and  the  CMHC  govern- 
ing boards  are  mandated  by  state  and  federal  law 
respectively,  they  liave  some  protection  from  ca- 
pricious political  forces.  Second,  it  helps  ensure 
that  relevant  programs  are  ileveloped  that  re- 


spond to  local  and  state-wide  needs.  Third,  it 
protluces  a Irroad  base  of  political  support  that  is 
essential  in  obtaining  sidficient  fumls.  Fourth,  it 
serves  as  a vehicle  tf)  offset  some  of  the  common 
misconceptions  about  mental  illness  and  mental 
health  programs.  Fifth,  it  stimulates  mental 
health  professionals  in  tlie  various  components  of 
the  total  system  to  work  together  in  a unified  at- 
tempt to  solve  problems.  Considerable  profes- 
sional competitiveness  is  prevented  through  citi- 
zen involvement. 

(5)  Highly  qualified  clinical  and  administra- 
tive personnel.  Programs  are  only  as  good  as  the 
people  who  rvork  in  them.  Through  the  years, 
the  mental  health  system  has  trained,  recruited, 
and  retained  sufficient  clinical  and  administra- 
tive personnel  to  develop  and  operate  cjuality 
programs.  'Whth  the  help  of  the  academic  insti- 
tutions, viable  training  programs  have  developed 
in  each  of  the  core  mental  health  disciplines. 
These  programs  attempt  to  provide  training  that 
is  pertinent  to  service  needs.  .State  and  community 
leaders  have  also  created  milieus  that  are  con- 
ducive to  recruitment  and  retention  and  every 
effort  is  made  to  secure  adetjuate  monetary 
retvards. 

(b)  Support  for  state  and  local  programs.  In 
an  era  of  fiscal  restraint  and  competition  for  re- 
sources, siqrport  has  increased  for  all  elements  of 
the  mental  health  system.  In  recent  years,  com- 
munity programs  have  received  larger  increases 
in  state  revenues  than  the  state  institutions,  but 
no  component  has  been  sacrificed  to  develop  an- 
other. More  than  any  other,  this  ability  to  fund 
a broad  range  of  services  is  responsible  for  success. 
It  retptires  the  comlrined  and  coordinated  efforts 
of  state  and  community  leaders,  key  politicians, 
and  active  citizens. 

Issues  Critical  to  Future  Success 

Wdiile  the  mental  health  .system  in  Arkansas 
has  come  a long  way  in  the  last  25  years,  much 
needs  to  Ire  done  to  ensure  that  this  favorable 
trend  will  continue.  A simplistic  approach  is  to 
state  that  those  factors  contributing  to  past  suc- 
cess must  be  continued.  .Sound  leadership,  po- 
litical support,  citizen  involvement,  qtiality  per- 
sonnel, and  financial  stability  will  all  be  neces- 
sary. There  are  a number  of  sjrecific  issues  that 
appear  to  he  especially  crucial: 

(1)  FInified  mental  health  system.  Despite  the 
fact  that  this  system  has  multiple  components 
(Figure  1)  with  different  sources  of  control,  it  is 
vital  that  they  be  held  together  in  a unified  man- 
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iicr.  There  are  several  reasons  lor  iliis.  First, 
securing  ade(|nate  luiuling  through  the  political 
process  is  easier  il  a '‘nnifiecl  front"  is  maintained. 
Fach  component  lobbies  lor  the  entire  system  and 
this  coordinated  efiort  has  :i  much  greater  ellecl. 
.Second,  care  is  improved  if  the  cotnponents  are 
tied  clo.sely  together  so  that  patietits  can  move 
from  one  setting  to  another  without  leaving  the 
.system.  Fhird,  elficiency  is  increased  and  dnjrli- 
cation  of  services  prevented  by  components  de- 
pending on  each  other  for  stipport.  Fourth,  de- 
structive conflict  among  various  componetits  is 
jn'evented.  If  all  concerned  can  appreciate  the 
importance  of  holding  together  the  entire  system, 
it  is  less  likely  that  one  part  will  sacrifice  another 
for  its  own  gain. 

This  coordinated  approach  is  difficult  to 
achieve  and  even  harder  to  maintain.  It  re(|uires 
citizen  involvement  and  solid  leadership  at  the 
state  and  commimity  level  that  are  committed  to 
a unified  system  and  yet  sensitive  to  the  special 
needs  of  each  component.  \Vith  multiple  com- 
jjonents  there  are  numerons  opportunities  for 
conflict.  Its  occurrence  is  inevitable.  Conflict, 
per  se,  is  tiot  necessarily  destructive.  It  may  lead 
to  greater  understanding  and  a positive  effect.  A 
spirit  of  give  and  take  is  needed.  Each  component 
must  relate  to  the  others  with  honesty,  regard, 
and  trust.  They  must  be  honest  in  discussing 
freely  their  expectations  and  concerns,  hold  the 
others  in  regard,  and  demonstrate  their  trust  by 
behaving  as  if  all  parties  will  act  in  good  faith. 
If  this  spirit  does  not  exist,  it  will  soon  be  re- 
placed by  suspicion,  distrust,  and  feelings  of 
abuse.  Under  these  circumstances,  a unified  sys- 
tem is  impossible  and  will  soon  be  torn  apart  into 
several  "camps  of  war.” 

(2)  Broad  base  of  support.  Active  jxarticipa- 
tion  by  citizens  and  their  political  leaders  rvill  be 
even  more  important  in  the  future.  1 have  previ- 
ously listed  several  practical  reasons  why  this  type 
of  involvement  is  needed.  A more  basic  con- 
sideration, olten  forgotten,  is  that  these  programs 
actually  belong  to  the  people.  It  is  appropriate 
that  they  shoidd  be  part  of  the  process.  The  era 
of  building  sendees  for  people  -without  consider- 
ing their  desires  is  over.  I'hey  ask  to  have  a say 
in  what  is  dotie  by  institutions  ami  professionals 
that  claim  to  act  in  their  best  interest.  Unless  we 
continue  to  encourage  their  participation  and 
listen  carefully  to  what  is  said,  a more  militant 
style  of  confrontation  is  inevitable.  It  has  already 
occurred  in  numerous  settings  around  the  coun- 


try. Fhe  leaders  of  onr  mental  health  programs 
must  realize  that  the  tdtimate  source  of  power 
in  this  coumry  rests  with  the  people.  In  any  di- 
rect confrontation,  it  is  their  views  that  will  ulti- 
mately prevail.  The  way  to  ])revent  such  an  oc- 
currence is  through  the  active  involvement  of 
citizens  in  progTammatic  planning,  implementa- 
tion, and  evaluation. 

(3)  Community  control  of  community  pro- 
grams. As  I noted  earlier,  CAIHC’s  are  controlled 
by  their  local  governing  boards.  These  citizen 
boards  set  policies  and  priorities  and  hire  the 
chief  administrators  of  the  CMHC’s.  From  time 
to  time,  the  suggestion  has  been  made  that  the 
state  should  "take  over"  these  programs.  Concern 
is  expressed  that  the  state  is  putting  money  into 
programs  that  it  doesn’t  control  completely.  This 
sentiment  may  well  increase  if  the  amount  of 
state  support  ri.ses  in  the  future.  The  logic  be- 
hind these  ojnnions  is  faulty,  and  it  is  essential 
that  local  control  continue.  The  reasons  are 
jjartly  the  same  as  those  for  citizen  involvement 
and  a broad  base  of  support.  In  addition,  several 
other  points  should  lie  made.  F'irst,  while  state 
money  for  CMHC's  has  increased,  it  still  repre- 
•sents  less  than  35%  of  their  total  budgets.®  The 
remainder  consists  of  federal  grants.  Title  XIX 
and  XX,  private  fees  and  insurance,  and  local 
donations.  .Second,  it  makes  good  administrative 
.sense  to  continue  local  coiurol.  It  would  be  im- 
possible to  effectively  manage  such  a complex 
system  of  CMHC's  from  Little  Rock.  A whole 
network  of  administrative  personnel  tvonld  have 
to  be  hired  and  trained.  Complex  and  i igid 
policies  regarding  everything  from  personnel  to 
pnrthasing  wonlil  destroy  local  flexibility.  The 
net  result  would  be  to  imrease  overhead  at  the 
expense  of  clinical  jjrograms.  If  communities  are 
to  assume  the  responsibility  of  pro\  iding  services 
for  the  mentally  ill,  they  must  h;ive  the  appro- 
priate authority  to  do  so.  Third,  while  it  is  true 
that  the  state  does  not  have  complete  control  over 
these  programs,  there  are  several  mechani.sms 
which  help  stifegnard  the  public  investment.  A 
rather  stringent  set  of  pi ogrammatic  ami  fiscal 
slamlauls  for  CMHC's"’^’  have  been  develojieil, 
and  AfllSD  regularly  monitors  for  compliance. 
This  proce.ss  ensures  accountability  rvhile  allotv- 
itig  the  CMHC's  flexibility  to  respond  to  local 
iniorities  for  services.  In  aildition,  the  govern- 
ing  boards  are  responsible  under  the  law  for  the 
operation  of  the  CMLIC's.'-*  1 hese  local  citizens 
have  first-hand  knowledge  tibont  the  effectiveness 
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and  eiticiency  of  their  programs  and  this  helps 
ensure  that  they  are  operated  appropriately. 
Finally,  the  state  legislature  has  the  authority  to 
perforin  complete  atulits  of  CMHC’s  at  any  time 
they  feel  it's  warranted. 

(4)  Stable  funding  for  state  and  community 
programs.  .\s  I mentioned  jireviously,  state  sup- 
port for  all  mental  health  programs  has  con- 
tinuetl  to  increase.  Originally,  MHSD  received 
state  funds  to  operate  only  its  mental  institutions, 
Fhe  private  CMHC’s,  on  the  other  hand,  began 
as  separate  entities  by  actpiiring  federal  money. 
It  was  not  until  1969  that  MHSD  received  legis- 
lative approval  to  begin  state  support  of  these 
programs.  Since  that  time,  this  level  of  funding 
has  increased  steadily  to  $5,720,000  in  fiscal  year 
lOSO.’^"  Money  is  appropriated  on  a per  capita 
basis  so  that  each  C.MHC  receives  an  amount  that 
depends  upon  the  poptdation  of  its  catchment 
area. 

In  1979,  the  legislattire  approved  another  type 
of  state  funding  for  CMHC’s.  Called  “Distress 
Funding,”  it  is  ailditional  stipport  for  those 
CMHC’s  that  have  lost  their  large  federal  grants. 
Getting  the  Legislature  and  the  Governor  to  ac- 
cept the  necessity  of  this  type  of  funding  repre- 
sents a major  step  toward  stabilizing  the  mental 
health  system.  It  is  retpiired  Itecausc  of  the  way 
the  Federal  government  funds  CMHC’s.  I’heir 
support  is  intended  to  be  only  “seed  money”  to 
allow  community  programs  to  get  started.  It  de- 
crea,ses  over  a period  of  about  eight  years,  at 
which  time  the  CMHC  is  supposed  to  be  self- 
supporting.  Very  few  CMHC’s  around  the  coun- 
try have  been  able  to  become  financially  inde- 
pendent and  still  provide  a comprehensive  range 
of  setwices  to  all  patients.  This  is  so  because  most 
CMHC  clients  don’t  have  the  money  or  private 
insurance  to  pay  for  their  own  services,  alterna- 
tive federal  .sources  of  support  under  Title  XIX 
and  XX  have  not  been  sufficient,  and  National 
Health  Insurance  is  still  on  the  drawing  board. 
Unless  declining  Federal  funds  are  replaced, 
CMHC’s  will  be  forced  to  discontinue  some  of 
the  services  they  provide  (Table  2).  Such  a cut- 
back would  threaten  the  existence  of  a key  com- 
ponent in  the  total  mental  health  system  (Figure 
1).  It  woidd  also  increase  the  ntimber  of  admis- 
sions to  ASH  and  raise  the  total  cost  of  providing 
mental  health  care.  By  continuing  to  support 
CMHC’s  with  regular  per  capita  and  distress  fund- 
ing, the  state  can  help  ensure  that  these  jtrograms 
have  a sound  financial  base.  To  do  so  makes  good 


programmatic  and  fiscal  sense. 

It  is  also  clear  that  the  state  institutions  need 
stable  fiscal  support.  Despite  increasing  numbers 
of  community  alternatives,  most  mental  health 
experts  agree  that  some  type  of  state  hospital 
services  will  always  be  needed.  Improving  the 
care  of  the  mentally  ill  inside  these  institutions 
has  been  partly  responsible  for  shorter  lengths  of 
stay  and  decreasing  inpatient  census.  Providing 
tjuality  care  and  active  treatment  recpiires  ample 
staff  and  modern  facilities  that  are  expensive. 
Without  this  effort,  institutions  will  rapidly  de- 
teriorate to  disgracefid  warehouses  of  human 
misery.  This  mtist  not  be  allowed  to  happen 
again. 

In  a time  of  fiscal  restraint,  how  can  adequate 
state  funding  for  these  programs  be  secured?  In 
a sense,  this  entire  section  of  my  paper  consists 
of  issues  that  are  critical  to  securing  adequate 
support.  Those  endeavors  that  are  necessary  for 
the  continued  success  of  the  mental  health  system 
are  also  important  for  securing  required  finances. 

(5)  Filling  the  gaps  in  the  system.  To  remain 
viable,  a mental  health  system  must  attempt  to 
respond  to  the  needs  of  the  people  it  serves.  It 
must  provide  a wide  range  of  services  and  make 
every  effort  to  sectire  those  that  it  doesn’t  have. 
Figure  1 indicates  that  facilities  and  programs 
exist  in  each  component  of  a comprehensive 
mental  health  system.  Linder  the  direction  of 
MH.SD,  an  assessment  of  existing  and  needed 
mental  health  jtrograms  has  been  tmderway  dur- 
ing the  last  year.  This  was  required  to  produce 
a .State  Comprehensive  Mental  Health  .Serv'ices 
Plan^  that  will  serve  as  a guide  for  developments 
over  the  next  fise  years.  While  many  modifica- 
tions are  suggested,  this  process  identifies  several 
areas  in  the  system  that  either  need  to  be  ex- 
panded or  to  be  initiated.  First,  additional  “Dis- 
tress Funding”  for  CMHC’s  is  recognized  as  a 
critical  need.  This  was  tliscussed  in  the  previous 
section.  .Second,  the  initiation  of  a research  and 
evaluation  effort  is  siqiported  and  is  examined 
in  (7)  belotv.  The  third,  fourth,  and  fifth  major 
areas  identified  are  expanded  services  for  chil- 
dren, chronic  mentally  ill,  and  adolescents 
respectively. 

Two  types  of  additional  services  are  needed  for 
children.  An  expansion  of  the  existing  inpatient 
program  in  the  Child  Study  Center  at  the  Uni- 
versity of  Arkansas  for  Medical  Sciences  is  re- 
quired. That  program  has  a present  capacity  of 
10  beds  to  serve  the  entire  state.  It  is  almost  al- 
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w;iy.s  full,  with  a waiting  list  of  .several  weeks.  At 
a time  when  the  inpatient  census  at  the  Univer- 
sity Hosj)it;il  is  relatisely  low,  there  seems  to  be 
few  valid  reasons  to  prevent  an  expansion.  This 
is  especially  so  when  one  considers  that  almost 
all  these  children  are  covered  by  Medicaid.  Little, 
if  any,  acklitional  resotirces  will  be  needed. 

d'he  other  major  tlelicit  in  services  for  children 
is  in  the  area  of  alternatise  community  living 
programs.  The  few  that  do  exist,  such  as  the 
Elizabeth  Mitchell  Children’s  Center  in  Little 
Rock  and  The  Ark  in  Pine  Blulf,  do  not  have 
adetpiate  facilities  to  meet  the  need,  .\dditional 
residential  homes  and  therapeutic  foster  care 
])lacements  are  retjuired.  d'hese  alternative  treat- 
ment programs  are  especially  vital  for  young  chil- 
dren with  emotional  jiroblems.  Rarely  do  they 
need  extensive  hospital  care,  ft  creates  far  more 
problems  than  it  solves. 

These  Community  programs  are  also  needed  to 
complete  a comprehensive  system  of  treatment 
for  children  that  will  remove  pressure  and  un- 
warranted, adverse  publicity  from  the  C.SC  in- 
patient program.  AVithout  these  referral  sources, 
a common  scenario  evolves  in  ■which  a child  is 
sent  to  the  CSC,  treated,  and  prepared  for  dis- 
chaj'ge.  The  only  placements  often  available, 
however,  are  paients  who  are  not  able  to  ade- 
quately care  for  their  child  or  untrained  foster 
parents.  I'he  child  is  either  discharged  to  one  of 
these  or  kept  as  an  inpatient  until  a more  suitable 
placement  can  be  found.  In  either  case,  his  con- 
dition commonly  deteriorates  and  the  CSC  is 
blamed  for  “not  curing’’  him.  More  treatment 
alternatives  in  the  community  would  prevent 
this. 

I'he  chronic  mentally  ill  patients  in  Arkansas, 
as  in  most  states,  are  grossly  underserved.  I’he 
Small  Grotip  ^Vork  Therapy  program  has  been 
an  effective  resource,  but  only  a minority  of  these 
patients  have  been  able  to  use  it.  This  inadecpiate 
care  probably  represents  a combination  of  nega- 
tive attitudes,  insufficient  information,  lack  of 
awareness,  fragmented  federal  and  state  fiscal  and 
administrative  policies,  and  lack  of  specialized 
training.i’^  The  result  is  that  services  for  these 
people  are  disorganized.  No  one  has  been  given 
the  responsibility  and  commensurate  authority 
to  coordinate  a comjjrehensive  sen  ice  system  that 
meets  their  clinical,  vocational,  rehabilitative, 
and  social  recpiirements. 

'What  is  needed  in  Arkansas  is  a community 
support  program  similar  to  that  defined  by 


NIMII  as:  netwoik  of  eat  ing  and  responsible 

peojtle  committed  to  a.ssistiug  a vulnerable  pnp- 
tilation  to  meet  their  needs  and  develop  their 
potentials  withotit  being  unnecessarily  isolated 
or  exchided  from  the  community. ’’i-  .Staff  and 
resources  need  to  be  jtrovided  to  perform  the 
ftmetions  of  a commutiity  support  program  as 
listctl  in  I'able  4. 

Jn  Arkansas  most  ol  these  components  already 
exist.  Still  needed  are  a case  management  .system 
as  disctissed  in  (6)  below  and  alternative  living 
programs  listed  in  Table  4 as  “psychosocial  re- 
habilitation services’’  and  supportive  services  of 
indefinite  duration,  ^fany  patients,  who  have  re- 
peated admissions  to  .\SfI  or  who  are  inajjpro- 
])riately  living  in  nursing  homes,  board  and  care 
homes,  and  flop  houses,  could  live  more  inde- 
pendent and  productive  lives  with  the  support 
offered  by  the.se  programs.  In  addition,  adult 
paients,  still  li\ing  at  home  with  their  parents, 
are  oftentimes  better  managed  in  such  lacilities. 

During  the  last  two  years,  MH.SD  has  placed  a 
great  deal  of  emphasis  on  services  for  adolescents. 

new  inpatient  unit  at  .\SFI  and  six  compre- 
hensive adolescent  residential  treatment  programs 
(Table  3)  have  been  developed.  Much  still  needs 
to  be  done  to  coordinate  the  programs  of  the  vari- 
ous divisions  in  the  Department  of  Human  .Serv- 
ices that  have  impact  on  adolescents.  4'his  will 
be  discussed  in  (6)  below.  In  addition,  more  re- 
sources are  needed  to  expand  the  therapeutic 
foster  care  program  for  adolescents  so  that  a 
broader  range  of  community  alternatives  are 
available. 

TABLE  4. 

The  Components  of  a Community 
Support  Program^- 

1.  Ideiitifiration  of  the  [jojnilation  — outreach  to  offer 

a])pro])riate  sert  ites. 

2.  .Vssistance  in  a|t]tlying  for  eiititlenieiits. 

3.  e.risis  slahilizatioii  .sertices  in  the  lea.st  restrictive 

setting  — liospitalization  available  if  needed. 

*1.  " Psvchosocial  rehabilitation  .services"  — transitional 
living,  socialization,  \oratiotial  rehabilitation. 

*5.  .Stip])oitive  services  of  indefinite  dtiration  — sheltered 
living,  sitpportive  ttork.  daytime  atid  evetiitig 
activities. 

6.  Medical  and  mental  health  care. 

7.  Backup  support  to  families,  friends,  and  '.ommnnity 

members. 

8.  Involvement  of  concertied  cotnnuinity  mendrers  in 

planning. 

9.  Protection  of  clietit  rights  in  the  hospital  and  the 

community. 

*10.  Case  management. 

‘Major  components  of  a community  support  program  that  need 
to  be  developed  in  .Arkansas. 
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Lo  correct  these  present  deficiencies,  and  pre- 
vent future  ones,  this  mental  health  system  will 
have  to  secure  a stable  base  of  state  support  as 
noted  in  (-1)  above.  It  must  also  respond  to  fed- 
eral initiatives  that  address  the  needs  of  children 
and  adolescents^’^  and  the  chronic  mentally 
ill. In  fact,  loan  money  has  recently  been  ob- 
tained from  to  develop  housing  for  some 

chronic  psychiatric  patients.  Just  as  important, 
coordination  of  the  various  human  service  pro- 
grams is  needed  to  improve  efficiency  and  cut 
costs. 

Des])ite  these  efforts,  it  is  unlikely  that  there 
will  l)e  enough  revenue  to  do  everything.  At  this 
point,  the  painful  process  of  setting  priorities 
must  occur.  This  is  a dangerous  endeavor  as  the 
entire  concept  of  a unified  and  comprehensive 
mental  health  system  is  threatened.  If  programs 
do  not  receive  all  they  desire,  they  may  be  tempted 
to  “Ineak  out"  of  the  system  and  lobby  individu- 
ally for  funds.  This  can  be  prevented  by  exactly 
the  same  process  that  identified  the  specific  de- 
ficiencies in  the  present  mental  health  system, 
d'he  broad  based,  citizen  group  that  prepared  the 
new  five  year  Statewide  Comprehensive  Mental 
Health  Services  Plan^  should  take  the  lead  in 
recommending  priorities  for  funding  new  mental 
health  services.  There  is  no  better  group  to  do  it 
than  these  representatic  es  of  the  people  who  own 
the  system.  It  certainly  should  fiot  be  done  by 
the  professional  staff  of  either  the  state  or  com- 
munity programs.  They  are  too  invested  in  their 
own  turf  to  be  objective.  It  is  the  responsibility 
of  the  staff  to  provide  cjuality  data  and  informa- 
tion, but  the  group  itself  should  make  the  linal 
recommendations.  Mental  health  and  political 
leaders  should  then  be  formally  notified  of  their 
decisions. 

If  sufficient  resouices  are  not  available  to  fund 
the  improvements  identified,  this  group  should 
perform  a detailed  and  critical  examination  of 
existing  slate  and  community  jtrograms  ter  decide 
if  their  continuation  is  more  important  than  these 
improvements.  Lo  continue  current  programs  in 
the  future,  just  because  they've  existed  in  the 
past,  is  not  appropriate,  justification  must  be 
based  on  the  cpiantity  and  cjuality  of  the  service 
jwovided  and  its  contribution  to  the  mental 
health  system  as  a whole.  With  reasonable  data 
to  substantiate  the  recommendations  of  such  a 
groujD  of  citizens,  it  is  unlikely  that  attemjrts  to 
jrolitically  byjrass  the  system  would  be  successful. 


(6)  Coordination  of  services.  It  is  difficult  to 
ensure  continuity  of  care  across  the  boundaries 
between  components  in  a mental  health  system 
(Figure  1).  Patients  frecjuently  are  lost  to  follow- 
ujj  as  they  ‘‘fall  through  the  cracks”  when  trans- 
ferred from  one  comjionent  to  another.  Similar 
jji'oblems  exist  at  the  boundaries  between  the 
mental  health  system  and  related  seiwice  systems 
such  as  the  other  Divisions  in  the  Dejrartment  of 
Human  Services,  Dejiartment  of  Corrections,  etc. 
Children,  adolescents,  and  the  chronic  mentally 
ill,  who  require  services  from  several  different 
government  jrrograms,  have  a difficult  time 
getting  what  they  need.^^  No  one  is  resjronsible 
or  has  the  required  authority  to  organize  a co- 
ordinated and  com jtrehensive  system  of  care. 
Consequently,  no  one  is  accountable  when  dif- 
ficulties occur.  Fhese  problems  can  be  solved 
with  a formal  case  management  system  and  a tojr 
level  task  force  that  has  responsibility,  authority, 
and  resources. 

A case  manager  has  resjronsibility  for  the  total 
care  of  jiatients,  no  matter  where  they  are  found 
in  the  system.  It  should  be  obvious  that  such  re- 
sjtonsibility  is  jtossible  only  with  commensurate 
authority  and  resources.  Each  division  and  de- 
jrartment  in  state  government  must  recognize  its 
resjtonsibility  for  these  jratients  and  jtrovide  case 
managers  with  the  authority  to  do  their  job.  Case 
managers  bring  together  rejtresentatives  of  rele- 
vant government  jnograms  to  jjrodnce  a jrractical 
treatment  jdan.  They  are  not  necessarily  respon- 
sible for  jrroviding  care  themselves,  but  must 
ensure  that  treatment  jtlans  are  followed.  This 
is  true  no  matter  what  the  jrlan  — medication, 
jisychotherajry,  housing,  welfare,  vocational  train- 
ing, residential  care,  or  whatever.  A case  manager 
is  a vigorous  jtatient  advocate. 

\Vhile  a stejr  in  the  right  direction,  this  case 
management  system  tvill  not  .solve  all  coordina- 
tion jiioblenis.  Conflicts  may  occur  over  resjronsi- 
bility,  ami  existing  jnograms  may  not  be  suf- 
ficient to  meet  the  needs  of  especially  comjrlicated 
cases.  A task  force  should  be  created  consisting 
of  the  Director  of  the  Dejiartment  of  Human 
•Services,  the  Commissioners  of  the  divisions  in 
the  Dejtartment  of  Human  Services,  the  Director 
of  any  other  relevant  dejrartments  (e.g.  Health, 
Corrections),  a member  of  the  Governor’s  staff, 
and  ex  officio  members  of  the  State  Senate  and 
House  of  Rejjresentatives.  This  groujr  as  a whole 
should  be  given  the  exjrlicit  resjaonsibility  for  all 
the  problem  cases  requiring  services  from  multi- 
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|)le  organizations.  Legislative  action  may  he 
needed  to  piovide  tlie  antliority  and  resonrccs  to 
discharge  tliis  responsihility.  Lo  he  ellective,  this 
task  lorce  innst  consist  ol  top  level  administrators 
^vho  are  ahle  to  imike  decisions  ;iHecting  their 
organizations.  1 hey  will  serve  :is  ;i  sonree  ol  au- 
thority and  support  lor  the  case  manageis,  clarity 
issues  ol  responsihility  and  acconnlahility,  modily 
jrolicies  and  |)rogr;nns,  and  shilt  limited  resources 
to  respond  to  needs.  Unless  the  memhers  ol  this 
task  lorce  have  the  authority  to  speak  lor  their 
organizations,  this  elfort  will  not  succeed. 

1 he  jjotential  henefits  of  this  comhined  case 
manager/task  force  approach  are  tremendous. 
First,  there  tvill  he  a dramatic  improvement  in 
the  continuity  of  ctire  as  patients  cross  houndaries 
in  the  mental  health  .system  and  between  this  and 
other  related  systems.  Second,  acconntahility  will 
increase  as  provider  responsihilities  are  clarified. 
Third,  it  will  he  easiei  to  identify  deficits  in  the 
comprehensive  approach  to  .services.  Legal  con- 
flicts, funding  problems,  administrative  ohstac  les, 
etc.,  will  repeatedly  come  to  the  attention  of  case 
managers  and  the  task  force.  Coordinated  plan- 
ning efforts  can  he  initiated  to  resohe  them. 
Fourth,  coordinated  planning  will  lead  to  uni- 
form program  stantlards  acro.s.s  agencies,  com- 
hined monitoring,  and  improved  efficiency. 

Even  more  important,  1 think  such  an  approach 
will  put  to  rest  the  idea  that  the  answer  to  caring 
for  all  complicated  patients  is  to  he  found  in  in- 
stitutions. For  example,  there  are  some  who  ad- 
vocate that  this  state  needs  a more  centralized 
approach  to  the  care  of  children,  adolescents,  and 
chronic  mentally  ill.  They  think  an  institution 
should  he  created  to  ensure  appropriate  evalua- 
tion and  comprehensive  care  for  these  difficult 
cases.  This  reasoning  is  faulty.  People  do  not  get 
well  in  institutions.  Their  symptoms  may  ah;ite, 
hut  they  don’t  learn  how  to  live  with  their  fam- 
ilies or  in  their  communities.  In  addition,  pa- 
tients follow  resource  allocations.  The  best  way 
to  have  an  expensive  institution  full  of  patients 
is  to  build  one  and  then  give  it  sjtecial  funding. 
It's  a self  fulfilling  prophecy. 

The  answer  lies  not  in  centralization,  hut 
decentralizing  the  service  system,  giving  local  pro- 
viders explicit  responsibilities,  authority,  and  re- 
sources, and  then  holding  them  accountable.!^ 
This  concept  requires  sophisticated  local  jtro- 
\'iders  to  coordinate  ;i  wide  range  of  services. 
Such  a system  already  exists  in  Arkansas  in  its 


tietwork  ol  ClAlIICrs.  Whth  tulditional  guidiince 
;ind  support,  they  could  function  as  the  “huh"  of 
a decentralized  network  of  human  services.  Clom- 
hined  with  case  managers  to  ensure  close  rehition- 
shi]).s  to  state  institutions,  and  monitored  by  a to|r 
level  (;isk  force,  this  could  result  in  a workable 
system  resjjonsive  to  local  and  state-wide  needs, 
liest  ol  all,  it  would  stand  a chance  of  really  help- 
ing the  peoj>le  it  serves. 

(7)  Research  and  evaluation.  To  obtain  con- 
tinued support,  this  ment.il  health  system  must 
develo])  the  capacity  to  cv;iln;tte  current  pro- 
grams and  ]dan  tor  new  ones.  The  .Statewide 
Comjjrehensive  Mental  Health  Services  Plan' 
identified  the  initiation  of  practical  research  and 
evaluation  as  a priority  ;uea  for  new  funding. 
With  scarce  resources,  it  is  important  to  demon- 
strate program  relevance,  effectiveness,  and  ef- 
liciency.  Developing  the  potentitil  to  perform  an 
anttlysis  of  cost-effectiveness  and  cost-benefit  is 
dillicult  hut  possible.  .Such  data  would  enable 
leaders  and  involved  citizens  to  make  rational 
decisions  about  funding  priorities  and  adminis- 
trators to  improve  local  programs. 

In  a related  area,  much  needs  to  he  done  in 
basic  and  applied  research  into  the  etiology  ;ind 
treatment  (d  emotional  disorders.  A coordinated 
elfort  between  MH.SD,  the  Department  of  Psy- 
chiatry at  the  Tniversity  of  Arkansas  for  Aledical 
.Sciences,  and  the  Veterans  .Atlministration  could 
result  in  research  that  is  pertinent  and  relatively 
inexpensive. 

By  common  sense,  it  is  obvious  that  re.search 
is  vitally  important.  AVhthont  it,  we  have  no  idea 
where  we’\e  been,  where  we  are,  or  where  we’re 
going.  Yet,  obtaining  funds  is  next  to  impossible. 
Public  opinion  is  th;u  re.search  is  a waste  of  money 
;ind  a “rip-oft."  Fo  be  sncce.s.sful,  the  cooiclinated 
effort  of  the  jdanning  group  must  continue.  By 
designing  relevant  rcrsearch  that  has  citizen  sup- 
port, legislators  and  other  funding  sources  may 
be  enconrtiged  to  provide  money  for  pilot  proj- 
ects. It  will  then  be  dependent  upon  them  to 
demonstrate  their  value. 

(8)  ’Fraining  and  continuing  education.  Dra- 
matic changes  occurring  in  this  mental  health 
system  have  signilictmt  implications  for  training 
and  continuing  education.  Patients  and  pro- 
grams are  shifting  from  institutions  to  the  com- 
munity and  new  approaches  to  treatment  are 
needed.  Continuing  education  and  primaiy 
training  programs  must  keep  abreast  of  these 
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changes.  Academic  programs  that  have  tradition- 
ally used  state  and  federal  institutions  as  training 
sites  are  beginning  to  send  their  trainees  into  the 
community.  This  trend  should  be  expanded  but 
in  a carefidly  controlled  manner.  Both  institu- 
tional and  community  experiences  should  be 
major  parts  of  every  mental  health  training  pro- 
gram. No  matter  what  the  facility,  sound  edu- 
cational principles  must  be  employed.  A care- 
fidly designed  curriculum,  appropriate  patient 
contact,  and  competent  supervision  are  essential. 

Federal  funding  will  .soon  be  obtained  to  de- 
sign a comprehensive  approach  to  manpower 
development^®  in  Arkansas.  This  project  will 
assess  manpower  needs  from  numerical  and  edu- 
cational standpoints.  The  result  will  be  a series 
of  recommendations  concerning  professional 
training,  continuing  education,  recruitment,  and 
retention.  An  opportunity  exists  to  design  inter- 
ventions that  will  have  great  impact  on  patient 
care.  To  do  so  will  require  cooperation  between 
academic  and  service  institutions.  Efforts  must 
be  made  to  ensure  that  programs  me  designed 
that  are  academically  sound  and  functionally 
relevant. 

Conclusion 

The  mental  health  system  in  Arkansas  enters 
the  1980's  with  an  impressive  record  of  success. 
Dynamic  leadership,  political  support,  citizen 
involvement,  dedicated  staff,  and  a sound  fiscal 
base  have  brought  it  this  far.  To  continue  this 
trend  entails  promoting  a unified  mental  health 
system  with  a broad  base  of  citizen  involvement 
and  control;  providing  stable  funding  for  both 
state  and  community  programs;  responding  to  the 
needs  of  patients  in  a comprehensive  manner;  co- 
ordinating programs  at  the  state  and  local  levels; 
conducting  relevant  research  to  delineate  the 
types  of  programs  that  are  needed,  effective  and 
efficient;  and  educating  mental  health  profes- 
sionals with  the  appropriate  knowledge,  skills, 
and  attitudes  to  help  people  with  very  special 
needs. 
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K.  W.  Cosgrove,  Jr.,  M.D.* 


T.e  capal)ility  of  wearing  a contact  lens 
almost  constantly,  clay  and  nighttime  sleep,  has 
been  known  since  soft  contact  lenses  first  became 
available  to  the  general  ptiblic  in  1972.  The  Fed- 
eral Drug  Administration,  about  nine  years  ago, 
declared  that  any  new  prosthetic  device  such  as 
contact  lenses  would  be  under  their  control. 
Ihider  that  authority  they  forbid  ophthalmolo- 
gists to  fit  and  prescribe  extended-wear  contact 
lenses  except  for  therapeutic  use  with  corneal  dis- 
ease. Many  patients  with  stich  corneal  diseases  as 
bullous  keratopathy,  corneal  ulceration,  neuro- 
paralytic keratitis,  etc.,  have  worn  these  thera- 
peutic lenses  with  considerable  relief  of  symptoms 
for  a number  of  years.  The  use  of  such  lenses  for 
cosmetic  or  optical  benefit  was  prohibited  by  the 
F.D.A. 

.\n  important  decision  was  announced  in  June, 
1979,  which  holds  promise  of  revolutionizing  the 
wearing  of  contact  lenses.  The  F.D.A.  approved 
the  use  of  extended-wear  contact  lenses  in  aphakic 
(cataract  removed)  patients.  I'his  opens  the  pos- 
sibility that  they  may,  in  the  future,  approve 
extended-wear  contact  lenses  for  many  or  all  pa- 
tients who  wear  glasses. 

I'his  is  not  the  liberation  of  all  who  put  up 
with  the  problems  of  wearing  spectacle  glasses. 
Far  from  it,  we  are  entering  and  learning  about 
a new  science,  which  may  hold  great  benefits. 
The  aphakic  patient  who  wears  spectacle  glasses 
requires  a thick,  unsightly  high  plus  lens  which 
produces  unbelievable  distortions  in  vision.  Yet 
the  aphakic  patient  has  put  uj)  with  these  dis- 
tortions for  many  years.  I’hese  spectacle  glasses 
also  produced  about  a 2,5%  enlargement  in  image 
size.  Therefore,  a patient  who  had  a cataract  on 
one  eye  only  with  good  vision  in  the  other  eye 
could  not  have  the  cataract  removed  and  see  with 
spectacle  glasses.  Fie  wotdd  see  a 25%  larger 
image  size  in  the  aphakic  eye  compared  to  his 
other  eye,  which  is  an  intolerable  situation.  With 
a contact  lens,  this  difference  in  image  size  is 
reduced  to  5%,  to  7%  which  can  be  tolerated. 
However,  contact  lenses,  soft  or  hard,  are  difficult 
to  insert  and  remove  j^artictdarly  in  aphakic  pa- 
tients, many  of  whom  are  elderly  with  arthritis 
or  other  physical  problems. 

•Requests  for  reprints  sliould  be  scut  to:  K.  Wb  Cosgrove,  Jr., 
M.n.,  Suite  630,  Medical  Towers  Building,  Little  Rotk,  Arkansas 
72205. 


The  extended-wear  soft  contact  lens  is  iirserted 
by  the  ophthalmologist  and  essentially  never 
handled  by  the  jjatient.  d'he  distortions  and  lim- 
ited visual  field  produced  by  s])ectacle  aphakic 
lenses  is  completely  eliminated.  The  same  bene- 
fits are  accomplished  by  the  insertion  of  an  intra- 
octilar  lens  (lOL).  However,  certain  complica- 
tions are  known  to  be  increased  with  this  modal- 
ity. Some  complications  with  the  lOL  requiring 
its  removal  necessitate  another  surgical  interven- 
tion with  the  associated  danger,  morbidity  and 
expense.  If  a complication  develops  with  the  ex- 
tended-wear contact  lens,  it  is  a simple  task  to 
simply  remove  the  lens.  Also  with  the  lOL, 
glasses  must  be  worn  to  correct  any  refractive 
error  for  distance  and  near  because  calctdation 
of  the  exact  power  needed  with  an  lOL  is  not 
possible.  With  the  extended-wear  contact  lens, 
glasses  are  not  needed  if  one  eye  is  .set  for  distance 
and  the  other  for  near  reading.  Astigmatism, 
which  is  title  to  an  aspheric  cornea,  is  corrected 
by  a hard  contact  lens  which  is  spherical  and, 
therefore,  provides  a new  spherical  surface  to  the 
cornea.  .Astigmatism  is  normally  not  corrected 
by  a soft  contact  lens  which  molds  itself  to  the 
aspheric  cornea.  However,  toric  soft  contact 
len.se.s,  which  correct  astigmatic  refractive  errors, 
have  become  available  in  the  last  year,  even  for 
aphakic  patients. 

The  reason  certain  soft  contact  lenses  can  be 
worn  constantly  is  due  to  their  better  oxygen 
transmission  to  the  cfirnea.  1 he  cornea  normally 
receives  a certain  proportion  of  its  oxygen  nece.s- 
sary  for  aerobic  metabolism  by  absorption  from 
the  atmosphere.  AV^ith  a hard  contact  lens  tvorn 
constantly,  the  cornea  does  not  get  sufficient  oxy- 
gen and  becomes  edematous.  This  necessitates 
the  “build  up”  time  when  first  wearing  hartl  con- 
tact lenses  to  “teach  the  cot  iiea"  to  live  with  lesser 
oxygen  and  also  rc(]uire,s  removal  each  night. 
Violation  of  this  principal  while  wearing  hard 
contact  lenses  leads  to  corneal  epithelial  edema 
and  a very  paitiful  experience  rarely  forgotten. 
Oxygen  transport  to  the  cornea  with  a soft  con- 
tact lens  maitily  depends  on  its  tvater  content  and, 
to  some  extent,  its  thickne.ss.  The  higher  the 
w'ater  content  and  the  thinner  the  lens,  the  better 
the  oxygen  transport.  Thus,  not  all  soft  contact 
letTses  are  suitable  for  continuous  wear.  Cur- 
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rentlv,  only  the  Cooper  Laboratories  “Permalens" 
(water  content  70-75%)  and  the  Hydrocurve  II 
(water  content  approximatley  15%)  have  been 
approved  for  extended  tvear  by  aphakic  patients. 
These  lenses  are  worn  constantly  with  no  “build 
up  time"  from  the  beginning.  .Some  other  soft 
contact  lenses  have  been  approved  in  patients 
with  corneal  diseases. 

I have  recently  joined  the  ranks  of  aphakic 
patients  and  am  currently  wearing  an  extended- 
wear  contact  lens  in  one  eye.  I have  also  fitted 
about  25  aphakic  patients  with  these  lenses  since 
they  were  appro\ed.  I have  fitted  extemled-wear 
contact  lenses  for  corneal  diseases  for  many  years. 
T herefore,  I feel  I speak  with  experience,  per- 
sonal and  professional,  about  these  lenses.  Litting 
the.se  lenses  is  quite  different  from  fitting  ordi- 
nary soft  lenses  and  I have  learned  a great  deal 
by  virtue  of  wearing  one.  I woidd  like  to  discuss 
some  of  the  features  of  this  lens  which  I have 
learned. 

(1)  \'ision  — Most  patients  achieve  good  to  ex- 
cellent vision  with  these  lenses.  I currently  enjoy 
better  than  20  20  vision  with  my  lens.  Admitted- 
ly, vision  in  some  patients  is  only  20/30  or  so, 
some  of  which  is  due  to  other  ocular  diseases  and 
some  related  to  the  contact  lenses  for  reasons 
which  are  unknown.  A poor  fit,  such  as  one  lens 
I tried,  caused  annoying,  varying  vision  with  each 
blink. 

(2)  Ghost  images  — These  are  present  with  soft 
contact  lenses,  but  rarely  complained  of  by  pa- 
tients. 1 see  a second  picture  every  time  I watch 
TV.  Oncoming  car  headlights  are  quite  bright 
and  starlike.  I have  learned  to  ignore  these  im- 
ages and  only  notice  them  when  1 look  for  them. 

(3)  Comfort  — The  lenses  are  extremely  com- 
fortable. Most  of  the  time  I am  not  aware  that 
I have  a lens  on.  A jroorly  fitting  lens  does  pro- 
duce an  awareness  and  e\en  inflammation  and 
pain  in  extreme  cases.  .Some  atmospheric  condi- 
tions, such  as  auto  air  conditioning  blowing  in 
your  face,  does  cause  the  lens  to  dry  out,  pro- 
ducing the  same  sensation  as  a tear  in  your  eye. 
This  sensation  also  occurs  at  other  times  and  may 
have  a psychogenic  basis.  If  I am  busy  at  work 
or  playing  an  intense  game  of  bridge,  I totally 
forget  about  the  lens.  Moisturizing  drops  (Adap- 
tette)  are  used  anytime  the  lens  feels  uncom- 
fortable, particularly  on  first  awakening  in  the 
morning. 

(4)  Lens  displacement  and  loss  — In  general. 


the  lens  is  quite  stable  and  not  easily  displaced 
even  with  vigorous  activities  such  as  contact 
sports.  Rubbing  the  eye  is  a “no-no"  and  can 
displace  the  lens.  Rarely  a lens  is  lost,  usually  at 
night,  probably  by  inadvertent  eye  rubbing. 
S^vimming,  shotvers,  etc.,  are  possible  as  long  as 
the  eyes  are  kept  closed. 

(5)  Durability  — Some  of  the  earlier  soft  con- 
tact lenses,  such  as  the  Bausch  & Lomb  lenses, 
had  to  be  replaced  as  often  as  every  four  to  six 
months  due  to  the  build  up  of  protein  and  cal- 
cium lens  deposits.  The  Hydrocurve  II  lenses 
have  been  available  for  about  21/9  years  and  I 
have  had  to  replace  only  two  lenses,  which  had 
been  tvorn  for  about  two  years.  The  lens  can  be 
torn  with  fingernails  btit  this  requires  consider- 
able effort. 

(6)  Lens  care  — Patients  or  relatives  are  in- 
.structed  in  insertion  and  removal  of  the  lens,  but 
in  general  this  is  not  needed,  .\fter  the  initial 
fitting  period,  the  average  patient  returns  to  his 
ophthalmologist  every  six  months  at  which  time 
the  lens  may  be  remoced,  cleaned  and  re-inserted 
if  necessary.  My  profession  ret] u ires  extremely 
sharp  t ision  and  I often  clean  mv  lens  every  week 
or  two. 

(7)  Complications  — Re})orts  on  experimental 
trials  with  the  extended-wear  soft  contact  lenses 
have  shown  only  few  and  rare  complications. 
Neovascularization  of  the  perijdieral  cornea  has 
occasionally  been  seen  btit  does  not  cause  loss  of 
vision.  It  is  probably  related  to  a lens  that  fits 
too  tightly.  It  disappears  if  the  lens  is  removed 
for  a week  or  two  or  daily  insertion  and  removal 
reverted  to.  Infections,  corneal  ulcers,  are  pos- 
sible. I have  personally  treated  four  patients  with 
jtseudomonas  corneal  ulcers  associated  with  wear- 
ing soft  contact  lenses.  This  is  a very  serious 
threat  to  vision.  These  were  seen  in  patients  on 
a daily  insertion-removal  schedule  who  admitted 
poor  handling  and  sterilization  of  the  lens.  I 
suspect  extended-wear  will  be  safer  due  to  less 
lens  handling  than  in  daily  wear.  I am  cautious 
and  instruct  my  patients  to  wash  their  hands  be- 
fore handling  the  lens.  Othenvise,  any  chemicals, 
or  even  normal  skin  oils,  may  be  transferred  to 
the  lens  causing  severe  irritation  on  insertion.  I 
have  seen  a peculiar  thing  in  one  patient.  On 
several  occasions,  the  lens  became  opaque  after 
a few  weeks  weai'ing  time.  The  company  is  cur- 
rently investigating  the  etiology  of  this.  There 
is  one  rejxtrt  of  a lens  turning  black  due  to  ab- 
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soi  IkrI  (.osmctics  used  around  the  eyes.  All  soli 
contact  wearers  niust  be  cautious  arouiul  sprays 
in  the  air  — hair  sj)ray,  paint  spray,  deotlorant 
spray,  etc.  It  is  po.ssihle  these  coidd  he  picked  up 
and  absoibed  by  the  lens  htit  I have  ue\’er  seen 
it.  In  the  etirly  years  of  soft  contact  lens  wear, 
the  use  of  most  eyeilrops  tvas  contra-indicated  he- 
cairse  of  the  possible  alxsorption  of  their  preserva- 
tives to  toxic  levels.  This  is  probably  an  unjusti- 
lied  concern.  Afy  lens  was  inserted  three  days 
post-opt  ;uul  I continued  to  use  steroid  and 
atropine  drops  for  se\eral  weeks. 

Summary 

We  may  be  on  the  brink  of  a new  era  for  many 
oi  all  spectacle  glass  wearers  — the  extendetl-wear 
contact  lens.  Although  at  present  this  is  approved 
for  only  aphakic  and  corneal  disease  patients,  I 


am  tiware  that  many  other  soft  lens  patients  wear 
theii  lenses  all  the  time  despite  my  wtirning  that 
the  F.D.A.  has  not  approved  it.  I used  to  recom- 
mend and  lit  mo.stly  hard  contact  lenses,  d he  atl- 
\antage  of  no  lens  handling,  awakening  each 
moining  being  able  to  see,  and  excellent  comfort 
has  altered  my  opinion.  We  still  have  some  prob- 
lems to  solve  in  fitting  these  IcTtses.  This  is  a 
])robIem  that  ophthalmologists  will  learn  and 
solve  with  time  and  experience.  d’he,se  lenses 
certaiidy  provide  a significant  advantage  for  most 
aphakic  jjatients.  As  more  of  these  lenses  are 
worn  by  the  general  public,  the  lOL  may  well 
have  .seen  its  “heyday.”  Certainly  with  all  apha- 
kic patients  wearing  spectacle  glasses,  I am  recom- 
mending, and  hope  you  will  too,  the  considerable 
benelits  of  the  extended-wear  contact  lenses. 
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The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  337) 


HISTORY:  K.  H.  is  a 60-year-old  man  who  has  angina  and  chronic  congestive  heart  failure  treated  with 
digitalis.  Recently,  he  has  noted  slowing  of  his  pulse  rate,  visual  disturbances,  and  an  increase  in  his 
symptoms  of  congestive  failure.  His  physical  examination  reveals  a normotensive  man  with  bradycardia  and 
and  an  S3  gallop.  The  patient's  current  electrocardiogram  is  shown  below. 

Which  of  the  following  remarks  are  most  likely  true  and  which  are  most  likely  false? 

A.  The  patient  has  experienced  myocardial  infarction  in  the  past. 

B.  The  patient  has  atrial  fibrillation. 

C.  The  patient  has  a junctional  rhythm. 

D.  He  needs  more  digitalis  acutely. 


John  W.  Watson,  M.D. 

Assistant  Professor 
Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Unstable  Ankle 
A Case  Report 

I.  Leighton  Millard,  M.D.* 


B.  J.,  a 3()-year-old  ex-baskctball  player,  sought 
treatment  lor  an  acute  left  ankle  injury  on  Oc- 
tober 8,  1980.  He  related  multiple  ankle  sprain 
injuries,  especially  the  left,  during  the  twelve- 
year  career  of  high  school,  college,  ami  profes- 
sional basketball. 

I'he  latest  symptoms  were  confined  to  the  me- 
dial aspect  of  the  left  ankle,  where  the  patient 
complained  of  pain  and  marked  tenderness.  No 
pain,  tenderness  or  swelling  were  present  on  the 
lateral  ankle.  The  patient  was  noted  to  walk 
with  a marked  antalgic  gait,  limping  cjii  an  in- 
^■ertecl  foot. 

Because  of  the  history  of  multi|de  injtiries  and 
signs  and  symptoms  indicative  of  deltoid  liga- 
ment tear  (medial  ankle  ligaments),  it  was  elected 
to  advise  an  arthrogram  study  of  this  ankle.  The 
patietit  agreed  and  the  test  was  carried  out  under 
sterile  conditions  and  local  anesthesia,  d’en  cc.’s 
of  Rcnografin-6()  was  injected  into  the  antero- 
medial corner  of  the  ankle  joint.  An  oltlitjue 
X-ray  was  obtained,  which  is  depicted  in  Figure  1. 
In  this  drawing,  the  bones  of  the  ankle  are  repre- 
sented by  shading  and  tlie  clear  areas  are  the 
areas  co\'ered  Ijy  the  radiopacjue  dye. 

It  was  expected  that  leakage  of  dye  would  be 
seen  at  the  medial  malleolus  (MM  in  Fig.  1).  d’his 
was  not  the  case;  instead,  the  dye  was  well  con- 
tained in  the  ankle  joint  medially,  l)ut  was  seen 
to  leak  from  tlie  joint  and  stirround  the  lateral 
malleolus  (LM  in  Fig.  1)  in  multiple  areas.  It 
then  liecame  evident  that  this  patient  had  such 
severe  damage  and  instability  to  the  lateral  liga- 
ments of  the  ankle  joint,  that  no  response  to  in- 
jury (tearing  and  bleeding)  was  po,ssible.  It  is 

•Little  Rock  Ortliopeclic  Clinic,  P.A..  P.  O.  Box  5270,  Little 
Rock,  Arkansas  72215. 


evident  from  proper  interpretation  of  the  arthro 
gram  X-ray  that  the  anterior  talo  fibular  liga 
ment  and  the  fibulo-calcaneal  ligament  are  com 
pletely  nonfunctional. 


fi(,  X 
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treatment  of  interval  casting  and  future  sur- 
gery nere  advised. 

It  should  be  pointed  out  that  a tear  of  the  del- 
toid ligament  of  the  ankle,  tlie  strtictnre  that  is 
responsible  for  medial  ankle  stability,  requires 
emergency  surgical  repair;  but  lateral  ligament 
tears  can  be  adecjuately  treated  (especially  in 
chronic  cases)  with  delayed  surgical  treatment. 

The  place  of  the  arthrogram  in  assessment  of 
ankle  injtiries  depends  on  a number  of  factors. 
First  of  all,  the  arthrogram  mtist  be  performed 
within  one  week  of  the  injury  to  be  considered 
reliable.-  After  this  period,  blood  coagulation 
and  fibrotis  tissue  can  give  a false  negative  test. 
However,  tlie  arthrogram,  done  under  local  anes- 
thesia, can  be  done  earlier  than  stress  testing, 
without  pain  to  the  patient.  The  examiner  should 
also  keep  in  mind  that  unusnal  communications 
do  sometimes  exist  between  the  ankle  joint  and 
the  sheaths  of  the  peroneal  tendons  and  differ- 
entiate these  from  tears  in  interpreting  the 
X-rays.*^’" 

I tend  to  agree  with  Dr.  Alarctis  Stewart  of 
Campbell’s  Clinic  in  regard  to  use  of  the  arthro- 
gram.' He  states  that  arthroscopy  is  valuable  in 
cases  of  suspected  medial  ankle  ligament  tears 
and  in  cases  of  susjjected  diastasis  of  the  distal 
tibio-fibular  joint.  He  also  feels  that  arthrog- 


raphy, correlated  with  stress  X-rays,  will  docu- 
ment ligamentous  instability  and  provide  a guide- 
line for  planning  surgical  treatment  and  making 
prognostic  estimations. 

In  conclusion,  ankle  joint  arthrography  is  not 
indicated  in  all  acute  injuries,  but  is  of  definite 
value  in  assessing  the  extent  of  injury  and  plan- 
ning treatment  in  those  cases  of  multiple  ankle 
injuries  that  plague  and  disable  patients. 
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Pediatric  Review: 
Cow's  Milk  Intolerance 

Helen  L.  Butler,  M.D.* 


(^ow’s  milk  intolerance  is  innkilacetecl  dis- 
ease representing  adverse  systemic  or  local  gastro- 
intestinal reactions  to  cow's  milk  protein.  Al- 
though nnmerons  immunological  and  morpho- 
logic studies  have  been  undertaken,  tlie  patho- 
genesis of  the  disease  is  still  not  well  delineated. 
This  article  will  review  .some  of  the  known  ini- 
mnnologic  data,  but  primarily  focus  on  diagnosis 
and  management  of  this  di.sorder. 

Incidence  and  Clinical  Features 

d'he  incidence  of  cow’s  milk  allergy  varies  be- 
tween 0.1  and  8%i  - of  the  population  with  the 
disparity  probal^ly  reflecting  differing  criteria  for 
diagnosis.  Since  there  is  a spectrum  of  disease,  of 
which  many  of  tlie  symptoms  are  non-specific, 
identification  of  cltildren  with  cow’s  milk  allergy 
can  be  difficult  and  overdiagnosis  is  common. 
The  intolerance  is  more  common  in  infants  with 
systemic  signs  of  allergy  such  as  eczema  or  wheez- 
ing and  siblings  of  milk  allergic  infants  have  a 
50%  chance  of  I^eing  intolerant  of  cow's  milk. 3. 4 

Cow’s  milk  intolerance  is  primarily  a disease 
of  infancy  usually  jjresenting  within  the  first 
three  months  of  life  and  the  great  majority  of 
infants  will  become  symptomatic  within  the  first 
two  months.  Some  newlrorns  may  be  symptomatic 
upon  their  first  exposure  to  milk  suggesting  in 
utero  sensitization.®’®  Infants  have  also  been 
symptomatic  while  breast  feeding  when  the 
mother  consumed  large  amounts  of  milk."  Almost 
all  protein-intolerant  children  are  able  to  tolerate 
the  protein  by  two  years  of  age. 

Several  clinical  syndromes  of  milk  intolerance 
have  been  descriljed.  Milk-induced  colitis  is  fre- 
quently seen  in  infants  less  than  one  year  of  age 
presenting  with  diarrhea  a,ssociated  with  blood, 
polymorphonuclear  leukocytes  (PMXs)  and  eo- 
sinophils in  the  stool. Proctosigmoidoscopic 
exam  of  these  infants  reveals  increased  friability 
of  the  mucosa  and  a loss  of  the  vascidar  pattern. 
The  rectal  biopsy  varies  from  infiltration  of 
PMNs  into  the  lamina  propria  to  crypt  abscesses. 
Sugar  malabsorjHion  may  or  may  not  ire  associated 
with  the  colitis. 

•Fellow,  Pediatric  Gastroenterology,  University  of  Texas  Medical 
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.\  second  presentation  may  be  .seen  in  older 
infants  and  cliildren.  .\n  infant  with  protein- 
losing enteropathy  due  to  milk  hypersensitivity 
can  have  severe  symptoms  int hiding  edema  sec- 
ondary to  hypoalbuminemia,  iron  deficiency 
anemia  clue  to  fecal  blood  loss,  low  immunoglolr- 
ulins  and  lailure  to  thrive.!^  The  lamina  propria 
of  the  small  bowel  is  infiltrated  with  eosinophils. 
Sugar  and  fat  absorption  are  usually  normal. 
Many  of  these  children  have  extraintestinal  signs 
of  allergy  and  exhibit  peripheral  eosinophilia. 
This  presentation,  which  is  far  less  common,  is 
similar  to  the  eosinophilic  gastroenteritis  seen  in 
adults. 

.\  third  presentation  is  a malabsorption  syn- 
drome clue  to  small  ])owel  injury  resulting  in  lat 
and  sugar  malahsorption.^^-n  The  small  bowel 
mucosa  is  flattened  and  resembles  celiac  spine, 
lint  the  infants  are  not  sensitive  to  gluten.  The.se 
infants  have  watery  diarrhea,  failure  to  thrive  and 
vomiting. 

Finally,  chronic  liloocl  loss  into  the  gastro- 
intestinal tract  with  resulting  iron  deficiency 
anemia  is  well  known. i®  The  anemia  can  be  cjuite 
severe,  rec|niring  transfusion.  ^Vhether  this  is 
trulv  an  allergic  response  or  a direct  toxic  effect 
of  milk  on  the  bowel  mucosa  is  unclear.  Infants 
with  anemia  clue  to  milk  generally  ingest  greater 
than  one  quart  of  milk  a clay  and  a correlation 
between  the  cpiantity  of  milk  ingested  and  the 
amount  of  fecal  blood  loss  has  been  found. 

These  four  entities  seem  cpiite  clear-cut.  FTn- 
fortunately,  many  infants  present  with  overlap- 
ping symptoms  and  can  appear  confusing  to  the 
clinician  and  difficult  to  diagnose.  In  addition 
to  the  aI)Ove  mentioned  syndromes,  infants  can 
present  with  systemic  signs  of  allergy  such  as 
liiinitis,  eczema  and  wheezing  which  may  be  dif- 
ficult to  attribute  directly  to  milk  ingestion."’ i® 
Patients  who  are  intolerant  of  cow’s  milk  may 
also  be  intolerant  of  other  food  proteins  includ- 
ing soy  protein  which  is  frequently  used  as  a 
substitute  in  a child  with  suspected  cow’s  milk 
intolerance."’ ^®'^®  Indeed,  soy  protein  has  been 
fonntl  to  be  no  less  antigenic  than  the  protein  in 
cow’s  milk.  Goat's  milk  is  also  not  a suitable  sub- 
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stitute  as  the  protein  in  goat’s  milk  cross-reacts 
with  cotv’s  milk  protein. 

Pathogenesis  and  Immunological  Studies 

As  mentioned,  milk  intolerance  is  an  entity 
seen  in  infancy  with  resolution  by  age  two  years. 
Newborns  and  young  infants  are  thought  to  have 
increased  permeability  of  their  bowel  mucosa 
thereby  allowing  absorption  of  larger  and  more 
antigenic  proteins.  This  is  likely  due  in  part  to 
tlie  deficiency  of  secretfiry  Ig.\  of  the  newborn 
^vhich  corrects  with  increasing  age.-'^  During 
acute  gastroenteritis,  normal  protective  mecha- 
nisms in  the  bowel  may  be  altered  and  also  allow 
larger  proteins  through  the  mucosa.  This  sug- 
gests the  mechanism  for  the  increased  incidence 
of  milk  protein  intolerance  obsened  in  previous- 
ly non-sensiti/ed  infants  following  gastroenteritis. 

Since  there  are  several  different  syndromes  de- 
scribed for  milk  allergy,  they  are  most  likely  not 
all  mediated  by  the  same  immunologic  mecha- 
nism. Ninety-five  percent  of  normal  infants  fed 
cow’s  milk  will  have  antibodies  to  cow’s  milk  pro- 
tein demonstrating  an  early  rise  in  serum  IgG 
followed  bv  an  increase  in  IgA  a few  months 
later.21  Milk-specific  IgM,  A,  G,  and  E antibodies 
have  been  found  in  milk-intolerant  and  milk- 
tolerant  infants  but  do  not  fall  into  any  dis- 
tinguishable jrattern  to  help  separate  the  two 
groups.--  -'*  Even  biopsies  of  the  bowel  mucosa 
fail  to  clearly  delineate  the  etiologic  mechanisms 
of  the  disease  but  many  studies  are  hampered  by 
including  jratients  with  overlapjiing  milk  allergy 
syndromes.-^  Complement  activation  may  be  in- 
volved, but  reports  are  conflicting  and  comple- 
ment consumption  difficult  to  document.-^  In 
vitro  lymphocyte  blastogenic  responses  to  milk 
])roteins  have  been  demonstrated  and  could  be 
indicative  of  lyphocytic  sensitization.-''  .\  neutro- 
phil chemotactic  defect  has  also  been  shown  which 
may  be  a maturaiional  defect  or  immunologically 
mediated.-’^ 

Diagnosis  and  Management 

The  diagnosis  of  cow’s  milk  intolerance  may  be 
difficult  but  with  pertinent  historical,  clinical 
and  laboratory  data,  the  diagnosis  can  be  facili- 
tated. Infants  may  display  symjUoms  which  are 
easily  correlated  with  the  ingestion  of  cow’s  milk 
such  as  the  child  who  is  weaned  from  the  breast 
onto  cow’s  milk  and  shortly  afterwards  develops 
bloody  diarrhea.  Other  causes  of  blood  and  white 
blood  cells  in  the  stools  should  be  investigated 


such  as  bacterial  infections.  Shigella,  Salmonella 
and  Gampylobacter  can  cause  blood  and  WBC  in 
the  stools.  Amebiasis  is  also  a cause  of  enteric 
blood  loss  and  0&:P  should  be  perfonned. 

Although  primary  lactase  deficiency  is  quite 
rare,  secondary  lactase  deficiency  is  not  uncom- 
mon following  acute  gastroenteritis.  This  can  be 
seen  by  itself  with  no  concomitant  protein  in- 
tolerance. An  infant  with  watery  diarrhea  with- 
out blood  and  white  blood  cells  in  the  stool  is 
likely  to  have  lactase  deficiency.  When  lactose  is 
removed  from  the  diet,  the  infant’s  diarrhea  re- 
solves. ra])idly  but  the  enzyme  deficiency  can  per- 
sist for  4-6  weeks.  This  time  interval  can  be  very 
variable  and  good  studies  to  document  the  return 
of  normal  lactase  levels  in  the  bowel  have  yet  to 
be  done. 

A typical  picture  of  milk  intolerance  is  that  of 
a bab\  less  than  three  months  of  age  with  diarrhea 
and  blood  and  white  cells  in  the  stools,  usually 
with  sugar  malabsorption.  However,  the  differ- 
ential diagnosis  of  young  infants  with  fat  mal- 
absorption or  protein -losing  enteropathy  must 
also  include  milk  intolerance.  Gertainly  a baby 
with  colitis  with  no  enteric  pathogen  isolated 
should  be  looked  at  closely  for  milk  allergy.  In 
addition,  occasionally  an  infant  will  have  pri- 
marily systemic  signs  with  little  or  no  gastroin- 
testinal symptoms.  \h)miting  is  commonly  seen 
in  association  with  the  described  clinical  syn- 
dromes of  milk  intolerance  and  rarely  may  be 
seen  by  itself  as  a symptom  of  milk  allergy. 

■Stools  should  be  checked  for  blood,  white  blood 
cells  and  sugar  in  any  child  suspected  of  milk  in- 
tolerance. Stool  smears  should  be  stained  for 
white  blood  cells  (mainly  polymorphonuclear 
cells  and  eosinophils)  with  4Vrights  stain.  Han- 
sel’s stain  (the  stain  used  for  nasal  smetus)  or 
methylene  blue  (this  will  only  identify  PMNs). 
Clinitest  of  the  stool  to  detect  sugar  malabsorp- 
tion is  readily  obtained.  The  method  is  identical 
to  urine  testing  for  sugar  with  >0.5%  being 
abnormal.  Lactose  is  the  sugar  in  cow’s  milk 
formulas  and  sucrose  is  in  Isomil.  Pro.Sobee  now 
contains  corn  syrup  solids  and  malabsorption  of 
this  starch  product  can  be  estimated  by  the  Clini- 
test. .Since  sucrose  is  not  a reducing  sugar,  sucrose 
malabsorption  will  be  underestimated  in  the  pa- 
tient on  Isomil  unless  the  Clinitest  is  performed 
after  acid  hydrolysis  of  the  stool  water.  This  is 
done  by  placing  five  drops  of  stool  in  a test  tube, 
adding  ten  drops  of  O.IN  HCl  and  intermittently 
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heating;  to  boil  the  soliitioti  lot  one  iniinite.  I'lie 
sttindard  Clinitest  is  then  ])erl()iined  on  tlie 
satnple. 

Matty  methods  to  diagnose  milk  intoleranee 
Itave  been  described  which  all  basically  rely  oti 
the  apitearattce  ol  symptoms  cot  related  with  the 
ingestion  of  a trial  feeding  of  milk.  I’he  original 
challenge  was  tlescribed  by  Chtldmati,  et  al,  in 
It  consists  of: 

1.  Symptoms  must  subside  after  tnilk  elimination. 

2.  T hey  must  recur  within  48  hours  after  a trial 
feeding  of  milk. 

il.  riiree  such  challenges  must  be  positive  and 
have  similar  otiset,  duration  and  clinical 
features. 

4.  Sytnjttoms  mtist  subside  after  each  challenge 
reaction. 

Most  clitiicians  find  the  re(|nired  three  tri.als 
to  be  time-consinnitig  and  |x)ssibly  hazardous  to 
the  jtatiein  and  this  challenge  has  generally  been 
re|)laced  by  others. 

1 he  milk  challenge  as  described  by  Powell-*  is 
limited  to  patients  with  enterocolitis  that  are  less 
than  one  year  of  age.  The  infatit  is  placed  on 
Niitrtmrigen  and  allowed  to  grow  and  recover 
from  the  bowel  itisnlt.  Following  one  month  of 
normal  growth,  the  infant  is  hospitalized  and 
challenged.  After  establishing  that  a baseline 
stool  contains  no  blood  or  leukocytes,  100  cc  of 
cow’s  milk  formtila  are  fed  to  the  infatit  after  an 
eight  hour  fast.  (0.6  grams/kg  protein  is  now  used 
as  the  test  dose.)  Medical  observation  is  main- 
tained during  the  first  two  honis  post-challenge 
to  monitor  for  signs  of  anaphylaxis  and  severe  re- 
actions with  marked  fltiid  losses.  If  no  vomiting 
or  signs  of  allergy  are  observed  within  four  hours, 
the  child  is  restarted  on  Nntramigen.  Each  stool 
passed  for  the  next  24  hours  is  evalitated  for  the 
presence  of  blood  (liy  gnaiac)  and  leukocytes 
(stool  smear  stained  with  Hansel’s  stain).  If  fecal 
blood  or  letikocytes  were  not  pre,sent  in  the  base- 
line stool  but  appear  within  24  hours,  the  chal- 
lenge is  considered  positive.  If  no  .symptoms 
occur  and  stool  studies  are  negative,  the  patient 
is  begtiti  on  cow’s  milk  feedings  the  followitig 
mornitig.  The  patient  is  monitored  for  chronic 
tolerance  for  one  w'eek  with  no  other  food  added 
and  symptoms  and  weight  gain  carefully  recorded. 
In  infants  less  than  one  year  of  age,  a negative 
acute  challenge  usitally  predicts  chronic  tolerance. 

The  third  challenge  is  the  method  projtosed  by 
Ament-'  and  is  used  at  the  Arkansas  Children’s 


Hospital.  It  involves  giving  increasing  volumes 
of  milk  at  hourly  intervals  and  collecting  and 
checking  ;dl  stools  for  volume,  j)H,  reducing  sub- 
stances, blood  and  white  blood  cells  by  the  fol- 
lowing schedule: 

VOLUMK  OF 

IIOIIR  TE,sr  FORMULA 

1 1 CC 

2 .4 

3 f) 

4 10 

,5  1,5 

6 30 

7 60 

8 90 

9 120 

10  ad  lib,  change 

to  every  3 - 4 
hour  feedings 

Stool  volumes  >20  grams /kg/day  (not  to  ex- 
ceed 200  grams),  reducing  substances  >0.  5%,  or 
the  presence  of  blood  and  white  blood  cells  in 
the  stool  indicative  a positive  reaction  to  milk. 
4 he  inlatits  are  observed  for  live  days  to  watch 
for  a delayed  reaction. 

One  difficulty  iti  the  challenge  comes  with 
trying  to  differentiate  between  sugar  malabsorp- 
tion secondary  to  protein  intolerance  and  mal- 
absorption .secondary  to  only  lactase  deficiency. 
I'o  eliminate  this  possibility,  prior  to  the  Ament 
or  Powell  challenge  a lactose  tolerance  test  might 
be  performed.  This  is  done  by  fasting  the  infant 
6 hours  and  giving  2 grams/kg  orally  ol  lactose 
in  a 10  or  20%  solution.  Patients  are  theti  moni- 
tored for  the  next  18-24  hours  for  excess  stool ing 
and  the  presence  of  lacto.se  malabsorption  as  de- 
tected by  Clinitest.  4 here  is  no  real  need  to  tlct 
blood  glucose  determinations  as  is  done  dtiring 
a glticose  tolerance  test  as  recetit  reports  fail  to 
show  a coirelation  between  clinical  lactose  in- 
tcjlerance  (such  as  the  development  of  watery 
dianhea  with  >0.5%  reducing  stdtstances  pres- 
ent) and  a rise  in  the  blood  glticose.-*'  4 he  child 
is  :ible  to  resume  formida  feeding  during  the 
olrservation  time  jnovicling  the  formula  does  not 
contain  lactose. 

4 he  prudent  jthysician  will  realize  that  all  of 
these  challenges  iec|uire  hospitalization,  but  none 
of  the  challenges  are  too  complicated  to  be  carried 
out  al  the  community  level. 

The  treatment  first  consists  of  proper  diagnosis. 
Because  a great  niimher  of  children  will  be  in- 
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tolerant  to  both  milk  and  soy  formulas,  many 
pediatric  gastroenterologists  will  place  a child  on 
a more  elemental  diet  pending  the  residts  of  the 
challenge  or  after  an  infant  fails  a challenge. 
These  formnlas  include  Xutramigen,  Pregestimil 
and  Vivonex,  all  of  which  contain  hydrolyzed 
protein  or  amino  acid  mixtures.  Some  very  sensi- 
tive infants  will  react  to  the  small  amount  of  un- 
hydrolyzed  casein  in  Nutramigen,  yet  most  do 
quite  well.  Also  some  infants  are  not  able  to 
tolerate  the  increased  osmolarity  of  Vivonex 
which  is  partly  related  to  the  fact  that  it  is  30 
calories  per  ounce  instead  of  the  usual  20.  Flavor- 
packets  are  available  for  Vivonex  but  should  not 
be  used  because  of  the  introduction  of  additional 
antigens.  Infants  are  left  on  the  formula  until 
over  a year  of  age  when  thought  i-nust  be  given  to 
determine  if  a child  is  again  able  to  tolerate  the 
protein.  The  sarrre  procedure  is  followed  for  a 
rechallenge  except  the  lactose  tolerance  test  is 
not  duplicated.  The  results  of  the  rechallenge  at 
an  age  greater  thair  oire  year  may  not  yield  as 
clear  cut  results  as  the  initial  challeirge.  Care 
rrrust  Ire  given  to  not  challenge  a child  with 
eczema  or  other  severe  allergic  symptonrs  too  soon 
as  their  intolerance  nray  be  more  prolonged  than 
a child  without  systenric  signs  of  allergy. 

Summary 

Milk  intolerance  is  a disease  of  infancy  which 
pr-esents  withiir  the  first  three  irroirths  of  life  arrd 
usually  resolves  by  age  two.  Symptoirrs  include 
diarrhea,  vomiting,  failure  to  thrive,  eczema, 
wheezing,  arrd  rrralnutrition.  Patients  nray  ex- 
hibit  proteiir-losing  enteropathy,  fat  irralabsorp- 
tioir,  sugar  trralabsorjrtion,  aireirria  or  eirtero- 
colitis. 

I.aborator)'  data  iirclude  elevated  white  blood 
courrts  arrd  blood  and  white  cells  in  the  stools. 
Diagrrosis  is  irrade  by  the  irrilk  challenge  after- 
other  etiologies  have  been  excluded  and  patieirts 
are  placed  oir  a iron-airtigenic  fonrrula  until  they 
demorrstrate  the  ability  to  tolerate  the  proteitr. 
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EDITORIAL 


Chemistry  of  the 

Alfred  Kah 

hitman  body  is  a water-tight  bag  oi  cltem- 
icals  with  a few  ridge  jtoles  to  give  it  shape.  The 
discovery  of  new  chemical  reactions  seems  to  par- 
allel the  development  of  more  sophisticated  in- 
vestigative methods.  The  pace  of  new'  chemical 
and  endocrine  discoveries  seems  to  be  accelerat- 
ing— and  for  this  reason,  good  review  articles  are 
of  special  Iielp  to  the  general  medical  jjiiblic. 

Sinding  and  Robinson  have  published  “A  Re- 
view' of  Nenrophysins”  in  Metabolism  (Vol.  26, 
p.  1355,  Dec.  1977).  They  state  that  neurosecretory 
cells  w'ere  discovered  in  the  hypothalamus  50 
years  ago,  and  later  thronghont  neurohypophy- 
seal tract.  Van  Slyke  is  said  to  have  found  a pro- 
tein in  posterior  ])itnitary  that  seemingly  related 
to  this  secretory  activity.  It  was  fractionated  info 
three  parts:  the  oxytocic  factor,  the  pressor  factor, 
and  a seemingly  inert  factor  now'  know'n  as  nenro- 
physin.  Later,  studies  have  show'ii  that  there  are 
at  least  two  nenrophysins,  and  perhaps  there  are 
more.  Nenrophysin  I seems  to  relate  to  the  oxy- 
tocin factor  and  nenrophysin  II  seems  to  relate 
to  the  vasopression  factor.  Sinding  and  Robinson 
feel  that  both  nenrophysins  and  both  the  oxy- 


Nervous  System 

, Jr.,  M.D. 

tocic  and  ihe  vasopiessin  factor  are  made  in  the 
supra  optic  and  paraventricular  nuclei  anti  are 
then  transportetl  to  the  posterior  lobe  of  the 
pituitary  gland.  Nenrophysins  may  also  be  trans- 
jvorted  lo  other  areas  from  tlieir  source  of  origin. 
Neinophysins  have  been  foiintl  in  the  zona  ex- 
terna, the  floor  ol  the  third  ventricle,  etc.  It  is 
possible  that  the  hormones  and  nenrophysins 
from  the  hypothalamus  may  have  a role  in  the 
anterior  pituitary;  corticotrophin  releasing  hor- 
mone may  be  released  or  in  some  way  relate  to 
nenrophysin.  Vasopiessin  is  known  lo  release 
Ad'H.  If  appears  that  the  nenrophysical  cells, 
as  noted  above,  make  a protein;  this  protein  is 
later  sjilit  into  the  active  oxytoxic  or  vasopressin 
hormone  phis  a nenrophysin:  in  short,  the  nenro- 
physin and  a hormone  stem  from  a precnisor  or 
protein:  these  siilistances  are  transported  down 
nerve  axones  to  their  destination  in  the  posterior 
pituitary  and  elsewhere.  The  secretion  of  nenro- 
physin has  been  studied  intensively.  Nicotine 
.seems  to  stimulate  the  release  of  at  least  one 
nenrophysin;  tilting  and  surgical  stress  have  a 
similar  effect.  The  proof  of  the  cause  of  the  re- 


Volume  77,  Number  8 — January,  1981 


333 


Editorial 


lease  of  the  other  neiirophysin  is  still  o]:)en  to 
debate.  Sinding  and  Robinson  state  that  no  major 
biolosfic  function  has  been  found  for  neuro- 
physins:  they  suggest  that  neurophysins  may  be 
carriers  for  the  posterior  pituitary  hormones. 
They  ma)'  be  a fragment  of  a precursor  hormone: 
neurophysin  may  help  liind  posterior  jtituitai'y 
hormones  in  tlie  peripheral  tissues. 

The  question  of  each  mental  disease  reflecting 
different  biologic  and  chemical  patterns  is  being 
studied  intensively.  There  are  many  who  feel 
the  .serious  mental  disorders  are  c Item i cal  dis- 
turbances — rather  than  an  unsatisfactory  envi- 
ronment, failure  of  adaptation,  etc.  Pot  kins, 
Cannon,  Murphy,  and  Wyatt  have  tried  to  de- 
termine if  paranoid  schizophrenics  are  different 
from  other  schizophrenics  (Nezv  E?igla>id  Journal 
of  Medicine,  Vol.  298,  p.  62,  Jan.  12,  1978).  They 
focused  on  monoamine  oxidase  which  is  said  to 
Ite  jtart  of  the  chain  that  degrades  certain  amines 
which  affect  the  behavior  of  humans.  Monoamine 
oxidase  can  be  easily  measured  in  jtlatelets.  Some 
research  indicated  that  there  might  be  more  than 
one  type  of  schizophrenia.  Potkin,  et  al,  did  a 
ju'ospective  study  on  42  patients  with  schizophre- 
nia. All  the  cases  were  chronic  and  almost  all 
had  a gradual  onset.  Other  studies  showed  that 
neuroleptic  drugs  did  not  affect  the  monoamine 
oxidase  in  platelets.  When  tlie  monoamine  oxi- 
dase was  measured,  it  was  found  that  the  mono- 
amine oxidase  of  paranoid  schizophrenics  was 
lower  than  other  schizophrenics;  schizophrenics 
as  a group  had  lower  monoamine  oxidase  than 
normals.  The  authors  also  suggest  that  certain 
normal  people  with  low  monoamine  oxidase  ac- 
tivity may  have  a group  of  traits  similar  to  the 
paranoid  schizoplirenic.  Animal  studies  are  said 
to  indicate  no  change  in  Itehavior  patterns  when 
given  drugs  that  reduce  monoamine  oxidase  but 
the  monoamiue  oxidase  inhibitors  plus  drugs 
that  jnoduce  altnonnal  behavior  induce  belrav- 
ioral  disturbances  and  stereotypy. 

“Corticotropin-like  Peptides  In  Central  Nerves 
and  In  Endocrine  Cells  of  Gut  and  Pancreas"  is 
the  title  of  a preliminary  communication  pult- 
lished  by  L.  I.  Larsson  in  Lancet,  \^ol.  II  for  1977, 
p.  132,  Dec.  24  and  31,  1977.  The  author  states 
that  peptides  with  ACTH-like  activity  are  found 
not  alone  in  the  pituitary  but  also  in  the  brain; 
he  further  relates  that  ACTH  and  the  fractions 
derived  from  it  have  a bearing  on  learning,  mem- 
ory, behavior  — and  they  also  bind  to  brain  opi- 


ates receptors.  The  author  examined  human 
tissue  from  surgical  specimens  and  animal  tissue. 
The  tissues  were  tested  for  ACTH  Ity  an  im- 
munocytochemical  method.  He  found  a “net- 
work of  immunoreactive  nerves”  in  two  hypo- 
thalamic nuclei  and  the  median  eminence.  He 
found  some  activity  in  other  areas  of  the  brain. 
Only  occasional  immunoreactive  fibers  were 
found  in  the  spinal  cord  and  ganglia.  It  is  of 
further  interest  that  similar  reactive  cells  were 
found  in  the  stomach,  duodenum,  and  pancreas. 
Larsson  studies  indicate  that  ACTH  and/or 
ACTH-like  peptides  can  be  found  in  many  areas 
in  the  body.  One  ACTH-like  substance  is  called 
corticotropin-like  intermediate  peptide.  Larsson 
feels  that  the  widespread  presence  of  ACTH  and 
related  peptides  in  various  organs  explains  the 
cushing-like  syntlrome  sometimes  seen  in  tumors, 
of  these  organs. 


THINGS 


TO 

COME 


1981 

MARCH  2-6 

“The  Impact  on  Time  on  the  Diagnosis  and' 
Treatment  of  Cancer:  1936-1981."  .Seventieth 
Annual  Meeting  of  the  Lhiited  States -Canadian 
Division  of  the  International  Academy  of  Pathol- 
ogy. Palmer  House,  Chicago.  For  further  infor- 
mation, contact  Dr.  Nathan  Kaufman,  Secretary- 
Treasurer,  1003  Chafee  .\venue,  Augusta,  Georgia 
30904,  phone  (404)  724-2973. 

MARCH  12-14 

The  University  of  Mississippi  Postgraduate 
Surgical  Forum  VIH.  Sessions  will  be  presented 
on  trauma,  endocrine  and  breast  surgery,  general 
surgery,  vascidar  surgery  and  gastrointestional- 
biliary  surgery.  Holiday  Inn  Downtown,  Jack- 
son,  Mississip})i.  Fee  $22,5.  Advance  registration 
required.  Seventeen  credit  hours  Category  I, 
Physician's  Recognition  Award  of  AMA. 

For  further  information,  contact  Continuing 
Education,  Department  A,  University  of  Missis- 
sippi Metlical  Center,  2500  North  State  Street, 
Jackson,  Mississippi  39216,  phone  (610)  987-4914. 
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Arkansas  Medical  Monthly 
Vol.  1 No.  2 May,  1880  p.  89 

THE  ARKANSAS  STATE  MEDICAL  SOCIETY 

The  above  metlical  society  has  just  closed  its 
Fifth  Annual  Session  in  the  city,  bringing  together 
as  participants  in  its  deliberations  the  largest 
number  of  medical  gentlemen  ever  before  as- 
sembled in  this  state.  The  meeting  rvas  cc^nducted 
with  harmony,  and  its  jn'oceedings  fraught  with 
interest  from  beginning  to  end.  The  committee 
of  arrangements  who  provided  so  handsomely 
for  the  entertainment  of  the  members  are  to  be 
congratidated  upon  the  success  attending  their 
efforts;  and  the  profession  in  general  should  feel 
proud  of  the  occasion  which  has  marked  an  era 
of  such  universal  harmony  in  our  ranks.  We,  as 
a reconstructed  member,  were  pleased  with  the 
hearty  spirit  of  welcome  with  which  we  were 
greeted,  on  joining  our  destiny  with  this  associa- 
tion, and  in  speaking  our  sentiments,  we  but 
duplicate  the  expression  of  all  the  new  members, 
whose  presence  aided  to  swell  this  body  into  its 
august  proportions.  No  matter  now  whether  it 
be  the  return  of  the  prodigal  son,  or  the  old  man 
himself  come  home,  the  family  are  again  united. 


and  the  ‘fatted  calf  has  been  killed  and  eaten, 
and  a new  covenant  is  made. 

From  the  liniversity  of  .\rkansas  for  Medical  SciciKCS  Litfiary, 
History  of  Medicine,  Ar(hi\es  Division. 

* * * # 

Arkansas  Medical  Monthly 
Vol.  1 No.  2 May,  1880  p.  91 
PHYSICIANS  IN  ARKANSAS 

In  Ashley  County,  12;  Baxter,  18;  Bradley,  22; 
Boone,  18;  Benton,  21;  Chicot,  8;  Crittenden,  13; 
Calhoun,  9;  Columbia,  14;  Crawford,  20;  Clay, 
17;  Craighead,  15;  Carroll,  10;  Clark,  31;  Dorsey, 
15;  Desha,  7;  Drew,  23;  Dallas,  13:  Franklin,  31; 
Faulkner,  14;  Fulton,  6;  Grant,  9;  Cfreene,  16; 
Garland,  40;  Hempstead,  35;  Howard,  12;  Hot 
Spring,  15;  Independence,  24;  Izard,  21;  Jackson, 
24;  Johnson,  18;  Lee,  18;  Lincoln,  15;  Lafayette, 
12;  Lonoke,  12;  Little  River,  12;  Lawrence,  12; 
Mississippi,  18;  Marion,  15;  Monroe,  18;  Madi- 
son, 16;  Montgomery,  17:  Miller,  12;  Newton, 
11;  Ouachita,  20;  Prairie,  17:  Perry,  10;  Prdaski, 
65;  Pike,  16;  Phillips,  20;  Poinsett,  7;  Randolph, 
27;  Stone,  13;  Searcy,  12:  Scott,  20;  Saline,  10; 
Union,  25:  Van  Buren,  19;  4Voodrnff,  17;  ^Vhite, 
35.  Total,  1,079. 

Subsecpient  returns  indicate  aljout  1,500  in  the 
entire  state. 

From  the  University  of  Arkansas  for  Medical  Sciences  Library, 
Historv’  of  Medicine,  Archives  Division. 


MEDICINE  IN  THE  NEWS 


THE  MONTH  IN  WASHINGTON 

■Ml  has  not  been  completely  quiet  on  Capitol 
Hill  during  the  election  recess.  During  tlie  six- 
week  interval,  congressional  staffs  have  Iieen  meet- 
ing in  an  effort  to  seek  compromise  solutions  that 
can  be  ^vorked  ont  when  their  law-maker  bosses 
return.  Major  spadework  is  taking  place  on  the 
Health  Manpower  bills  apjiroved  by  the  House 
and  Senate  in  versions  that  differ  widely.  Both 
bills  reduce  capitation  aid  to  medical  schools,  but 


in  different  fashion.  Afemirers  of  the  Senate 
Heahli  and  Human  Resources  and  House  Com- 
merce Committees  would  like  to  send  this  l)ill 
out  of  Congress  this  year  in  order  to  av'oid  taking 
up  the  complicated  issue  in  the  next  Congress. 

Specitlation  on  what  might  be  accomplished 
by  the  ' lame  duck”  session  includes: 

• A try  will  be  made  to  secure  agreement  on 
the  controversial  biomedical  research  legislation 
that  for  the  first  time  gives  Congress  clear  au- 
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thori/ing  po\\er  over  the  National  Institutes  of 
Health. 

® The  Administration's  embattled  Child 
Health  Asstirance  program,  expanding  medicaid 
coverage  for  tlie  jtoor  children  and  pregnant 
tvomen,  will  probably  be  acted  on  early  in  the 
post  election  se.ssion  in  the  Senate.  Anti-abortion 
amendments  threaten  Hotise-Senate  agreement, 
but  there  is  a chance. 

# riie  bill  providing  privacy  protection  for 
patients'  medical  records  in  hospitals  probably 
will  have  to  be  carried  over  into  the  next  session. 

^ ^ ^ 

riie  Stipreme  Cotirt  has  delivered  the  latest 
defeat  to  the  controversial  drtig  laetrile  as  an  anti- 
cancer product  by  refusing  to  interfere  with  a 
lower  court  ruling  that  the  drug  cannot  be 
“grandfathered”  into  general  use  as  a cancer 
treatment. 

The  jtistices  left  standing  a Federal  appeal 
court  ruling  that  laetrile  did  not  qtialify  for  an 
exemption  under  1962  Drttg  Act  Amendments. 

The  high  court  also  left  intact  the  Appeals 
Court  ruling  that  the  privacy  rights  of  cancer  pa- 
tients to  choose  their  treatment  were  not  violated 
by  denial  of  laetrile. 

In  Jtine  1979,  the  Supreme  Court  upheld  the 
Federal  goverument's  authority  to  ban  distribu- 
tion of  laetrile,  reversing  a lower-cotut  decision 
allowing  terminally-ill  cancer  patients  to  obtain 
the  substance. 

Food  and  Drug  ;\dniiuistration  officials  say 
laetrile  has  no  value  as  a cancer  cure,  btit  the  Na- 
tional Cancer  Institute  last  Jtily  began  clinical 
testing  of  it  on  patients,  d he  restilts  are  not  ex- 
pected until  next  year. 

Fwenty-one  states  have  legalized  the  product. 

# # * * 

File  Food  and  Diaig  Administration  has  juo- 
]x)sed  that  a htbel  oti  tampons  warn  women  that 
tampotis  have  been  linked  to  the  toxic  shock 
.sytidrome. 

.Major  manufacttirers  of  tampons  have  indi- 
cated they  will  voluntarily  ptit  warning  labels  on 
their  prodncts.  The  FDA  wants  to  make  the  rule 
mandatory. 

The  FDA  said  all  brands  of  tampons  have  been 
associated  with  the  disease. 

The  projiosed  label  would  say: 

“WARNING:  Tampons  have  been  associated 
with  toxic  shock  syndrome,  a rare  disease  that  can 
be  fatal. 


“You  can  almost  entirely  avoid  the  risk  of 
getting  this  disease  by  not  using  tampons.  You 
can  redtice  the  risk  by  using  tampons  on  and  off 
dtiring  yottr  period. 

“If  you  have  a fever  of  102  degrees  or  more, 
and  vomit  or  get  diarrhea  during  yottr  period, 
remove  the  tampon  at  otice  and  see  a doctor  right 
away. 

# * * * 

President  Carter  has  signed  into  law  legislation 
allowing  the  Veterans  Administration  to  keep 
confidetitial  certain  VA  hospital  peer  review  files 
in  the  face  of  freedom  information  requests  for 
information.  The  provision  was  spon.sored  by 
Sen.  Herman  Talmadge  (D.,  GA)  when  a VA  hos- 
pital, faced  with  such  a request,  argued  that  full 
disclostire  cotild  jeopardize  the  entire  peer  review 
process. 

# # # # 

1 he  Health  and  Human  .Service  Department 
plans  to  fund  demonstration  projects  to  test  the 
effectiveness  of  treating  alcoholism  under  Medi- 
care and  Medicaid  in  residencies  and  otitpatient 
facilities. 

* * ^ # 

1 he  Food  and  Drug  Administration  has  asked 
the  food  indtistry  to  study  the  safety  of  caffeine 
as  an  added  ingredient  in  soft  drinks  and  other 
products.  The  .Agency  has  proposed  that  caffeine- 
free  cola  drinks  still  be  called  “colas.”  Cunent 
regtdations  retpiire  that  caffeine  be  pre.sent  in 
non-artificially  sweetened  drinks  before  they  can 
be  called  colas.  The  Agency  has  said  pregnant 
women  shotdd  avoid,  or  only  tise  sparingly,  coffee, 
tea,  and  other  caffeine-containing  foods  and 
beverages. 

Under  the  recent  jiroposal  caffeine  would  be 
removed  from  the  list  of  substances  which  the 
FD.\  regards  as  “generally  recognized  as  safe.” 
Btit  its  continued  use  as  a food  additive  would  be 
permitted  while  studies  are  underway. 

In  addition  the  food  indtistry’s  continued  use 
of  caffeine  as  an  additive  would  be  conditional 
on  its  funding  of  studies  on  its  impact  on  children 
and  the  tinborn.  The  coffee  and  soft  drink  in- 
dustries have  indicated  they  will  support  such 
sttidies,  the  Agency  said. 

* # * * 

A new  Medicare  payment  method  for  kidney 
dialysis  has  been  proposed  by  the  government. 

Under  the  plan.  Medicare  would  set  national 
rates  in  advance,  according  to  the  type  and  loca- 
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lion  of  the  lacilily,  then  {)ay  <S0  percciiL  of  tliat 
rale.  Facilities  rurnishing  treatments  more  eco- 
nomically than  the  sjjecilicil  rate  conhl  keep  the 
clilterence  between  theii  actual  cost  and  the 
national  rate. 

The  method  wonld  apply  to  ontpatient  dialysis 
in  a hospital  or  Ireestanding  facility,  and  to  pro- 
grams that  train  patients  to  dialyze  themselves  at 
home. 

Medicare,  nndcr  Part  B,  now  pays  80  jjercent 
of  the  average  cost  of  outpatient  treatment  in  a 
a hospital  and  80  percent  of  reasonable  charges 
for  independent  facilities  np  to  a limit  of  $138 
per  treatment,  mdess  an  exception  is  granted. 

“Although  onr  kidney  program  has  been  sne- 
cessftd  in  jjrotecting  renal  disease  patients  against 
the  catastrophic  costs  of  needed  care,  expendi- 
tures have  skyrocketed  from  some  $160  million  in 
1074  to  about  $8.50  million  in  1079,’’  said  Floward 
Newman,  head  of  the  Health  Care  Financing  Ad- 
ministration. “We  feel  that  the  method  of  reim- 
bursement we  are  proposing  would  slow  the  in- 
crease in  costs  by  promoting  more  efficient  and 
cost-effective  delivery  of  services  through  finan- 
cial incentives.” 

# # * # 

The  Health  and  Human  .Services  Department 
has  awarded  $12  million  to  27  states  to  test  new 
systems  for  providing  long  term  health  and  social 
services  to  the  elderly  and  disabled. 

The  awards  are  the  first  under  a new,  five-year, 
$150  million  National  Long  Term  Care  Demon- 
stration Program,  developed  by  HHS  at  the  rec- 
ommendation of  a Task  Force  established  last 
December. 

Twelve  states  received  awards  totaling  $10.4 
million  to  establish  Long  Term  Care  Demonstra- 
tion Projects  in  local  communities  in  which  pub- 
lic and  private  agencies  will  join  together  to  pro- 
vide comprehensive  long  term  services,  tailored 
specifically  to  the  needs  of  the  Individual.  Each 
project  will  asse.ss  the  client’s  needs,  develop  a 
plan  for  care,  arrange  for  delivery  of  the  proper 
mix  of  services  and  follow  up  to  a.ssure  that  the 
services  were  pro\ided  and  were  effective. 

Fifteen  states  received  awards  totaling  $1.5 
million  to  plan  the  best  use  of  their  existing  long 
term  care  resources  on  a statewide  basis. 


PSRO  DESIGNATION 

Idle  Arkansas  PSRO  hits  l eceived  the  following 
notificiition  of  its  designiitioti  as  it  fully  (jualified 
res'iew  organization: 

“A.  S.  Koenig,  M.D.,  President 

Arkatisiis  Foiuulatioti  for  Medical  C:n  c 

P.O.  Box  1512 

220  North  12th  Street 

Fort  Smith,  Arkatisas  72002 

Dear  Dr.  Koenig; 

This  is  to  olficially  notify  you  that  the  Arkan- 
sas Foundiition  for  Medical  Care  has  satisfactorily 
completed  its  conditional  period  of  operations 
anti  is  designated  as  a fully  tpialified  Professional 
Statidards  Review  Organization  (PSRO),  effective 
January  1,  1081.  Fully  designated  PSROs  are  gov- 
erned by  the  same  rules  and  regulatittns  as  condi- 
tiotial  PSROs  with  the  exception  of  the  specific 
])rovisions  of  Title  42  of  the  Code  of  Federal 
Regulatioirs,  Section  462. 1 1 (e)(f). 

I am  pleased  to  recogtiize  the  performance  of 
the  Arkansas  Foundation  for  Medical  Care  in 
this  way  and  offer  you  tny  best  wishes  fttr  your 
continued  successful  performance. 

Sincerely  yours, 

/s/  Edward  L.  Kelly 
Edward  L.  Kelly 
Acting  Director” 

Health  Standards  and  Quality  Bureau 
Health  Care  Financing  Administration 
Department  of  Health  and  1 Inman  Services 
Baltimore,  Mainland  21207 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  ECG  shows  atrial  fibrillation  with 
regularization  of  the  QRS  complexes  at  a rate  of  47  per,/ 
minute.  The  QRS  complexes  are  less  than  0.10  seconds 
in  duration.  This  degree  of  slowing  with  regularization 
of  ventricular  response  in  the  presence  of  atrial  fibrilla- 
tion suggests  the  assumption  of  a junctional  pacemaker 
which  in  turn  suggests  digitalis  excess,  especially  in  this 
patient  with  symptoms  commonly  seen  in  digitalis  intoxi- 
cation. Also,  the  presence  of  QS  complexes  in  Vj-V;*  is 
consistent  with  past  anteroseptal  infarction.  So,  choices 
A,  B,  and  C are  true  while  D is  false. 


Volume  77,  Number  8 — January,  1981 


337 


Medicine  in  the  News 


REPORT  ON  WINTER  MEETING  OF  THE 
ARKANSAS  MEDICAL  SOCIETY 

The  ivinter  meeting  ol  the  Arkansas  Medical 
Socieiv  was  held  November  16,  1980,  at  the  Shera- 
ton Inn.  Fort  Smith. 

The  headquarters  office  at  2M  North  12th 
Street  was  open  from  8:30  a.m.  to  10:30  a.m.  so 
that  members  could  visit  the  Society  (juarters 
while  in  Fort  Smith. 

Committee  meetings  were  held  at  the  Sheraton 
between  8:00  a.m.  and  10:00  a.m.  Holding  meet- 
ings were  the  Committee  on  Medical  Legislation, 
the  Constitutional  Revisions  Committee,  the 
Public  Relations  Committee,  the  Committee  on 
Aging,  the  Traffic  Safety  Committee,  the  Political 
Action  Committee,  and  the  Ad  Floe  Committee 
on  Society  Policy  Statements. 

A business  session  of  the  Council  of  the  Society 
was  held  at  10:00  a.m.  Minutes  of  that  meeting 
follow. 

A program  on  stained  glass  was  presented  at 
10:00  a.m.  Mrs.  Kemal  Kutait  of  Fort  Smith 
served  as  M.C.  for  the  program.  Dr.  Paulo  Du- 
four,  Manager  and  Artist-in-Residence  at  Merry- 
Go-Round  Glass,  presented  the  program  on  pro- 
duction of  stained  glass.  Merry-Go-Round  Glass 
is  owned  by  Dr.  and  Mrs.  Steven  K.  Wilson  of 
Fort  .Smith. 

Kemal  Kutait  of  Fort  Smith,  president  of  the 
State  Society,  presided  at  a luncheon  meeting  for 
all  mendters  of  the  Society  and  Atixiliary.  Harry 
Ward,  Chancellor  of  the  University  of  Arkansas 


Harry  Ward,  Chancellor  of  the  University  of  .Arkansas  for  Medical 
Sciences,  was  speaker  at  the  luncheon  during  the  Society’s  winter 
meeting.  President  Kemal  Kutait  (right)  presided  at  the  luncheon 
meeting. 


for  Medical  Sciences,  spoke  at  the  luncheon.  He 
tliscussed  medical  education,  the  supply  of  ]thy- 
sicians,  and  future  jtlans  for  the  College  of 
Medicine. 

Dm  ing  the  luncheon,  d honias  A.  Bruce,  Dean 
of  the  College  of  Medicine,  received  a phnpie  of 
appreciation  from  the  .American  Pathology  Foun- 
dation. The  presentation  was  made  by  A.  S. 
Koenig,  Jr.,  of  Fort  Smith. 


tames  Wcljer.  Chairman  of  the  Committee  on  Medical  Legislation, 
addressed  the  House  oi  Delegates  on  legislative  propo,sals. 


Thomas  Bruce.  Dean  of  the  University  ot  Arkansas  College  of  Medi- 
cine, received  a plaque  of  appreciation  from  the  American  Pathology 
Poundation.  The  award  was  presented  by  A.  S.  Koenig,  Jr.  Dr. 
Bruce  was  recognized  by  the  Eoundation  for  his  work  in  support  of 
the  preservation  of  the  private  practice  of  pathology. 
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Following  luncheon,  a meeting  ol  the  House 
ol  Delegates  was  hehl  with  Speaker  Amail  Cihudy 
and  \hce  Speaker  Pat  Phillips  presiding.  Minnies 
ol  that  meeting  follow. 

* * * * 

COUNCIL  MINUTES 
November  16,  1980 

Idle  Council  of  the  Arkansas  Medical  Society 
met  at  10:00  a.m.  on  Sunday,  November  16,  at 
the  Sheraton  Inn,  in  Fort  Smith.  Council  mem- 
bers present  were:  Purge,  Smith,  Kutait,  Martin, 
Shuffield,  Duzan,  Osborne,  Crow,  J.  Bell,  P.  Bell, 
Hestir,  Irwin,  Warren,  Duncan,  Mann,  Jones, 
Jouett,  Henry,  ^Villiams,  lally,  Chudy,  Phillips, 
Kolb,  \"erser,  Fowler,  Applegate,  Norton,  Henry, 
and  Koenig.  Others  present  were  George  Mitch- 
ell, Bob  Benafield,  Tom  Bruce,  James  "Weber, 
Milton  Deneke,  Richard  Pearson,  James  Kolb, 
James  Maupin,  John  Guenthner,  Jim  Lytle, 
Harold  Purdy,  Bascom  P.  Raney,  Sam  Koenig, 

I.arry  Lawson,  Wayne  Elliott,  Raymond  Biondo, 
Carl  Wdlliams,  J.  F.  Kelsey,  Mr.  Mitchell,  Mr. 
LaMastus,  C.  C.  Long,  and  Miss  Richmond. 

Chairman  Burge  introduced  Mrs.  Larry  Law- 
son,  Auxiliary  AMA-ERF  Chairman,  who  en- 
couraged members  of  the  Council  to  participate 
in  the  AMA-ERE  Sharing  Card  project. 

^ -J 

The  Council  transacted  business  as  follows: 

1.  Upon  motion  of  Jouett,  approved  actions 
of  the  Executive  Committee  in  meetings  held  on 
September  24th  and  October  3()th. 

2.  Kemal  Kutait,  chairman  of  the  Reorganiza- 
tional  Study  Committee,  presented  a report  from 
his  committee.  LTpon  motion  of  Lilly,  the  Coun- 
cil voted  on  each  recommendation  from  the 
committee. 

Recommendation  No.  1:  The  immediate  past 
president  of  the  Society  be  made  a voting  mem- 
ber of  the  Executive  Committee  of  the  Council. 

By  motion  of  Lilly  and  Warren,  the  recommen- 
dation was  referred  to  the  Constitutional  Re- 
visions Committee. 

Recommendation  No.  2:  Delegates  be  elected 
by  the  county  society  to  serve  for  the  calendar 
year  based  on  the  State  Society  membership  of 
the  component  society  at  the  end  of  the  prior 
year. 

By  motion  of  Jones  and  Warren,  the  recom- 
mendation was  referred  to  the  Constitutional 
Revisions  Committee. 


Recommendation  No.  3:  The  nominating  com- 
mittee lie  selected  as  it  is  now  with  one  member 
from  each  district  selected  by  members  of  the 
House  from  that  district  (hopefully  this  would 
lie  done  at  a councilor  district  meeting  held  prior 
to  the  annual  session)  and  the  members  of  the 
nominating  committee  confirmed  by  the  Hotise 
and  announced  on  the  first  day  of  the  annual 
session.  I'he  nominating  committee  would  be  re- 
(piired  to  submit  its  proposed  slate  ol  officers  of 
one  or  more  nominees  for  each  position  by  Feb- 
ruary 1.  Fhe  report  would  then  be  published  in 
the  convention  issue  ol  the  Society  Journal.  The 
election  process  would  otherwise  be  carried  out 
as  at  present. 

Upon  motion  of  Shuffield,  the  Council  voted 
to  delete  the  words  “as  it  is  now”  in  the  first  sen- 
tence of  the  recommendation. 

llpon  motion  of  Jouett,  the  Council  voted  to 
refer  the  recommendation  as  amended  to  the  Con- 
stitutional Revisions  Committee. 

The  committee  also  reejuested  atithority  from 
the  Council  to  ask  the  Society’s  legal  counsel  to 
meet  with  the  committee  to  explore  the  advis- 
ability of  employment  contracts  for  executives  of 
the  headquarters  staff.  During  the  discussion  of 
this  ret|uest,  the  committee  advised  the  Council 
that  it  asked  for  authorization  because  it  felt 
hourly  charges  for  legal  fees  would  be  involved 
and  that  the  intent  of  the  committee  was  only  to 
explore  the  advisability  of  employment  contracts, 
d'he  committee  would  consider  information  re- 
ceivetl  and  decide  on  whether  or  not  to  make  any 
recommendations  to  the  Council.  Legal  counsel 
advised  that  costs  involved  would  be  covered  by 
the  retainer;  therefore,  no  action  was  taken  by 
the  Council. 

3.  George  Mitchell,  president  of  Arkansas  Blue 
Cross- Blue  Shield,  discussed  medical  care  cost 
and  the  proposed  establishment  of  the  Arkansas 
Commission  on  Health  Care  Cost  Effectiveness. 
Upon  motion  of  Williams,  the  Council  voted  to 
endorse  the  concept  of  the  projiosal  as  presented 
by  Dr.  Mitchell. 

4.  LTpon  motion  of  Lilly,  the  Council  voted  to 
authorize  expenses  for  five  officers  of  the  Society 
to  attend  the  1981  I.eadership  Conference  of  the 
American  Medical  Association.  The  five  physi- 
cians are  in  addition  to  the  president  and  presi- 
dent-elect who  would  automatically  be  authorized 
to  attend  by  earlier  Council  action. 
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5.  Heard  legal  counsel  discuss  a proposal  for 
Association  Professional  Liability  Insurance. 
Upon  motion  of  Kutait,  tlie  Council  agreed  to 
provide  legal  counsel  and  indemnity  to  the  staff 
of  the  Arkansas  Medical  Society  in  the  event  of 
suit  arising  out  of  activities  relevant  to  the  duties 
of  the  staff,  except  for  willful  misconduct.  A de- 
cision on  a policy  providing  liability  insurance 
was  deferred  until  lurther  study  coidd  lie  made 
by  legal  counsel. 

6.  Chairman  Burge  reported  on  the  residts  of 
the  mail  poll  concerning  an  officers’  retreat.  The 
votes  for  holding  the  retreat  did  not  meet  the 
minimum  specified  by  the  Council;  the  retreat 
will  not  be  held. 

7.  'Whlliam  Jones  presented  information  he 
had  compiled  on  the  reseiwe  funds  of  the  Society. 
He  moved  that  the  Council  of  the  Arkansas  Med- 
ical Society  recommend  to  the  House  of  Delegates 
at  its  meeting  on  November  16  that  dues  be  re- 
duced to  SI 75  effective  January  1,  1981.  After  dis- 
cussion, Williams  made  a substitute  motion  di- 
recting the  Budget  Committee  to  thoroughly 
study  the  .Society  reseiwes  and  report  to  the  Coun- 
cil at  its  next  meeting.  Dr.  Williams’  snbstitute 
motion  carried. 

8.  By  motion  of  Jouett,  the  Council  directed 
that  an  oflicial  expression  of  appreciation  be  for- 
w'arded  to  American  Physicians  Insurance  Ex- 
change for  hosting  the  cocktail  party  on  Saturday, 
November  15th. 

The  Council  convened  in  Executive  .Session  to 
consider  the  {proposed  budget  for  1981. 

1.  Mann  moved  acceptance  of  the  proposed 
budget  for  1981.  Jones  made  a substitute  motion 
that  the  1981  proposed  budget  be  taken  up  after 
the  Council  has  considered  the  report  from  the 
Budget  Committee  on  reserves  and  a possible  re- 
duction in  dues.  The  substitute  motion  carried. 

2.  Upon  motion  of  Jones,  the  Council  ap- 
proved implementation  of  the  salary  increases 
proposed  by  the  Budget  Committee  effective  Jan- 
uary 1,  1981. 

3.  Chairman  Burge  announced  that  he  had 
selected  John  Hestir  as  his  appointment  to  the 
Budget  Committee  to  succeed  Ken  Lilly. 

Crow  moved  that  the  Council  rescind  its  previ- 
ous action  prohibiting  Budget  Committee  mem- 
bers from  succeeding  themselves  and  that  Ken 
Lilly  be  reappointed  to  the  Budget  Committee. 
A secret  ballot  was  called  for  on  the  Crow  motion. 
The  motion  lost. 


The  Council  ajtproved  ajjpointment  of  John 
Hestir  to  the  Budget  Committee. 

Upon  motion  of  Shuffield,  the  Council  voted 
to  change  the  terms  of  membership  for  staggered 
terms  on  the  Budget  Committee  to  a calendar- 
year  basis. 

The  meeting  adjourned  at  12:15  p.m. 

John  P.  Burge,  M.D. 

Chairman 

* # # # 

HOUSE  OF  DELEGATES  MINUTES 
November  16,  1980 

The  Hotise  of  Delegates  of  the  Arkansas  Med- 
ical .Society  met  at  2:00  p.m.  on  Sunday,  Novem- 
ber 16,  1980,  in  Eort  Smith  at  the  Sheraton  Inn. 
Speaker  Amail  Chudy  presided,  assisted  by  Vice 
Speaker  W.  P.  Phillips. 

Invocation  was  by  Payton  Kolb. 

Speaker  Chudy  introduced  Mrs.  J.  Larry  Law- 
son,  State  Chairman  of  AMA-ERE.  Mrs.  Lawson 
spoke  on  AMA-ERE  and  urged  members  of  the 
Medical  Society  to  participate  in  the  Sharing  Card 
Project  for  AMA-ERE. 

Roll  call  was  by  the  Executive  Vice  President, 
C.  C.  Long.  Present  and  seated  as  voting  mem- 
bers of  the  House  were:  BAXTER,  John  E. 
Guenthner;  BENTON,  Richard  N.  Pearson; 
CLARK,  Gary  L.  McGrew;  CRAWEORD,  A.  L. 
Travis;  CRITTENDEN,  Milton  Deneke; 
EAULKNER,  Robert  B.  Benafield;  ERANKLIN, 
David  L.  Gilibons;  GARLAND,  Ronald  J.  Brack- 
en; GREENE-CLAY,  Larry  Lawson;  INDE- 
PENDENCE, Jim  Iwtle;  OUACHITA,  Robert 
H.  Nunnally;  POLK,  David  D.  Eried;  POPE, 
James  Kolb,  Jr.;  PULASKI,  Edgar  J.  Easley, 
Charles  W.  Logan,  Robert  E.  .Shannon,  J.  Mayne 
Parker,  Kelsy  J.  Cajilinger,  HI,  John  McCollough 
Smith,  Ruth  C.  Steinkamp,  Harold  D.  Purdy, 
y\rthur  E.  Scpiire,  Jr.,  Warren  M.  Douglas,  Harold 
Hutson,  Thomas  A.  Bruce,  Fred  Kittler,  Ray 
Biondo,  Warren  Boop,  Chalmers  Pool,  Harry 
Ward,  Charles  Crocker  and  Charles  Rodgers; 
SEBASTIAN,  Carl  Williams,  Annette  Landrum, 
Sam  Koenig,  J.  David  Busby,  A.  C.  Bradford, 
McDonald  Poe  and  Morton  Wilson;  WASHING- 
TON, Lee  B.  Parker  and  Brian  Runnels;  YELL, 
James  L.  Maupin;  COUNCILORS  Merrill  J. 
Osborne,  Asa  A.  Crow,  John  E.  Bell,  John  Hestir, 
L.  J.  P.  Bell,  Raymond  Irwin,  John  P.  Burge, 
Donald  L.  Duncan,  R.  Jen7  Mann,  W.  Ray 
Jouett,  William  N.  Jones,  Morriss  M.  Henry, 
Rhys  A.  Williams,  and  Ken  Lilly;  PRESIDENT 
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Iveinal  Kulait;  PRF.SIDEX  1 -ELKCI 1 I’urccll 
Sniiih,  |r.:  EIRS  E \’IC:E  PRESIDEN  E Richard 
Marlin;  SPEAKER  OE  EHE  HOlhSE  Aniail 
Chiuly;  \1CE  SPEAKER  OE  THE  HOUSE  AV. 
P.  Phillips;  SECRE  TARY  Eh  in  Shnliicld;  PAS'E 
PREiSIDEXl’S  Oharlcs  R.  EIcnry,  Joseph  Xorton, 
Ross  Eowler,  A.  S.  Koenig,  Jr.,  ^V.  Payton  Kolb, 
Joe  \’erser  and  Stanley  Ajrplegate. 

\’ice  Speaker  Phillips  introduced  Mr.  Elarry 
Ringlet'  of  the  Oonininnications  Division  of  the 
•Vrkansas  State  Department  of  Health.  Mr. 
Ringlet'  spoke  on  the  Emergeitcy  Radio  Cont- 
tttnnications  Systems. 

\'ice  Speaker  Phillips  called  ott  Jantes  \Veber, 
chairmait  of  the  Committee  ott  Medical  Legisla- 
tion, for  a rejtort  from  his  committee. 

Dr.  ^VTber  reminded  the  members  that  the 
Legislature  conveites  January  12th.  He  an- 
itomtced  that  Mike  Mitchell  and  Ken  LaMastiis 
would  be  at  the  Capitol  full  time  during  the  ses- 
sion of  the  Legislature.  Members  of  the  Legisla- 
tive Committee  will  be  at  the  Capitol  on  Tues- 
day, Wednesday  and  Thursday  mornings.  He  in- 
vited all  members  to  attend  sessions  of  the  legisla- 
tive committees  and  the  General  Assembly.  Dr. 
Weber  asked  that  physicians  accpiaint  themselves 
with  legislative  proposals  and  discuss  the  issues 
with  members  of  the  Legislature  prior  to  the 
opening  of  the  session. 

Dr.  Weber  encouraged  members  of  the  Society 
to  participate  in  the  program  to  j:)rovide  a phy- 
sician at  the  Legislature  during  each  day  of  the 
session.  Memljers  will  receive  a mailing  from  tlie 
Society  office  and  are  urged  to  volunteer  for  a 
day. 

.Some  of  the  legislative  proposals  which  may  l)e 
introduced  were  reviewed  Ijy  Dr.  ^Veber.  1 he 
proposals  are  as  follows; 

1.  A bill  to  prohibit  re([uiring  hospitalization 
for  payment  of  medical  expenses  under  disability 
insurance  policies. 


2.  A bill  rccpiiring  newborn  infants  to  Ite  tested 
to  detect  medical  prolticms  which  cause  irrevers- 
ible damage  if  not  treated  |)romptly.  This  ton- 
ce])t  has  Ijeen  endoi.sed  by  the  .Society. 

.S.  A bill  to  jjermit  doctors,  hospital  officials 
and  others  to  lake  a child  into  pioteclive  custody 
without  paiental  consent  for  Sb  hours. 

■1.  iModilication  of  the  ceriilicate  of  need  leg- 
islation for  the  State  of  ,\ikansas.  Lhis  bill  would 
bring  Arkansas’  law  into  compliance  with  E'ederal 
law.  Some  modifications  of  the  law,  not  reejuired 
by  the  Federal  law,  are  very  undesirable.  One 
section  of  the  proposed  bill  would  grant  power 
to  the  State  Health  Planning  Agency  to  obtain 
almost  any  statistics  and  inlcrmation. 

5.  A bill  pertaining  to  reproductive  health 
monitoring.  This  would  provide  a system  for  in- 
vestigation of  birth  defects  by  a newly-formed 
group. 

6.  Proposals  for  expansion  ol  physician  ex- 
tenders. Legislation  may  be  introduced  to  permit 
physicians’  assistants  and  nurse  practitioners  to 
prescribe  and  dispense  medications.  There  may 
also  be  legislation  to  permit  the  Director  of  the 
Health  De|jartment  to  determine  the  scope  of 
practice  of  nurses  working  for  the  Health 
Department. 

7.  Legislation  to  make  the  director  of  the  .State 
Health  Department  more  responsive  to  the  State 
Board  of  Llealth. 

8.  Legislation  ur  create  new  boards  for  occii- 
paticjnal  licensing. 

Speaker  Chudy  recognized  Joe  Verser,  Secre- 
tary of  the  Arkansas  State  Medical  Board.  Dr. 
Verser  reported  that  the  Board’s  annual  registra- 
tion fee  for  medical  licenses  would  be  increased 
from  §6  to  §15  in  1981. 

I’he  meeting  adjourned  at  3;0f)  p.m. 

Amail  Chudy,  M.  D. 

Speaker  of  the  House  of  Delegates 
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Category  1 

Continuing  Medicai  Education 
Programs  Available  in 
Arkansas 


ADVANCED  CARDIAC  LIFE  SUPPORT 
CERTIFICATION  PROGRAM 

Presented  by  Jay  Holland,  M.D.,  February  20, 
6:00  p.in.  to  10:00  p.rn.;  February  21,  7:30  a.m. 
to  6:00  p.m.;  February  22,  7 :-f5  a.m.  to  6:00  p.rn., 
Jelferson  Hospital,  Pine  P>lnlf.  Registration  fee 
$100.00.  20  hours  Category  I credit,  12  hours 
ACEP,  anil  16  prescribed  hours  AAFP  credit.  Co- 
sponsored by  the  American  Heart  Association, 
AHEC-Pine  Bluff,  and  Department  of  Emergency 
Medical  Sciences,  UAMS. 

TOPICS  IN  CHILD  PSYCHIATRY- 
VULNERABLE  CHILDREN 

Presented  by  John  Peters,  M.  D.,  March  6,  8:00 
a.m.  to  4:30  p.rn.;  March  7 , 9:00  a.m.  to  12:30 
p.rn.,  Arkansas  State  Hospital  Auditorium,  Little 
Rock.  Registration  fee  $75.00.  Nine  and  one-half 
hours  Category  I credit. 


GASTROINTESTINAL  RADIOLOGY 

Presented  by  Wilma  Diner,  Af.D.,  March  7, 
12:00  noon  to  5:30  p.rn.;  March  8,  8:30  a.m.  to 
3:00  p.rn.,  Americana  Inn,  Little  Rock.  Registra- 
tion fee  not  yet  determined.  Ten  and  one-half 
hours  Category  I credit. 

ACUTE  RENAL  FAILURE 

Presented  by  Watson  Arnold,  Af.D.,  March  7 
and  8,  7 :30- 12:30,  Holiday  Inn,  Hot  Springs. 
Registration  fee  and  Category  I credit  hours  not 
yet  determineil. 

SOUTHWEST  ALLERGY  FORUM 

Presented  by  Alartin  Fiser,  AI.D.,  March  22-25, 
■Arlington  Hotel,  Hot  Springs.  No  other  informa- 
tion available  at  this  time. 


RECURRING  EDUCATION  PROGRAMS 

I ’nless  otherwise  indicated,  jnograms  are  for  one  to  one  and  one-lialf  liours  Category  I credit. 

FAYETTEVILLE  — AHEC  - N W 

Medical  Teaching  Cionference,  each  Satnrilay,  7:30  a.m.,  Washington  Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  February  5 and  19,  and  March  5 and  19,  1:00  p.m.,  C.onfercnce  Rootn. 

Pathology  Conference,  Fehniary  17,  3:00  p.m.,  and  March  10,  1:30  p.m..  Conference  Room. 

Mortality  Conference,  February  12  and  ■March  12,  3:00  p.m.,  Conference  Room. 

FORT  SMITH  — AHEC 

Tumor  Conference,  every  Ttiesday,  12:00  noon,  Fotirtli  Floor  Conference  Room,  Sjrarks  Regional  Medical  Center, 

.lONESBORO  — ST.  BERNARD’S  REGIONAL  MEDICAL  CENTER 

Interesting  Cases,  second  and  fourth  Ttiesday,  12:00  noon.  Dietary  Conference  Room.  Sponsored  by  AHEC-NE. 
Tumor  Conference,  third  I nesday,  12:00  noon.  Dietary  Conference  Room,  Sponsored  by  AHEC-NE, 

Medical  Lecture  Series,  each  Friday,  12:00  noon.  Dietary  Co  iference  Room.  Sponsored  by  ■^HEC-NE. 

LITTLE  ROCK— BAPTIST  MEDICAL  CENTER 

Pulmonary  Care  Conference,  each  Tuesday  except  last  Ttiesday  in  March,  12:00  noon  to  1:00  p.m.  Dining  Room  #4. 
Central  .Irkansas  Primary  Care  Conference,  second  Tuesday,  7:00  p.m.  to  9:00  p.m.,  ■4tiilitoritim. 

Cardiopulmonary  Resuscitation  Course,  second  Wednesday,  0:00  p.m.  to  midnight.  Human  Resotircc  Development  Area, 
Six  hotirs  Category  I credit. 

Emergency  Medicine  Conference,  every  other  Wednesday,  12:30  p.m.  to  1:30  p.m..  Conference  Room  #1. 

Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Surgery  Conference,  Febrtiary  12,  19,  20  and  March  13,  19,  20,  8:00  a.m,  to  9:00  a,m,.  Conference  Room  #1. 
Anesthesiology  Conference,  thirtl  Thtirsday,  7:00  a,m,  to  8:00  a.m..  Dining  Rootn  #3. 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  0:00  p.m.  to  7:00  p.m..  Room  E155,  Education  AV’ing. 

Pediatric  Conference,  first  and  third  Monday,  12:30  p.m.  to  1:30  p.m..  Room  E159,  Edtuation  Wing. 

Interhospital  Urology  Grand  Rounds,  first  Ttiesday,  5:30  p.m.  to  0:30  p.m.,  Room  E159,  Education  Wing. 

Peripheral  Vascular  Disease  Conference,  third  Tuesday,  0:00  p.m.  to  7:00  p.m.,  Rootn  E159,  Education  Wing. 

•Vs  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  .Award  of  the  .Aincrican  Medical  Association. 
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Ni‘ui(>l)iilli()l<>"y  C.oiifcrriicr,  iliird  I'licsday,  r);(M)  p.iii.  to  6:00  jj.ni.,  Rf)oin  SlKiO,  1 ,al)oi'aloi y. 

I'lilinoiKirx  Coufcrcucc.  liisl  and  Ihiid  riiiirsday,  12:00  noon  to  I :(M)  |)aii.,  Room  r iaO,  Kdiication  Wing. 

Cardiology  Conlcreiire,  second  and  lonitli  I hinsday,  12:00  noon  to  1:0(1  p.ni..  Room  El;"j.5,  F.dncation  Wing. 

Cleft  Palate  C.oitfereiit  e,  leljiuaiv  18,  12:,‘50  ]).m.  to  I:,"!!)  p.m.,  Room  Kl.aO,  Education  \Ving. 

LITTLE  ROCK —UNIVERSITY  OF  ARKANSAS  F'OR  MEDICAL  SCIENCES 
Internal  Medicine  (irand  Hounds,  each  I iic.sday,  8:00  a.m.  to  9:00  a.m..  Education  I .\tiditoi inm. 

Xeuroradiology  Conference,  each  Wednesday,  4:00  p.m.  to  5:00  p.m.,  I)c[)artment  ol  Radiology  Conference  Room. 
Radiology  Continuing  Education  Lecture  Series,  two  \Vednesdays  each  month,  6:00  p.m.  to  7:30  p.m..  Department  of 
Radiolog)’  Conference  Room. 

Categorical  Course  in  Radiology,  each  weekday  except  Wednesday,  4:15  p.m.  to  5:00  p.m.,  W’edncsday,  5:00  p.m.  to  5:45 
p.m.,  Department  of  Radiology. 

Psychiatry  Grand  Rounds,  each  non  holiday  Thursday,  12:30  p.m.  to  1:30  p.m.,  Child  Study  Center  Anditoriiim. 

PINE  BLUFF  — AHEC-SW 

Obstetrics  and  Gynecology  Conference,  second  Monday,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Family  Practice  Conference,  first,  tliird,  and  fourth  Monday,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Psychiatry  Conference,  each  Tuesday,  12:30  p.m.,  ,\-V  Classroom,  Melville  Library,  AHEC-Pine  Bluff  Bttilding. 
Southeast  Arkansas  Medical  Lecture  Series,  fotirth  W’ednesday,  6:30  p.m.  to  9:00  p.m.,  dinner  meeting  at  local  restaurant. 
Surgical  - Medical  Subspecialty  Conference,  first  4VTdnesday  of  alternate  months,  12:30  p.m.,  Classroom  B,  Jefferson 
Hospital. 

Surgery  Conference,  first  \Vednesday  of  alternate  months,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Internal  Medicine  Conference,  second  and  fourth  Wednesday,  12:30  p.m..  Classroom  B,  (efferson  Hospital. 

Pediatric  Conference,  third  Wednesday,  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Radiology  Conference,  second  Wednesday.  12:30  p.m..  Classroom  B,  Jefferson  Hospital. 

Chest  Conference,  each  Eriday,  12:30  p.m..  Classroom  B.  Jef  erson  Hospital. 


DR.  STEPHEN  K.  BLACKBURN 

A graduate  ol  the  University  of  Arkansas,  Dr. 
.Stephen  K.  Blackbtirn  was  born  in  Jonesboro. 
He  is  a new  inenilrer  of  tire  (ilebnrne  County 
Medical  .Society. 

In  1978,  Dr.  Blackburn  was  graduated  by  the 
Ihiiversity  of  Arkansas  College  of  .Medicine.  After 
an  internship  in  Pensacola,  Florida,  he  retitrned 
to  Arkansas  for  the  jnactice  of  medicine. 

Dr.  Blackburn  has  his  office  for  General  Prac- 
tice at  421  South  7th  in  Heber  Springs. 

DR.  CHRISTINA  M.  JEFFERSON 

Dr.  Christina  Jefferson  is  a new  member  of  the 
Franklin  County  Medical  Society.  She  was  born 


in  Northhampton,  .Massachusetts. 

Dr.  Jefferson’s  pre-med  education  was  at  the 
Ibiiversity  of  Arkansas.  In  1974,  she  was  granted 
her  medical  degree  bv  the  Ihiiversitv  of  Arkansas 
College  of  Metlicine. 

Fnjm  1972  to  1979,  Dr.  Jelferson  served  with 
tlie  Ihiited  States  .\rmy.  While  in  the  .\rmy,  she 
served  a Straight  .Medicine  internship  and  In- 
ternal Medicine  residency  at  4Villiam  Beaumont 
.\nny  .Medical  Center.  F'rom  October  1979  to 
January  1980,  she  was  medical  director  ;it  Frank- 
furt Voutli  Health  Center. 

Dr.  Jeflerstm  is  board  certified  in  Internal 
Medicine.  She  now  practices  with  O/ark  Special- 
ties Clinic,  P..\.,  at  317  West  Commercial  in 
Ozark. 

DR.  HON  KEI  POON 

native  of  Hong  Kong,  Dr.  Hon  Kei  Poon  is 
a new  member  of  the  Jackson  County  Medical 
Society. 

.\fter  receiving  his  medical  degree  from  the 
National  Defense  Medical  Cienter  in  T aipei,  T'ai- 
wan,  in  1972,  Dr.  Poon  served  an  internship  and 
resiliency  at  St.  Joseph  Flosjiital  in  Baltimore, 
.Maryland. 
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Dr.  Poon  specializes  in  General  Practice  and 
Genet al  Surgery.  His  office  is  located  at  1006 
McLain  Street  in  Newport. 

DR.  ATIYA  N.  WAHEED 

Dr.  .\tiya  N.  Waheed,  a new  member  of  the  Jef- 
ferson County  Medical  Society,  is  a native  of 
Hyderaltad  A.P.  India. 

Dr.  VVhiheed  attained  her  pre-med  education  at 
Osmania  University  Hyderabad  A.P.  in  19.59  and 
her  medical  degree  at  Gandhi  Medical  College, 
Osmania  LJniversity,  Hyderabad  in  1964.  She 
served  an  internship.  General  Practice  residency 
and  Patliology  residency  at  the  Norw'egian  Ameri- 
can Hospital. 

From  1974  to  1980,  Dr.  Waheed  practiced  with 
the  Chicago  Board  of  Health. 


.\  board  certified  Family  Physician,  Dr.  4Vaheecl 
has  her  office  at  1608  West  42ncl  Street  in  Pine 
Blnff. 

* * # -* 

COURTESY  MEMBERS 

1 he  Jefferson  County  Medical  Society  has  two 
new  courtesy  members: 

DR.  DAVID  C.  JACKS 

Dr.  David  Jacks,  a graduate  of  the  LIniversity 
of  .Arkansas  College  of  Medicine,  is  an  Urologist 
Resident  at  the  same  institution. 

DR.  VIMLA  MEHTA 

Dr.  Vimla  Mehta  was  graduated  by  King 
George  Medical  College,  Pakistan,  in  1968.  She 
is  a Family  Medicine  resident  with  the  AHEC 
program  in  Pine  Bluff. 


PERSONAL 


BOONEVILLE  SOCCER 

Dr.  Younis  Asad  of  Booneville  has  formed  a 
soccer  team  for  area  youngsters.  Dr.  Asad  is  teach- 
ing the  fundamentals  of  the  sport  and  is  attemjjt- 
ing  to  form  a Booneville  Soccer  (4nb. 

PHOTO  EXHIBIT 

4hirty-five  ])hotographs  of  landscapes,  archi- 
tecture and  wildlife  by  Fort  Smith  Cardiologist 
Dr.  Taylor  Prewdtt  were  on  display  at  West-Ark 
Community  College  in  Fort  Smith  during  the 
month  ol  November. 

CITIZEN  OF  THE  YEAR 

Dr.  E.  C.  Fields  of  Marianna  was  named  “Citi- 
zen of  the  Year”  at  the  annual  meeting  of  the 
Marianna-Lee  County  Chamber  of  Commerce. 

HOSPITAL  TRUSTEE 

Dr.  C.  Dudley  Rodgers  of  Little  Rock  was  re- 
cently elected  to  the  Board  of  Trustees  of  Doctors 
Hospital. 

MEDICAL  ENDOWMENTS 

The  Department  of  Psychiatry  and  Behavioral 
Sciences  at  the  University  of  Arkansas  for  Medical 
Sciences  has  received  two  recent  endowments. 
Income  from  a $1.5  million  endowment  by  Marie 


AND  NEWS  ITEMS 


Wilson  Howells  will  be  used  primarily  for  re- 
search development  within  the  department.  An 
endowment  from  the  Arkansas  Working  Wom- 
en’s Home  and  Day  Nursery  established  a 
WOHD.AN  Chair  in  Child  Psychiati^.  Dr.  John 
E.  Peters,  former  Professor  and  Head  of  the  Di- 
vision of  Child  Psychiatry,  has  been  named  the 
first  WOHD.AN  Professor  of  Psychiatry  and  Be- 
havioral Sciences. 

UROLOGICAL  PRESIDENT 

A Little  Rock  physician,  Dr.  Ralph  A.  Downs, 
tvas  recently  elected  president  of  the  South  Cen- 
tral Section  of  the  American  Urolgical  Association. 

MEDICAL  MISSIONARY 

Dr.  R.  Teryl  Brooks  of  Pine  Bluff  recently 
spent  four  weeks  in  Jeon  Ju,  Korea,  demonstrat- 
ing and  lecturing  on  technicpies  of  urology  in 
clinics  and  the  operating  room. 

CEDARSTONE  APPOINTMENT 

Dr.  Charles  S.  Betts  of  North  Little  Rock  has 
been  elected  as  director  of  research  and  education, 
a newly  created  position,  for  Cedarstone  Psychi- 
atric Institute. 
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FORT  SMITH  PHYSICIANS  HONORED 

The  Tort  Smiiii  AHEC  held  a faculty  apprecia- 
tion banquet  in  November.  Dr.  Jerry  Stewart  of 
Fort  Smith,  supervi.sor  in  the  area  of  I’ulmonary 
Medicine,  received  the  1)0(1  (Doctors  Ought  to 
(late)  .\ward.  The  award  gives  recognition  to  the 
physician  who  manifests  those  personal  ami  pro- 
fessional attributes  which  most  neatly  ajjproach 
the  itleal  physician. 

The  Black  Bag  .\ward  went  to  Dr.  Merle  Mc- 
Clain, whose  primary  area  of  instruction  was  gen- 
eral pediatrics  and  care  of  critical  newborns,  d’his 
award  was  given  for  significant  contribution  to 
clinical  instruction  and  patient  care. 

rite  Good  Samaritan  Award  was  presented  to 
Dr.  David  Hamblin,  Urology  supervisor.  Dr. 
Hamblin  received  the  award  because  of  his  sup- 
port of  Family  Practice  as  a specialty. 

Know  Thyself  Atvard  was  given  to  Dr.  Larry 
Hyde,  attending  physician  in  Obstetrics.  This 
award  was  given  for  recognition  of  Dr.  Hyde’s 
efforts  to  promote  the  ethical  and  moral  develop- 
ment of  residents  in  non-medically  related  areas. 
PHYSICIAN  SPEAKS 

During  a meeting  of  the  Sotithwest  Arkansas 
^fedical  Society  Auxiliary,  Dr.  Arlis  Foe  gave  a 
slide  presentation  on  different  skin  disorders. 

DR.  WESTBROOK  ^ 

Dr.  Kent  C.  W'estbrook  of  l.ittle  Rock  has  been 
elected  president  of  the  Arkansas  Division  of  the 
American  Cancer  Society. 

RECEPTION 

A welcoming  reception  was  held  for  Dr.  and 
Mrs.  Kelly  Miles  at  the  Calhoun  (jounty  Hospital 
in  Hampton.  Dr.  Miles  has  recently  begun  prac- 
tice in  Hampton. 

AMERICAN  ACADEMY  OF 
FAMILY  PHYSICIANS 

File  following  physicians  were  named  Fellows 
of  the  A.A.F.P.  at  its  recent  meeting  in  New 
Orleans:  Dr.  Rex  W.  Ross,  Conway;  Dr.  Phillip 
F.  White,  Afurfreesboro;  Dr.  Ronald  R.  Reese, 
Harrison;  Dr.  George  AfeCrary,  Jacksonville;  Drs. 
John  R.  Williams  and  Robert  D.  Fawrence, 
Jonesboro;  Dr.  Daniel  C.  Dillard,  Fittle  Rock; 
Dr.  I,eslie  F.  Anderson,  Fonoke;  Dr.  Russell  W. 
Cobb,  Alalvern;  Dr.  Harold  F.  Wilson,  Afonti- 
cello;  Dr.  W^ayne  Enns,  Paris;  and  Dr.  James  1’. 
Russell,  Prescott. 

Dr.  David  F.  .Stewart  of  Benton  and  Dr.  R.  S. 
Venable  of  Fittle  Rock  w'ere  named  Diplomates 
of  the  American  Board  of  Family  Practice  after 


passing  tlie  certification  examination.  Drs.  John 
Delamoie  and  Don  Howard  of  Fordyce  were  both 
recertified  as  diplomates  of  the  .American  Boaicl 
of  Family  Physicians. 

CANCER  CONFERENCE 

Boone  County  Hospital  recently  hosted  a colon 
cancer  coiderence.  Dr.  Jean  Gladden  of  Harrison 
was  program  chairman.  Among  the  speakers  lor 
the  program  w'ere  Fittle  Rock  physicians  Dr.  W. 
Ducote  Haynes  (radiologist).  Dr.  Jack  Sternberg 
(oncologist),  and  Dr.  Nicholas  Fang  (surgeon). 
SURGEON  INITIATES 

1 he  American  College  of  Surgeons  has  an- 
nounced that  Arkansas  physicians  admitted  to 
Fellowship  during  the  Clinical  Congress  in  .At- 
lanta are:  Dr.  Robert  W.  Aspell  and  Edwin  F. 
Harper  of  Hot  Springs;  Drs.  Troy  F.  Barnett, 
Clifton  F.  Parnell,  ffl,  John  D.  Pike,  Albert  R. 
Thompson,  John  B.  AVTiss  and  Ronald  N.  Wil- 
liams of  Fittle  Rock;  Drs.  W.  John  Giller,  Jr.,  and 
Aloises  A.  Afenendez  of  El  Dorado;  Dr.  Robert 
R.  Gidlett,  Jr.,  caf  Pine  Blulf;  Drs.  Charles  .A.  Fed- 
better  and  Don  R.  AMwell  of  Harrison;  and  Dr. 
N.  E.  Strickland  of  Bate.sville. 

PILOT  CLUB  SPEAKER 

Dr.  Berry  F.  Afoore  of  El  Dorado  spoke  about 
his  w'ork  with  the  San  Bias  Indians  and  his  work 
with  the  .AHEC  program  during  a meeting  of  the 
area  Pilot  Club. 

NEUROLOGICAL  SERVICES 

Afembers  of  the  Neurological  Surgery  .As,soci- 
ates,  P..A.,  in  Fittle  Rock  have  been  doing  con- 
sultation and  referral  work  in  Hot  Springs  to 
provide  continuity  of  neurological  service  since 
the  sudden  death  of  Dr.  Sm  inder  Gupt;i.  1 his 
service  will  be  continueil  until  atiother  tieuro- 
surgeoti  begitis  practice  iti  Hot  Spritigs.  Alembcrs 
of  the  Fittle  Rock  firtn  are:  Drs.  John  H.  .Ada- 
metz,  Robert  D.  Dickitis,  Jr.,  Wilbtir  Af.  (files, 
Ray  Jouett,  David  F.  Redittg  and  Rotiald  N. 
AVilliams. 

DOCTOR  OF  THE  YEAR 

Dr.  D.  B.  Stoitgh,  Iff,  of  flot  Sprittgs  was  pre- 
sented a “Doctor  of  the  A'eat”  award  by  the  Gar- 
land Coittity  Afedical  .Assistatits  Society  at  its 
tw^elfth  atmual  “Bosses  Night"  bantptet. 

SPEAKER  CHALLENGES 

Dr.  Statiley  Teeter  of  Russellville  spoke  at  a 
Supervisors  Trainitig  Progratn  oti  a regitlar  ex- 
ercise program  ditritig  w’hich  he  challetiged  the 
participants  to  begin  a regular  exerci.se  progratn 
for  themselves  atid  their  employees. 
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B I T U A R Y 

DR.  SURINDER  N.  GUPTA 

Dr.  Surinder  N.  Gupta  of  Hot  Springs  died 
November  1-f,  1980.  He  was  born  July  30,  1938, 
in  India.  Dr.  Gupta  was  a graduate  of  Punjab 
University,  India. 

In  1967,  Dr.  Gupta  immigrated  to  the  United 
States.  After  doing  postgraduate  work  in  Neuro- 
surgery at  Cleveland  Clinic,  Ohio,  and  the  Uni- 
versity of  Arkansas  College  of  Medicine,  he  began 
practice  in  Hot  Springs  in  1973.  Dr.  Gupta  be- 
came a diplomate  of  the  American  Board  of 
Neurological  Surgery  in  1976  and  was  a member 
of  the  Congress  of  Neurological  Surgeons,  Inter- 
national Congress  of  Netirological  Surgeons  and 
the  American  Association  of  Neurological 
Surgeons. 

Dr.  Gupta  is  survived  by  his  wife,  Urmil,  one 
son  and  two  daughters. 


DR.  HARRY  DAVID  BRYAN 

Dr.  Harry  D.  Bryan  of  Benton  died  December 
13,  1980.  He  was  bom  June  2,  1933,  in  Fort 
Smith. 

Dr.  Bryan  received  his  pre-med  education  at 
the  University  of  Arkansas  and  was  granted  his 
medical  degree  by  Tulane  University  School  of 
Medicine,  New  Orleans,  in  1958.  After  doing  his 
internship  at  Good  Samaritan  Hospital  in  Phoe- 
nix, Arizona,  Dr.  Bryan  served  with  the  United 
States  Public  Health  Service  at  Indian  Hospital 
in  Winterhaven,  California.  From  1961  to  1963, 
he  served  a residency  at  the  University  of  Arkan- 
sas College  of  Medicine. 

From  1963  to  1977,  Dr.  Bryan  was  associated 
with  Yuma  Regional  Medical  Center  Hospital  in 
Arizona.  While  in  Arizona,  Dr.  Bryan  was  an 
associate  professor  with  the  Arizona  Medical 
School  in  Tucson.  Before  Dr.  Bryan’s  retirement 
in  1979,  he  practiced  with  the  Veterans  Hospital 
in  Little  Rock  and  was  an  associate  professor  with 
the  University  of  Arkansas  Medical  Sciences  Hos- 
pital. He  was  certified  by  the  American  Board 
of  Anesthesiology  in  1966. 

Dr.  Bryan  is  survived  by  his  wife,  Mrs.  Mar- 
guerite Bryan,  and  two  sons. 
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Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium" (diazepam 'Roohe)  has  impor- 
tant olinical  and  pharmaoological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
'ives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping, 
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tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  ad|uncliveiy  in  skeletal  muscle  spasm 
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The  effectiveness  of  Valium  (diazepam.  Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
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sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
ad|unctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and-'or  seventy  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use.  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy: 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  It  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines  narcotics,  barbiturates  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed  or  with  latent  de- 
pression. or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion  diplopia 
hypotension,  changes  in  libido,  nausea,  fatigue 
depression,  dysarthria  jaundice,  skin  rash, 
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changes  in  salivation,  slurred  speech  tremor 
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cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice  periodic  blood  counts  and 
Itver  function  tests  advisable  during  long-term 
therapy 
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ANATOMY  IN  ARKANSAS'  MEDICAL  COLLEGE 

1879-1979 

The  History  of  a Department 
Part  III  of  IV  Parts 


"To  Whom " 

Horace  N.  Marvin,  Ph.D.* 


Medical  Students 

J^uring  the  one  hundred  years  between  the 
fall  of  1879  and  the  spring  of  1979,  one  hundred 
and  one  academic  sessions  were  held,  and  7,018 
beginning  students  enrolled  for  whatever  courses 
in  Anatomy  were  taught.  There  were  101  sessions 
in  100  years  because  of  the  accelerated  program 
during  World  War  II  when  three  academic  ses- 
sions were  completed  in  two  calendar  years.  Of 
these  7,018  students,  4,741  had  received  their  de- 
grees by  the  end  of  the  centennuim,  1979  (Figure 
29).  It  is  a reasonable  expectation  that  under- 
graduate enrollees  during  the  1978-79  academic 
year  will  produce  another  390  degrees  in  the  sub- 
sequent three  years.  Comparing  the  total  of  5,131 
successful  students  with  7,018  entering  freshmen, 
a centennial  attrition  rate  of  27%  appears  to  be 
a staggering  loss.  Reference  to  Figure  30  tells  us 
that  the  attrition  rate  during  about  the  first  forty 
years  was  very  large,  being  essentially  100%  in 
one  year  and  averaging  about  50%  for  the  period. 
For  this  same  period  the  only  admission  require- 
ment was  a high  school  diploma.  Between  1910 
and  1919  the  requirement  was  raised  incremen- 
tally to  two  years  of  college^  and  the  attrition 
rate  dropped  to,  and  stabilized  at,  about  20%.  A 
commonly  recurring  story  relates  to  those  days 
when  academic  surv'ival  was  difficult.  Allegedly 
the  freshman  professor  told  the  new  class  “Shake 
hands  with  the  person  on  your  right,  and  again 

•Professor  of  Anatomy.  The  University  of  .■Arkansas  for  Medical 
Sciences,  Little  Rock,  .'\rkansas. 


with  the  person  on  your  left.  At  the  end  of  the 
semester,  one  of  you  won't  be  here.”  Certainly 
the  decisions  to  increase  the  premedical  require- 
ments were  made  l)y  the  meilical  school’s  admin- 
istration. Yet  it  is  safe  to  say  that  the  Flexner 
Report  and  the  accreditation  retjuirements  of  the 
Association  of  American  Medical  Colleges  were 
potent,  motivating  forces  in  these  decisions.  As 
pointed  out  previously,'*  with  every  incremental 
increase  in  academic  reejuirements  for  admission, 
there  has  been  a corresponding  decrement  in  at- 


600-. 


Figure  29. 

Histograms  relating  enrolled  first  year  students  and  the  total  en- 
rollment in  all  tour  years.  The  symbol,  A.C.,  refers  to  classes  in 
the  accelerated  program  during  World  War  II.  The  more  nearly 
the  first  year  enrollment  equals  one-fourth  of  total  enrollment,  the 
less  the  attrition  rate. 
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trition  rale.  Attrition  during  the  last  ten  years 
has  decreased  to  the  point  that  it  is  more  the  re- 
sult of  social,  psychological  or  physical  factors 
than  the  results  of  inadecjuate  academic  capabil- 
ity (Figure  30). 

Between  1879  and  1940,  students  who  met  the 
academic  entrance  requirements  in  force  at  the 
time  were  admitted  without  reference  to  residency 
status  (Figure  31).  As  a proprietary  school  de- 
pendent upon  student  fees,  it  was  imjaortant  to 
enroll  as  many  students  as  possible,  up  to  the 
capacity  of  the  classrooms.  Additionally  the 
larger  tuition  charged  non-residents  was  substan- 
tial. Any  jireference  given  residents  was  not  le- 
gally directed,  but  rather  was  by  policy  estab- 
lished by  the  administration  from  appropriate 
concern  for  the  people  whose  taxes  made  the 
school  viable.  This  effort  was  circumvented  for 
a time  and  to  a .small  degree  by  a lady  residing 
near  the  McAlmont  medical  school.  It  .seems  she 
would  adopt  an  occasional  non-resident  legally 
for  reasons  or  amounts  best  known  to  her,  and 
thus  make  the  individual  eligible  for  considera- 
tion as  a resident. During  World  War  II  the 
military,  both  Army  and  Navy,  assigned  students 
to  all  medical  schools,  including  ours,  and  many 
of  these  V-12  and  A.STP  students  were  non-resi- 
dents; nearly  one-half  of  the  class  in  1945.  After 
the  close  of  the  war  those  non-residents  who  were 
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Academic  Years  a c 

Figure  31 . 

Graphic  representation  of  the  number  of  Blacks,  women,  and  non- 
resident students  enrolled  in  the  individual  first  year  classes.  The 
symbol,  A.C.,  refers  to  classes  in  the  accelerated  program  during 
World  War  IT. 

enrolled  at  the  time  continued  until  graduation. 
The  Arkansas  General  Assembly  was  aware  of 
this,  and  in  1949  enacted  legislation  which  with- 
out mentioning  non-residents,  effectively  resulted 
in  enrollment  of  only  Arkansas  residents  until 
1967.  That  year  a new  law  became  effective 
which,  while  protecting  qualified  Arkansas  ap- 
plicants, did  permit  the  admission  of  a few  non- 
residents when  necessary  to  fill  the  cla,ss  with  well- 
qualified  siudents.  Now  for  the  last  seven  years, 
only  bona  fide  legal  residents  have  composed  the 
first  year  classes. 

In  regard  to  women  in  the  first  year  classes,  Ar- 
kansas accepted  the  first  female  applicant  for  the 
1893-94  academic  year.  From  then  until  1930 
some,  but  not  all,  of  the  classes  included  one 
to  three  women  (Figure  31).  During  the  period 
1930  to  1970,  most  of  the  classes  included  about 
five  women,  with  1945  being  an  exception.  Dur- 
ing that  war  year  eleven  women  entered  medical 
school,  selected  from  17  applicants;  a 65%  ac- 
ceptance rate  equal  to  that  for  men  that  year. 
Since  1970  the  numbers  of  women  in  the  first 
year  classes  have  increased  substantially.  This  is 
largely  the  result  of  increasing  numbers  of  female 
applicants,  not  the  result  of  a bias  or  special  effort 
on  the  part  of  the  Admissions  Committee.  This 
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was  true  when  re\  ietved  in  1971, and  again  in 
19799-  The  presence  ol  these  young  ladies  in  the 
Ireslnnan  class  ilitl  not  pass  unnoticed  hv  the  male 
students,  nor  by  the  iacnlty  for  that  matter.  The 
prolessor  of  Histology  had  the  habit  of  taking  a 
lineti  totv’el  Irom  a drawer  in  the  lecture  table  at 
the  conclnsioti  ol  the  lecture.  Giving  it  a good 
snap  to  nnlold  it,  he  wonld  then  wij)e  the  chalk 
tlnst  from  his  hands.  One  day  an  item  of  female 
thoracic  attire  hidden  in  the  drawer  was  picked 
np  by  the  professor  and  shaken  before  the  class  in 
his  nsnal  fashion.  Despite  the  laughter,  and  with 
forced  traiKjiiility,  he  remarked,  "Considering 
the  generous  measurements,  this  must  have  been 
contributed  by  one  of  the  two  female  members 
of  this  class.”  Many  of  the  women  married  while 
in  metlical  school,  but  it  is  interesting  that  none 
of  the  marriages  occurred  during  the  first  year. 
Second  and  third  year  female  stiulents  married 
with  equal  frequency,  but  most  marriages  were 
in  the  fourth  year  class.  The  statistics  are  ac- 
curate for  women  because  name  changes  were  re- 
corded, but  the  marital  proclivities  of  the  men 
are  not  a matter  of  record. 

The  medical  school  was  the  first  traditionally 
southern  medical  school  to  admit  a Black  with- 
out a court  order.  The  administration  of  the 
medical  school  took  the  initiative,  in  1948,  which 
was  truly  remarkable  when  one  considers  the  long 
tradition  to  the  contrary.  But  more  important  to 
this  paper  is  the  impact  of  Blacks  among  other 
students  from  traditionally  southern  white  fami- 
lies. Initially  separate  eating  arrangements  and 
lavatory  facilities  were  provided,  but  this  soon 
disappeared.  Extemporaneous  touch  football 
games  played  on  the  lawn  in  front  of  the  Mc- 
Ahnont  school  included  Blacks,  arm  in  arm  in  the 
huddle:  a purely  student  decision.  .Student  dances 
were  not  well  attentled  by  Black  students,  but 
some  Blacks  did  go  with  their  dates  and  without 
obvious  incident  or  subtle  dissuasion.  Exchang- 
ing dancing  partners  between  white  and  black 
couples  did  not  occur  for  some  time,  yet  even  that 
barrier  fell  in  more  recent  times,  but  not  fre- 
quently. The  number  of  Blacks  admitted  to  the 
first  year  classes  varied  from  none  to  three  from 
1948  until  1976  (Eigure  31).  At  that  time  the  Of- 
fice of  Minority  Affairs  W'as  established,  and  sev- 
eral important  objectives  were  accomplished. 
More  college  level  Blacks  learned  that  admission 
•of  qualified  applicants  was  a fact,  not  just  w'ords. 
Black  students  interested  in  medical  school  were 


convinced  that  funds  to  finance  their  medical  edu- 
cation w'cre  as  obtainable  by  them  as  by  whites. 
El  torts  were  made  to  counsel  and  facilitate  the 
individuals  through  the  application  process. 
And  lastly,  continuing  efforts  w’ere  made  to  pre- 
paie  them  belore,  and  assist  them  during,  the  first 
year  of  adaptation  to  the  educational  exjjeriences 
ol  medical  .school.  Black  students  seem  to  have 
more  difficulty  wdth  the  new,  greater  demands  of 
medical  school  as  evidenced  by  a greater  attrition 
rate.  .Special  assistance  being  offered  during  the 
first  year  to  all  students  should  ease  the  transi- 
tion. I’he  residts  of  these  efforts  are  encouraging, 
and  the  experience  gained  should  lead  to  an  in- 
creasingly effective  program. 

Describing  the  student  body  of  the  early  years 
is  impossible,  of  course,  without  having  been  a 
direct  observer,  yet  indirectly  some  picture  can 
be  obtained.  For  example,  quoting  from  the 
Second  Annual  Announcement  of  the  Medical 
Department,!-'*  “The  Class  (of  1879-80)  was  largely 
composed  ol  students  who  had  already  been  en- 
gaged in  the  practice  of  medicine,  some  for  sev- 
eral years,  and  wdio,  but  lor  the  establishment  of 
a Afedical  College  at  home,  would,  in  all  prob- 
ability, never  have  been  stimulated  to  acquire  a 
practical  knowledge  of  even  the  fundamental 
principles  of  medicine,  but  pursued  the  practice, 
as  has  been  the  custom  heretofore,  regardless  of 
consequences.”  An  analysis  of  class  rosters  for  the 
early  years  showed  that  students  commonly  en- 
rolled lor  one  session  at  a time,  ofteti  with  one  to 
several  years  betw^een  the  annual  enrollments.  As 
a proprietary  school,  and  therefore  a business 
venture,  prompt  payment  of  fees  w'as  a stringent 
retjuirenient,  in  "legal  money”  and  no  “promis- 
sory notes”  were  acceptable.  Despite  the  fact  that 
the  academic  year  w-as  only  five  months,  allowing 
seven  months  for  gainlul  employment,  many  stu- 
dents would  use  these  “leaves  of  absence”  to  re- 
lurbish  their  financial  resources.  The  school 
recognized  the  general  financial  limitations  of  its 
students,  and  that  many  of  them  derived  their 
nionies  from  the  sale  of  crops.  To  this  end  the 
opening  of  the  1890-91  fall  term  was  deferred 
from  the  first  week  in  October  until  the  first  week 
in  November  because  " . . . . many  of  its  staunch- 
est friends  and  siq)porters  from  different  por- 
tions of  the  .State,  have,  from  time  to  time,  ex- 
pressed themselves  favoiable  to  a later  period  for 
the  commencement  of  the  Cour.se  of  Lectures,  as 
possibly  affording  the  greater  convenience  to  the 
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various  students  in  the  State  ....  This  flex- 
ible attitude  toward  schedules  and  attendance  on 
the  part  of  students  and  faculty  alike  continued 
until  the  three-year  graded  system  was  instituted 
in  1892.  During  the  few  years  following  the 
“Panic  of  1893,”  enrollment  in  the  freshman  class 
declined,  but  there  seemed  to  be  no  change  in  the 
number  of  students  leaving  school.  A comjilexity 
of  difficulties*’’  affected  the  medical  school,  espe- 
cially a lack  of  legislative  support.  Improved 
physical  facilities  for  first  year  students  at  the 
First  State  Capital  did  not  halt  the  decline  in 
enrollments  which  reached  a nadir  in  1916  when 
only  four  students  registered  in  the  first  year 
class.  A few  years  later,  the  clinical  two  years 
were  disaccredited,  and  although  this  did  not 
affect  first  year  students  directly,  it  did  reduce 
the  total  student  population,  ami  hence  environ- 
ment, to  an  all  time  low  total  of  nine.  Subse- 
quently the  classes  increased  in  size  continually. 
Gradually  as  transportation  eroded  the  urban/ 
rural  distinction,  the  nature  of  the  classes  changed; 
sophistication  broadened  and  the  quality  of  the 
educational  background  improved.  Whatever 
the  students’  esprit  de  corps  was  earlier,  the  stu- 
dents in  the  early  40’s  had  a camaraderie,  self- 
reliance,  and  realistic  approach  to  their  situation. 
At  the  McAlmont  Street  school,  a group  of  stu- 
dents gathered  in  the  lecture  room  to  await  their 
individual  turns  to  demonstrate  their  practical 
knowledge  of  the  cadaver  to  Dr.  Jeff  Banks.  Coke 
bottles  with  differing  amounts  of  emptiness  were 
tapped  with  a dissecting  probe,  and  thus  Tommy 
Tyndall’s  Ileotibial  Band  came  into  existence.^'* 
Similarly  students  sitting  on  the  steps  between 
the  fifth  and  fourth  floors  between  classes, 
launched  into  close  hannony  with  both  tradi- 
tional and  not  so  socially  acceptable  lyrics.  Dur- 
ing the  intermissions  of  the  periodic  student 
dances,  old  favorites  were  sung  by  students  and 
faculty  as  best  they  could  at  that  stage  of  the  eve- 
ning. With  first  year  classes  of  80-90  students, 
everyone  knew  everyone  else,  as  did  the  faculty. 
With  the  move  to  the  new  medical  center  in  19.56- 
57,  mudi  of  this  inevitably  was  lost.  Today  with 
about  140  students  enrolling  each  year,  reference 
usually  is  made  to  “the  class”  instead  of  “the  stu- 
dents.” The  development  of  factual  knowledge 
has  shadowed  the  development  of  the  student. 
Yet  as  it  has  been.  Gross  Anatomy,  is  still  the 
first  year  course  in  which  student/faculty  con- 
tact is  most  effective  (Figure  32). 


Figure  32. 

Student  generated  cartoon  appearing  in  the  Caduceus  (year-book) 
for  1957. 


In  some  other  aspects,  perhaps  the  author  may 
be  permitted  some  reflections  on  students  of  the 
last  38  years.  Students  in  the  40's  still  carried  the 
belief  from  the  depression  era  a few  years  earlier, 
that  education  was  a worthwhile  goal.  They,  too, 
were  anxious  to  be  physicians  but  this  did  not 
overshadow  the  satisfaction  of  knowing.  Learning 
was  a responsibility  they  assumed  to  be  theirs. 
They  seemed  to  differentiate  education  and  train- 
ing, and  to  still  appreciate  the  value  and  neces- 
sity of  both.  From  the  early  40’s  to  the  mid  60’s 
hardly  a year  went  by  that  the  author  did  not  re- 
ceive and  accept  offers  from  students  to  work 
with  him  in  research.  No  stipends  were  available 
for  such  efforts;  the  income  was  entirely  the  satis- 
faction of  learning.  It  should  be  remembered 
that  the  decade  of  the  40’s  included  World  War 
II,  a war  of  total  commitment.  Most  of  the  male 
students  knew  that  if  they  “could  see  lightning 
and  hear  thunder”  they  would  be  in  Uncle  Sam’s 
military  after  they  graduated;  sooner  if  they  did 
not.  The  “good  life”  was  off  down  the  road,  and 
there  was  no  reason  or  jxissibility  to  hurry  be- 
cause Hitler  and  Tojo  had  to  be  taken  care  of 
first. 

Between  the  40’s  and  the  70’s  a change  took 
place.  The  chronological  ages  of  first  year  stu- 
dents in  the  70’s  is  not  significantly  different 
from  those  in  the  40’s,  but  maturity,  self-reliance, 
responsibility  and  wisdom  appear  less  developed 
than  in  their  earlier  counterparts.  Today’s  stu- 
dents are  much  more  goal  oriented  than  process 
oriented;  more  concerned  how  they  are  taught 
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llian  Iiow  ihcy  learn.  I'lic  t^cncral  allluciue  aiul 
.seem  ity  ol  the  homes  Irom  whieli  they  come  Iiave 
led  to  a desire  lor  instant  prosperity,  and  a ,t’en- 
erons  student  linamino;  program  has  made  this 
desire  a reaiil\.  They  are  certainly  better  in- 
formed, hnt  that  they  ate  better  eihicalcd  is  de- 
batable. d hey  ingest  a larger  body  of  facts  more 
rapidly,  hnt  concomitant  digestion  and  a.ssimila- 
tion  may  he  somen  hat  less.  They  are  more  honest 
in  some  ways:  they  have  respect  not  for  position 
ami  prestige,  hnt  for  the  person  and  behavior. 
“AN’hat  yon  are  speaks  so  loud  I cannot  hear  what 
yon  say,”  tvonld  characterize  their  attitudes. 

Irrespective  of  changing  times  and  types  of 
students,  involvement  in  education  is  challenging 
and  gratifying.  .So  much  can  be  done  with  stu- 
dents, to  students,  and  by  students.  Providing  a 
better  educational  milieu  is  an  awesome  responsi- 
bility. 

Graduate  Students 

Between  the  first  announcement  of  a graduate 
program  in  Anatomy  in  1941)  and  the  conclusion 
of  the  1978-79  academic  year,  62  people  began 
their  studies.  Of  the.se,  13  received  their  degrees 
by  the  end  of  the  1978-79  academic  year,  and 
seven  were  still  enrolled.  Many  of  those  who  did 
not  complete  their  degree  requirements  un- 
doubtedly had  enrolled  purely  to  improve  their 
qualifications  as  applicants  to  medical  school; 
many  of  them  successfully.  .Several  enrolled  for 
a master’s  program  in  conjunction  with  enroll- 
ment as  medical  students,  receiving  both  degrees. 
Still  others,  wliatever  their  motivation,  found  the 
program  too  demanding  and  simply  withdrew. 

Each  of  die  13  who  received  degrees  deserves 
special  mention,  and  a brief  note  for  each  follows, 
arranged  chronologically. 

1.  Turner  A.  Wood,  M.S.,  M.D.  — enrolled  in 
the  master’s  program  while  a medical  student. 
Received  M.D.  in  June  1961,  and  M.S.  in 
1962,  both  from  Arkansas.  Thesis:  Mecha- 
nisms of  Transfusion  Incompatibility  in  the 
Pigeon.  Presently  in  private  practice  special- 
izing in  oncology  and  hematology. 

2.  Charles  H.  Roclgers,  M.S.,  M.D.  — received 
his  master’s  degree  in  1965,  and  then  enrolled 
in  medical  school  with  degree  conferred  in 
1970.  Thesis:  X-irradiation-Induced  Altera- 
tions in  Spinal  Cords  of  Neonatal  Rats.  Pre.s- 
ently  in  the  private  practice  of  medicine. 

3.  Lucille  H.  Aulsebrook,  Ph.D.  — entered  the 
program  possessing  a master’s  degree,  and 


doctoral  coiifeiied  iu  1966.  I hesis:  Neuial 
Regiihition  of  Oxytocin  Release.  Presently 
.Vssociate  Professor  in  the  School  of  Nursing, 
\'anderbilt  ITniversity. 

1.  Lendol  L.  Davis,  M.S.,  M.D.  — received  his 
master's  degree  in  1966,  and  then  enrolled  in 
medical  school  lor  two  years,  rransferred  to 
the  University  of  Texas  at  San  Antonio,  and 
M.D.  conferred  there  in  1970.  'Ehesis:  Histo- 
chemistry  and  Electron  Microscopy  of  the 
Adienal  Medulla  in  the  Youno;  Post-natal 
Rat.  Present  whereabouts  unknowm. 

5.  Edwin  Hankins,  III,  M.S.,  M.D.  — received 
his  master’s  degree  in  1966,  and  then  enrolled 
in  medical  school  with  degree  conferred  in 

1970.  I'hesis:  Mitotic  Activity  in  the  Spinal 
Cord  of  Neonatal  and  Young  Rats  as  Demon- 
strated by  the  Colchicine  Technicpie.  Pre,sent- 
ly  in  the  private  prac  tice  of  ophthalmolc:)gy. 

6.  William  M.  Clark,  M.S.  — completed  the  pro- 
gram and  master’s  degree  conferred  in  1968. 
Thesis:  Electrophysiolcygical  Study  of  Limbic 
Projections  to  Septal  Nuclei  in  the  Cat. 
Present  whereabouts  unknowm. 

7.  Lawrence  D.  Eurlong,  |r.,  M.S.,  M.D. — en- 
rolled in  the  master's  program  w4iile  a med- 
ical student,  and  received  both  degrees  in 

1971.  Thesis:  The  Influence  of  the  .Septum 
and  Inferior  Colliculus  on  Units  of  the 
Medial  Geniculate  Body.  Presently  in  the 
private  practice  of  Radiology. 

8.  S.  William  Whitson,  Ph.D.  — completed  the 
jjrogram,  and  degree  ^vas  conferred  in  1971. 
'Ehesis:  The  Effects  of  Estrogen  and  Para- 
thyroid Hormone  on  the  Biodynamics  of 
Mature  Compact  Bone.  Presently  Associate 
Professor  of  Anatoniv,  .Southern  Illinois  EIni- 

j 

versity  School  of  Dental  Medicine. 

9.  H.  Richard  Brown,  Ph.D.  — completed  the 
program  and  degree  conferred  in  1972.  The- 
sis: An  Investigation  ol  Some  Biological  Phe- 
nomena As.sociated  with  Recurrent  Grow’th 
of  Ehrlich  Ascites  Tumor.  Presently  a post- 
doctoral fellow'  at  the  Ibtiversity  of  Utah  Col- 
lege of  Medicine. 

10.  Margaret  L.  Kirby,  Ph.D.  — completed  the 
program  and  degree  conferred  in  1972.  I'he- 
sis:  Catecholamines  in  Early  Chick  Embryo. 
Presently  Assistant  Professor  of  Anatomy  at 
the  Medical  College  of  Georgia. 

11.  Ruthann  P.  Sturtevant,  Ph.D.  — completed 
the  program  and  degree  conferred  in  1972. 
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Thesis:  A Search  for  Biological  Rhythms  in 
Prokaryotic  Organisms.  Piesently  Assistant 
Profe.ssor  of  Anatomy,  Loyola  University 
Medical  Center. 

12.  John  S.  Daniels,  M.S.,  M.D.  — enrolled  in  the 
master’s  program  while  a medical  student 
and  received  both  degrees  in  1974.  Thesis: 
The  Question  of  Retrograde  Axoplasmic 
Transport  in  the  Hypoglossal  Nerve  of  the 
Rat:  An  Autoradiographic  Study  of  Brain- 
stem Lalielling  Patterns  Following  Injection 
of  I’ritiated  Leucine.  Presently  in  the  jirivate 
jiractice  of  medicine. 

13.  Paul  F.  Robinson,  Ph.D.  — completed  the 
program  and  degree  conferred  in  1979.  The- 
sis: A Comparison  of  Cryogenic  and  Electro- 
lytic Lesions  and  of  Seizure  Phenomena  in 
the  Albino  Rat.  An  Histopathologic  and 
Electroencephalographic  Study.  Presently 
enrolled  in  medical  school. 

All  six  of  the  students  w’ho  completed  the  doc- 
toral program  served  as  teacliing  assistants  in  the 
tliree  basic  courses  in  anatomy.  They  not  only 
made  a significant  contribution  to  the  teaching 
of  tliese  courses,  but  also  developed  their  knowl- 
edge in  the  best  possible  way  by  teaching  it  to 
others.  Except  for  the  most  recent  graduate  who 
is  pre.sently  enrolled  in  medical  school,  the  Ph.D. 
graduates  are  distinguishing  themselves  as  teacli- 
ers  and/or  researchers  in  tlie  anatomical  di.sci- 


plines.  4’he  graduate  program  in  the  department 
is  not  large,  rather  its  thrust  is  the  ipiality  train- 
ing of  future  academicians  in  basic  or  clinical 
science. 

Others 

The  teaching  efforts  of  the  faculty  have  not 
been  confined  to  first  year  students.  At  least  by 
the  late  30’s,  occasional  lectures  on  selected  sub- 
jects were  requested  by  the  clinical  faculty.  The 
subject  was,  of  course,  anatomical  not  clinical.  In 
some  areas  the  participation  was  frequent  enough 
to  result  in  an  appointment  in  a clinical  depart- 
ment. For  example.  Dr.  McCullough  was  Associ- 
ate Professor  of  Neurology  (1950-57)  in  recogni- 
tion of  his  efforts  with  students  in  the  third  year 
Neurology  rotation.  Also,  Dr.  Horace  Marvin 
held  an  appointment  in  the  Department  of  Medi- 
cine, presenting  a course  in  Endocrinology  to 
third  and  fourth  year  students.  Medicine  and 
Surgery  Ground  Rounds,  Clinical  Pathology  Con- 
ferences (before  they  unfortunately  were  discon- 
tinued), Hospital  Staff  Meetings,  meetings  of 
House  Staff  in  the  specialties,  and  Postgraduate 
Metlical  Education  Programs  all  have  been  re- 
cipients of  contributions  by  anatomists  on  many 
occasions  over  the  years.  In  last  few  years,  pro- 
grams in  special  areas  have  been  made  available 
as  electives  for  senior  students,  and  Gross  Anat- 
omy for  Obstetrics  and  Gynecology  has  been  se- 
lected consistently  each  year. 
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Oral  Orthopedics  for  the  Treatment 
of  Head  and  Neck  Pain 
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ains  associatt'tl  ^vith  the  head  and  neck  are 
a complaint  heard  daily  in  the  physician’s  office. 
I'hey  are  the  reason  for  more  than  half  their  pa- 
tients’ office  visits.'  - Complaitits  include  stiff- 
ness and  teiulerness  about  the  head,  neck  and 
shoulders,  heailaches,  ear  problems,  and  clicking 
of  the  temporomandibular  joint.  Many  times  the 
cause  is  undiagnosed,  even  after  extensive  test- 
ing by  various  specialists.  Patients’  conditions 
are  then  labeled  ])sychosomatic  and  said  to  be  a 
result  of  overstress  or  emotional  instability.  Re- 
cent clinical  research,  however,  has  shown  that 
the  most  common  cause  of  head  and  neck  pain 
is  muscle  in  origin."  Laskiiv'  at  the  University  of 
Illinois  suggested  the  term  Myofacial  Pain  Dys- 
function Syndrome  (M.P.D.)  to  describe  this  mus- 
cle induced  pain.  This  article  is  designed  to  ex- 
plain a cause  for  M.P.D.,  give  the  symptoms,  and 
offer  a treatment  solution. 

I'o  understand  the  cause  of  M.P.D. , one  must 
understand  the  significance  of  teeth  occlusion. 
I'he  position  in  which  the  maxillary  and  mandi- 
bular teeth  assume  maximum  interdigitation  is 
defined  as  centric  occlusion.''  Jaw  movements  in 
and  out  of  this  position  allow  for  maximum  chew- 
ing efficiency.  Extensive  research  data  has  shown 
that  centric  occlusion,  apparently  by  feedback  to 
proprioceptors,  is  the  dictator  and  controller  of 
the  posture  and  skeletal  relationships  of  the  man- 
dible to  the  skidl." 

There  are  four  muscle  groups  that  are  related 
either  directly  or  indirectly  in  positioning  the 
mandible  to  obtain  centric  occlusion.  They  are 
the  muscles  of  mastication,  the  suprahyoids,  the 
infralryoids,  and  the  jiosterior  neck  muscles.”  In 
an  ideal  state,  centric  occlusion  and  the  neuro- 
muscular activity  required  to  obtain  it  should  be 
in  hannony.  How'ever,  this  is  not  always  the  case. 
Causes  for  the  discrepancy  can  be  developmental 
in  origin,  the  residt  of  tooth  loss  and  reposition- 
ing, and  poor  dental  restorations,  just  to  name  a 
few. 

In  cases  of  disharmony,  maximum  tooth  con- 
tact and  efficient  function  can  only  occur  by  the 
muscles  working  in  a strained  position.  I’his 
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habitual  straiinng  results  in  fatigue  and  spasm  in 
one  or  more  of  the  various  muscle  groups,  be- 
cause of  proximity,  similar  innervation,  com|X‘n- 
satory  mechanisms,  etc.,  various  other  head  and 
neck  structures  can  become  symptomatic  also. 
Space  does  not  permit  a detailed  analysis  of  all 
these  integrated  relationships,  although  the  rela- 
tionships are  well  documented  in  both  medical 
ami  dental  literature. 

To  aid  the  physician  in  diagnosis,  the  symptoms 
resulting  from  M.P.D.  include  the  following:" 

1.  Local  temporomandibular  joint  syndrome 
— pain  on  movement  and  limited  motion  of  the 
temporomandibular  joint,  clicking  on  movement, 
crepitation  and  hypermobility. 

2.  Peripheral  s,ymptoms  — headache,  vertigo, 
mild  catarrhal  deafness,  tinnitus,  stopping  or 
stuffing  sensations  in  the  ears,  pain  in  or  about 
tlie  ears,  burning  or  pricking  sensations  of  the 
tongue,  throat  and  nose,  dryness  of  the  UKruth, 
tics  of  the  face  and  neck,  certain  neuralgias  of 
the  neck  and  back,  as  well  as  pain  cjver  the  vertex, 
occiput  and  postauricular  areas. 

3.  Bruxism,  including  sulqective  symptoms  — 
gnasliing  (wearing  facets)  and  clinching  of  teeth 
with  associated  muscle  fatigue,  pain  and  .soreness 
of  the  temporomandilnilar  joints  and  tlie  peri- 
odontal mendrrane. 

■1.  Tenderness  on  palpat  ion  — tenderness  of 
the  temporomandibular  joints,  the  muscles  of 
mastication  and  the  muscles  of  the  neck  and  back. 

^\dlen  myofacial  pain  dysfunction  is  suspected, 
the  physician  should  consider  referral  of  the  pa- 
tient to  a demist  knowledgeable  in  its  treatment. 
The  treatment  is  accomplished  through  oral 
orthopedics. 

Oral  orthopedics  is  defined  as  the  concept  of 
dental  science  and  art  concerned  with  postural 
relationships  of  the  jaws,  both  normal  and  ab- 
normal; analysis  of  the  harmful  influence  of  im- 
proper relationships  of  the  mandible  to  the  max- 
illa on  dental  and  other  related  structures;  the 
diagnosis  and  correction  (as  far  as  possible)  of 
such  malrelationships;  and  the  treatment  or  pre- 
vention of  disturirances  resulting  therefrom." 

I he  oirjectives  of  oral  orthopedics  can  be  ac- 
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complished  by  harmonizing  centric  occlusion  with 
an  unstrained  nenromuscnlar  apparatus  required 
to  obtain  it.  This  involves  both  relaxing  affected 
musculature  and  altering  teeth  relationships. 

The  dentist  has  a variety  of  options  for  relax- 
ing the  muscles.  These  include  exercises,  drug 
therapy  and  transcutaneous  electroneural  stimu- 
lation (TENS).  In  conjunction  with  this,  the  oc- 
clusion can  be  altered  by  various  methods,  in- 
cluding mandilmlar  repositioning  splints,  tooth 
recontouring,  tooth  replacement,  orthodontics, 
and  surgery  if  the  problem  is  skeletal  in  origin. 
Eliminating  craniomandibular  abnormalities 
through  oral  orthopedics  will  eliminate  myofacial 
pain  dysfunction  and  its  associated  symptoms. 

The  information  presented  here  is  an  attempt 
to  guide  the  physician  toward  a diagnosis  that 
heretofore  has  been  largely  overlooked.  Physi- 
cians and  dentists  knowledgeable  of  the  interrela- 
tionship of  craniomandibular  anomalies  and 
head  and  neck  pain  can  broaden  the  treatment 
to  include  oral  orthopedics.  Hopefully,  such  co- 
operation will  help  patients  suffering  from  tliese 


ailments  to  live  a more  pain-free  and  normal 

existence. 
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time  passes,  we  are  recognizing  more  and 
more  that  diabetes  mellitus  is  a syndrome,  con- 
sisting ol  many  diseases  with  a iinal  common 
pathway  of  hyperglycemia.  I'his  heterogetieity 
presents  problems  of  terminology.  Recently  there 
has  been  yet  another  group  attempting  to  de- 
velop a common  classification  and  nomenclature 
that  can  be  used  throughout  the  world. ^ d'his 
group  has  suggested  the  following  classification: 

1.  Insulin  Dependent  Diabetes  Mellitus 
(IDDM).  d'his  corresj)onds  to  the  old  Juve- 
nile-Onset Diabetes  (JOD)  or  childhood 
diabetes. 

2.  Non-Insulin  Dependent  Diabetes  Mellitus 
(NIDDM).  This  corresponds  to  the  old 
Adult  Onset  Diabetes  (.\ODM)  or  Matur- 
ity Onset  Diabetes  (MOD). 

This  classification  has  the  advantage  of  being 
based  on  the  functional  status  of  the  patient 
rather  than  the  age  of  onset. 

Diabetes  mellitus  has  a variety  of  etiologies. 
Recently  there  has  been  much  interest  in  the  viral 
etiology  of  diabetes.  There  have  been  no  proven 
cases  of  a viral  etiology  of  diabetes,  but  the  as.socia- 
tion  of  diabetes  with  viral  illness  has  been  known 
for  years.  A list  of  some  of  the  viruses  asscrciated 
with  diabetes  is  shown  in  Table  1.  The  produc- 
tion of  pancreatitis  by  mumps  virus  has  been  as- 
sociated with  some  cases  of  diabetes.  There  was  a 
well-studied  outbreak  of  rubella  in  pregnant 
women  in  Australia  that  was  followed  by  an  in- 
creased incidence  of  diabetes  in  the  offspring. 

Coxackie  B-4  virus  has  been  implicated  in  the 
production  of  diabetes  both  here  in  the  Ihiited 
States  and  England.  An  article  in  the  New  Eng- 
land Jonrnal  of  Medicine  in  May  1979-  described 

TABLE  1. 

Viruses  associated  with  diabetes  mellitus 
VIRAL  ETIOLOGY  OF  DIABETES 

Mumps 

Rubella 

Rheovirus 

Coxsackie 

Encephalomyocarditis  Virus 
Infectious  Mononucleosis  Virus 
Infectious  Hejiatitis  Virus 
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a boy  who  devclo|)ed  lulminant  ketotic  diabetes 
a few  days  after  a llu-like  illne.ss.  Coxackie  B-4 
virus  was  isolated  from  his  pancreas.  Other  vi- 
ruses have  been  associated  ■with  diabetes  in  ex- 
perimental animal  models. 

I he  heterogeneity  of  diabetes  can  also  be  ob- 
served l)y  the  differing  incidence  of  anti-islet  cell 
antibodies.  I'hese  can  be  demonstrated  by  im- 
numo-Iluorescent  technitjues  on  almost  three- 
fourths  of  newly-diagnosed  IDDM  patients,  but 
are  seen  in  only  a small  percentage  of  NIDDM 
patients. 

There  has  been  much  interest  recently  in  the 
HLA  antigens  in  relation  to  diabetes.  IILA 
stands  for  human  leukocyte  antigens.  They  were 
discovered  because  of  interest  and  research  in  the 
area  ot  tissue  and  organ  transplantation.  Investi- 
gators tried  to  find  ways  to  tissue-type  individuals 
•SO  that  better  genetic  matches  could  be  obtained 
with  less  rejection  of  transjdant  tissue.  It  was 
found  that  there  are  a series  of  antigens  prersent 
on  the  surface  of  the  leukocytes  (and  probaltly  on 
the  surface  of  all  cells  in  the  body)  that  determine 
the  genetic  uniepteness  of  the  individual.  I Iiere 
are  four  main  loci  of  those  antigens:  A,  B,  C,  and 
D,  with  many  independent  allelles  at  each  locus. 
The  more  closely  the  donor  and  recipient  match 
with  the.se  antistens,  the  better  the  chance  for  sur- 
vival  of  the  transplanted  tissue.  1 he  A,  B,  and 
C antigens  can  be  determined  fairly  easily  sero- 
logically, but  the  1)  antigens  must  be  determined 
bv  a mixed  lymphocyte  tissue  culture  and  are 
much  more  difficult  to  identify.  There  has  been 
considerable  interest  in  trying  to  match  HLA 
genotypes  with  specific  disea.se,  sometimes  with 
remarkable  success.  For  instance,  patients  with 
inflammatory  involvement  of  the  sacro  iliac  joints 
either  with  ankylosing  spontlylitis,  Reiters  syn- 
drome, or  inflammatory  bowel  disease,  almost 
always  have  the  B-27  IIL.^  gene.  It  was  inevitable 
that  in  a disease  with  a genetic  background  like 
diabetes,  that  HL.\  associations  would  be  sought, 
and  indeed  some  associations  have  been  found. 
The  B-8,  B-15,  DW  3 and  DW  4 genotypes  have 
all  been  associated  with  an  increa.sed  likelihood 
of  developing  diabetes.  4 he  B-8  and  B-15  genes 
seem  to  roughly  double  or  triple  the  risk  of  de- 
veloping diabetes,  while  pensons  with  DW  3 or 
D\\^  4 have  a five-fold  risk  of  developing  diabetes.-"* 
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111  Japan,  B54  and  B12  are  associated  with  in- 
creased risk  of  diabetes.  In  Caucasians,  the  pres- 
ence of  the  B7  gene  decreases  the  likelihood  of 
developing  diabetes  and  thus  seems  to  be 
protective. 

The  HLA  associations  in  diabetes  are  summar- 
ized in  I'able  2.  As  can  be  seen  there  are  marked 
differences  between  diabetes  with  the  B8  geno- 
type and  those  with  the  B15  genotype.  In  addi- 
tion to  having  anti-islet  cell  antibodies,  those 
with  the  B8  genotype  have  an  increased  frequency 
of  auto  immune  endocrine  disorders  such  as  .Addi- 
son's disease  and  thyroiditis. 

There  is  a heterogeneity  in  diabetes  occurring 
in  younger  individuals.  In  addition  to  the  usual 
juvenile-onset  diabetes  there  is  another  type  of 
diabetes  that  has  been  called  maturity-onset  dia- 
betes in  the  young  (MODY).^  These  patients  may 
also  develop  their  diabetes  at  an  early  age,  but 
in  many  cases  it  is  discovered  serendipitously;  in 
spite  of  having  blood  sugars  of  2()()-40()  mg%, 
they  have  little  or  no  symptomatology.  They  are 
non  ketotic  and  can  he  controlled  for  years  with- 
out insulin,  with  little  or  no  progression  of  their 
carbohydrate  intolerance.  Their  insulin  secre- 
tion resembles  that  seen  in  AODM,  and  there  is 
a very  high  family  incidence  of  diabetes  (Table  3). 

TABLE  2. 

HLA  ASSOCIATIONS  WITH  DIABETES 


BS 

BI5 

Dw3  / 
Div4 

Relative  risk  for  diabetes 

2.5 

2.5 

4.5 

Insulin  Antibodies 

No 

Yes 

Diabetic  Complications 

r 

Not 

Alicro- 

Increased 

angiopathy 

Islet  cell  antibodies  Persistent  Transient 
Other  autoimmune 

endocrine  diseases  Yes  No 

Age  of  onset  .Any  A^ounger 

.Age  Age 

TABLE  3. 

Genetic  associations  with  maturity-onset-diabetes 
in  the  young  (MODY)  and 
juvenile-onset-diabetes  (JOD) 
COMPARISON  OF  JOD  AND  MODY 


MODY 

JOD 

Diabetic  Parent 

85 

11 

Diabetic  Sibling 

53 

11 

Three-generation  transmission 

4(') 

6 

Finally,  there  was  a very  elegant  study  on 
monozygotic  twins  with  diabetes  clone  by  Tat- 
tersall  and  Pike.®  They  accumulated  a large  num- 
ber of  identical  twins  in  whom  at  least  one  had 
diabetes.  When  they  looked  at  the  concordance 
or  clisconcordance  of  diabetes,  they  found  that 
it  dejiended  on  when  the  index  twin  developed 
his  diabetes.  If  the  index  tw4n  develops  his  dia- 
betes before  the  age  of  40  (corresponding  roughly 
to  IDDAI)  there  was  only  a 50%  concordance.  If 
the  diabetes  developed  after  40  (corresponding 
roughly  to  NIDDAI),  there  was  about  a 90% 
chance  of  concordance.  Thus  in  this  twin  study, 
genetic  factors  seem  to  jilay  a much  larger  role 
in  NIDDAI  than  in  IDDM. 

Insulin  Receptors 

'Fhere  has  been  a large  amount  of  interest  in 
insulin  receptors  in  the  last  decade.  We  now 
recognize  that  the  cell  membrane  is  a very  com- 
jjlex  structure  made  up  of  a lipid  bilayer  in 
tv'hich  there  are  floating  islands  of  protein  which 
may  extend  partly  or  completely  through  the 
lipid  bilayer.  Some  of  those  protein  islands  are 
actually  receptors  for  various  hormones  that  act 
on  the  cell.  There  are  insulin  receptors  on  the 
surface  of  many  cells  of  the  body,  not  only  on 
the  cells  upon  which  insulin  acts.  For  instance, 
many  of  the  studies  of  insidin  receptors  have  been 
carried  out  on  monocytes,  where  as  far  as  w'e 
know,  insulin  has  no  action.  There  is  evidence 
to  suggest,  however,  that  the  insulin  receptors  are 
identical  no  matter  which  cell  they  are  on. 

These  receptors  vary  in  number  from  time  to 
time,  and  can  increase  or  decrease  with  different 
pliysiologic  conditions.  For  example,  decreased 
insulin  receptors  are  found  in  obesity,  and  are 
thought  to  contribute  to  the  insulin  resistance 
seen  in  that  condition.  It  has  been  shown  that 
NIDDAI  patients  have  fewer  insulin  receptors  on 
their  monocytes.'’  Furthermore,  treatment  of 
these  patients  with  sulfonylureas  increases  the 
number  of  receptors  as  they  produce  a fall  in 
blood  sugar,  suggesting  that  increasing  the  re- 
ceptors facilitates  the  entry  of  glucose  into  the 
cells.  This  gives  an  additional  physiologic  basis 
for  the  use  of  sulfonylureas. 

There  are  also  cases  described  where  insulin 
secretion  is  very  high  and  the  patient  is  still 
hyperglycemic:  in  this  case  there  seems  to  be  an 
abnormality  of  the  receptors  themselves. 

Diagnosis 

The  diagnosis  of  diabetes  still  gives  us  prob- 
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Icnis.  The  jxtlient  wlio  has  a lilood  suj^ar  ol  100 
m<>%,  and  is  clearly  symptomatic  is  no  problem, 
d'he  problem  occurs  in  (he  asymptomatic  patient 
with  borderline  blood  sugar.  T here  are  still  no 
nnilorm  criteria  lor  normality  or  abnormality  ol 
glucose  tolerance.  The  International  .Stucly- 
Ciroup  that  produced  the  IDDM-NIDDM  classi- 
fication  has  made  certain  recommendaticrns.^ 
TTiey  suggest  the  use  ol  75  rather  than  100  grams 
of  glucose  as  the  test  does,  stating  that  the  blood 
sugar  resjionses  are  e.ssentially  ecpiivalent,  but  the 
75  gram  close  |)roclnces  fewer  and  milder  osmotic 
side  effects  titan  the  100  gram  dose.  Their  sug- 
gested criteria  for  blood  sugars  are  shown  in 
Table  T.  Others  would  not  agree  on  these  cri- 
teria, but  would  substitute  either  higher  or  lower 
blood  sugars. 

I do  think  that  it  is  imjrortant  in  diagnosing 
diabetes  in  older  individuals  to  take  into  account 
the  age-related  deterioration  in  blood  sugars  that 
is  seen  in  the  jropulation  as  a whole.  Using  the 
nomogram  developed  by  Andres  at  the  National 
Institute  of  Aging'  will  prevent  us  from  doing 
this  and  still  will  not  cause  us  to  overlook  any 
truly  significant  glucose  problems. 

Hemoglobin  AiC 

It  has  been  shown  that  there  are  several  minor 
components  of  hemoglobin  A,  the  typical  adult 
hemoglobin.  On  electrophoresis,  they  travel 
more  rapidly  than  hemoglobin  A,  and  have  been 
labeled  hemoglobin  A^a,  A,b,  and  A^c.  Further- 
more, it  has  been  shown  that  these  minor  ccnn- 
ponents  are  increa.sed  in  patients  with  diabetes, 
especially  Hgb  A^c.  Hgb  AjC  is  a molecule  of 
ordinary  Hgb  A wliich  has  had  extra  gfucose 
molecules  added  to  it  in  a post-translational 
change.  It  has  been  shown  that  the  amount  of 
Hgb  A^c  can  be  conelated  roughly  with  the  blood 
sugar:  the  higher  the  blood  sugar,  the  greater 
the  amount  of  Hgb  AjC.  Furthermore,  it  takes 
some  time  to  change  the  amount  of  Hgb  A^c  in 
the  circidation;  it  tvill  not  go  up  or  clown  over- 
night, but  takes  2-4  weeks  of  high  blood  sugars 
TABLE  4. 

DIAGNOSIS  OF  DIABETES 

Recommendations  of  International  Study  Group 
Diabetes  — after  75  gm  gluco.se  load 

1.  30  min  or  1 hr  value  > 200  mg/dl 

2.  2 hr  value  > 200  mg/dl 

Impaired  glucose  tolerance  — 75  gm  glucose  load 

1.  30  min  or  1 hr  value  > 200  mg  /dl 

2.  2 hr  value  > 110  mg/dl 


to  rai.se  it,  oi  lower  it.  T hus  the  level  of  Hgl)  .\,c 
can  .serve  as  an  index  of  di.ibetic  control  over  an 
extended  period  of  time,  in  contrast  to  the  blood 
sugar  which  is  at  a single  ])oint  in  time  and  can 
be  rather  easily  manipulated  by  the  patient  if 
he  .so  chooses. 

.\t  the  cmient  time,  there  are  methodological 
problems  that  prevent  us  from  using  this  test  on  a 
routine  basis.  There  are  commercial  kits  avail- 
able for  Hgb  AjC  determination,  but  their  ac- 
curacy and  reproducibility  leaves  something  to 
be  desired.  In  all  likelihood  the.se  problems  will 
be  worked  out  in  the  next  year  or  .so,  and  Hgb  AjC 
determination  will  give  us  a very  useful  tool  in 
follorving  the  control  of  our  patients. 

Treatment  of  Diabetes 
Diet 

One  good  thing  that  has  come  out  of  the  Uni- 
versity Diabetes  Group  Program  .Study  has  been 
to  re-emphasize  the  importance  of  diet.  4Fe  as 
jjhysicians  have  been  guilty  of  telling  our  patients 
tltey  ought  to  follow  a diet,  but  giving  it  mainly 
lip  seiwice,  not  really  expecting  our  patients  to 
do  so.  need  to  re-emphasize  the  primacy  of 

diet  and  w'eight  loss  in  our  NIDDM  diabetics. 
We  have  all  seen  examples  of  patients  whose  glu- 
cose intolerance  improves  or  normalizes  upon 
weight  loss;  this  has  been  graphically  illustrated 
in  an  article  by  Genuth.®  Since  most  NIDDM 
jratients  are  obe.se,  this  group  accounts  for  the 
bulk  of  diabetics  we  see  and  in  these,  weight  loss 
is  absolutely  essential. 

How  is  it  accomplished?  By  using  whatever 
seems  to  work  in  a particular  patient.  Weight 
\\katchers  and  their  group  approach  is  usefid  for 
some;  others  are  helped  by  concentrated  attention 
by  someone  (muse,  dietician,  etc.)  at  the  physi- 
cians office,  with  weekly  weigh-ins,  etc.  The 
group  at  Emory  FTniversity  headed  by  Dr.  John 
Davidson,  has  used  a different  approach.  Fhey 
use  a one  week  total  fast,  followed  by  periods  of 
400-800  calories  per  clay,  alternating  with  fasting 
until  ideal  body  weight  is  achieved.  Whatever 
approach  is  taken,  it  is  not  nece.ssai7  to  get  the 
patient  down  to  ideal  body  weight  before  im- 
provement in  blood  glucose  is  seen.  Often  a 
rather  modest  10-15%  weight  loss  will  be  ac- 
companied by  significant  lowering  of  the  blood 
sugar.  The  role  of  the  physician  is  to  convince 
the  patient  of  the  absolute  necessity  of  weight 
loss. 

Injected  insulin  is  relatively  contraindicated  in 
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obese  NIDDM  patients,  regardless  of  the  blood 
sugar.  Because  these  individuals  are  usually  re- 
sistant to  begin  with,  higher  and  higher  doses  of 
insidiu  are  given  in  a futile  attempt  to  lower  the 
blood  sugar,  with  the  weight  climbing  all  the 
while. 

In  addition  to  being  relatively  ineffective  and 
fat  retaining,  there  is  some  evidence,  based  on 
studies  in  experimental  animals,  that  large  doses 
of  insulin  may  actually  be  atherogenic.  In  rats, 
insulin  promotes  the  uptake  of  acetate  by  arterial 
intimal  tissues,  and  also  promotes  the  subsequent 
synthesis  of  that  acetate  into  cholesterol. 

For  these  reasons,  obese  NIDDM  patients 
should  be  placed  on  a reducing  diet,  and  in  some 
cases,  may  be  given  snlfonylureas  (though  even 
these  may  retard  the  rate  of  weight  loss),  but 
should  only  under  the  most  exceptional  circum- 
stances be  given  insulin. 

Insulin  Therapy 

I’here  has  lieen  renewed  interest  in  the  use  of 
low  dose  instead  of  high  dose  insulin  in  the  treat- 
ment of  diabetic  ketoacidosis.  A study  compar- 
ing routine  dosage  versus  low  dosage  was  done 
by  Dr.  Abbas  Kitabchi.''  1 here  was  no  difference 
in  the  time  to  lower  the  lilood  sugar,  but  there 
were  fewer  hypoglycemic  episodes  using  the  low 
dose  method,  and  there  was  less  hypokalemia.  It 
would  appear  that  the  low  dose  method,  either 
by  IM  injections  every  hour,  or  IV  constant  in- 
fusion, would  be  the  })relerred  method  of  treat- 
ing diabetic  ketoacidosis.  IV  insidin  requires  a 
constant  infusion  pump  and  good  nursing  care  for 
optimal  use,  so  in  many  small  hospital  settings, 
the  IM  route  might  be  preferred.  Hourly  injec- 
tions of  small  amounts  of  regular  insulin  will 
give  a slow,  steady,  safe  decline  of  the  blood  sugar, 
avoiding  hypoglycemia  and  hypokalemia. 

If  the  patient  is  to  be  treated  with  NPH  in- 
sulin, we  must  recognize  that  all  patients  do  not 
react  to  a single  morning  injection  of  NPH  in 
the  same  manner.  (See  Figure  1.)  Some  patients 
will  have  blood  sugars  that  stay  in  the  normal 
range  throughout  the  day  (B  Curve).  Other  pa- 
tients will  have  a markedly  high  blood  sugar  in 
the  morning,  with  a fall  into  the  normal  range 
as  the  day  progresses,  only  to  rise  again  through- 
out the  night,  accompanied  by  nocturia  and  poly- 
uria (Curve  A).  If  the  dose  of  NPH  insulin  is  in- 
creased sufficiently  to  produce  a nonnal  fasting 
blood  sugar,  the  whole  curve  will  be  depressed 


NPH 


Figure  I. 

Types  of  response  to  a single  daily  injection  of  NPH  Insulin. 


and  the  patient  will  become  hypoglycemic  during 
the  day.  These  individuals  metabolize  their 
NPH  insulin  more  rapidly,  so  that  they  are 
running  out  of  hypoglycemic  effect  by  late  in  the 
afternoon  and  becoming  hyperglycemic  through 
the  night.  They  simply  cannot  be  managed  on  a 
single  injection  of  NPH.  What  they  need  is  two- 
injections  of  NPH,  roughly  2/3  given  in  the 
morning  with  breakfast  and  1/3  given  before  sup>- 
per  in  the  afternoon.  With  this,  their  blood  sug- 
ars usually  smooth  out. 

.Another  small  group  of  diabetics  on  NPH  in- 
sulin will  have  a normal  fasting  blood  sugar,  but 
their  blood  sugar  rises  rapidly  after  breakfast, 
and  remains  high  much  of  the  day,  accompanied' 
by  polyuria  (C  Curve).  These  individuals  have 
a delayed  onset  of  action  of  the  NPH,  thus  allow- 
ing the  daytime  escape  of  the  blood  sugar.  They 
need  a single  injection  of  a mixture  of  NPH  and 
regular  insulin  before  breakfast,  the  regular  in- 
sulin to  hold  the  blood  sugar  down  until  the 
NPH  can  take  effect. 

Statistically,  about  65%  of  patients  on  NPH 
will  follow  the  B Curve,  around  20-25%  the  A 
Curve,  and  10-15%  the  C Curve.  However,  in  the 
individual  hospitalized  patient  newly  placed  on 
NPH,  it  is  desirable  to  curve  him  before  sending 
him  home.  A patient  can  be  curved  on  an  out- 
patient basis,  it  is  probably  best  to  use  fractional 
urinary  glucose  determinations,  with  specimens 
collected  from  7 a.m.  to  3 p.m.,  3 p.m.  to  11  p.m., 
and  11  p.m.  to  7 a.m.  If  the  patient  has  a B 
Curve,  his  urine  spill  will  be  equally  distributed 
throughout  the  three  specimens.  The  A Curve 
patient  will  have  the  bulk  of  his  urinary  glucose 
in  the  1 1 to  7 specimen:  the  C Curve  patient  will 
have  most  of  his  urinary  glucose  in  the  7 to  S 
specimen. 
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Ihiiiary  glucose  cletcriniiiations  arc  a useful 
Avay  to  follow’  the  coutiol  of  a diabetic  patient, 
but  only  il  the  renal  threshold  for  glucose  is 
known.  \\'hile  the  uonual  mean  renal  threshold 
for  glucose  is  IhO-lSO  nig%,  the  range  may  vary 
from  90  to  3U0-|-  Dig%,  and  the  same  thing  is 
true  of  diabetic  patients.  diabetic  patient  with 
a high  renal  threshold  may  run  negative  urines 
all  the  time,  even  though  his  blood  sugars  are 
250-300  mg%.  In  this  case  the  negative  urine 
checks  can  mislead  one  into  thinking  the  patient 
is  under  reasonable  control  when  he  is  not.  The 
renal  threshold  must  be  determined  individually 
for  every  diabetic  patient.  This  can  easily  be 
done  if  a blood  sugar  is  done  at  the  time  a doubly- 
voided  urinary  glucose  (by  the  2-Drop  Clinitest® 
Method)  shotrs  a trace  of  glucose.  We  then  know 
that  the  renal  threshold  is  about  5 mg%  less  than 
the  blood  glucose.  Thus  the  two  things  that  are 
most  important  to  do  for  a hospitalized  IDDM 
patient  are:  (1)  to  determine  the  renal  threshold 
and  (2)  to  determine  how'  they  handle  NPH 
insulin. 

For  very  difficult-to-control,  brittle  diabetics 
that  we  all  see  from  time  to  time,  two  injections 
of  insulin  per  day,  both  consisting  of  NPH  and 
regular  insulin,  may  give  the  best  control  of  the 
blood  sugar.  We  call  this  the  2/3-  1/3  method. 
Two- thirds  of  the  total  daily  insulin  dose  is  given 
before  breakfast,  and  one-third  before  supper. 
Of  the  breakfast  dose,  2/3  is  given  as  NPH  insulin 
and  1/3  as  regular  insulin.  The  same  thing  is 
true  of  the  supper  dose.  For  example,  if  the  pa- 
tient is  to  receive  36  units  of  insulin  per  day,  w'e 
would  give  24  units  before  breakfast  which  would 


be  given  as  16  units  NPH,  8 units  regular.  The 
supper  dose  would  be  given  as  8 units  NPH,  4 
units  regular.  4 his  method  seems  to  give  a 
better  spread  of  insulin  activity  throughout  the 
24  hours,  and  usually  gives  better  control  of  blood 
sugar  than  atiy  other  method  we  have  tried. 

In  summary,  we  have  discussed  some  of  the 
recent  advances  in  classification,  etiology,  patho- 
psysiology,  diagnosis,  and  treatment  of  diabetes. 
Though  we  have  learned  much,  we  have  much 
more  to  learn.  Diabetes  continues  to  present 
major  challenges  to  practicing  physicians. 
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(See  Answer  on  Page  365) 

HISTORY:  R.  L.  S.  is  a 46-year-old  male  who  presented  to  the  hospital  because  of  syncope.  He  has  a past 
history  of  paroxysmal  atrial  tachycardia  controlled  with  digoxin  and  propranolol  but  has  admitted  to  dif- 
ficulties with  compliance  to  his  medical  program.  Under  observation,  he  developed  the  arrhythmias  depicted 
below  and  became  hypotensive. 

The  treatment  of  choice  would  be: 

A.  Lidocaine 

B.  Pronestyl 

C.  Digoxin 

D.  Countershock 
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"The  Lower  Extremity" 

R.  Barry  Sorrells,  M.D.* 


“Extremity  Splinting  — Part  I ‘The  EIpper  Ex- 
tremity’ ’’  appeared  in  the  August  1980  Journal 
of  the  Arkansas  Medical  Society.  This  article  con- 
tinues and  concludes  with  splinting  methods 
applicable  to  the  lower  extremity. 

The  Hip  and  Femur 

Adequate  splinting  for  injuries  about  the  hip 
and  femur  is  difficult.  The  distal  lever  arm  is 
long  and  heavy,  the  area  of  solid  purchase  prox- 
imally  for  the  splint  is  small  and  nonrigid.  The 
splint  must  rely  on  purchase  of  the  pelvis  through 
tlie  ischium  or  by  circumferential  attachment  to 
the  lower  torso. 

The  femur  and  usually  the  entire  lower  ex- 
tremity can  be  immobilized  by  a longitudinal 
strut  extending  from  the  waist  or  lower  chest 
area  to  the  foot,  attached  laterally.  A bed  slat  or 
other  rigid  strut  will  suffice  in  an  emergency.  If 
nothing  else  is  available  the  uninjured  opposite 
leg  may  be  padded  and  strapped  to  the  injured 
side.  Buck's  traction  (Eigure  1)  exerted  by  a longi- 

‘Little  Rock  Orthopedic  Clinic,  P.A.,  9500  Lile  Drive,  P.O.  Box 
5270,  Little  Rock,  Arkansas  72205. 


Figure  1 . 
Buck’s  traction. 


tudinal  pull  on  the  extremity,  offers  a moderate 
degree  of  immobilization.  The  popular  and 
usually  available  Thomas  splint  (Figure  2)  will 
serve  adequately.  1 his  splint  functions  through 
a snug  fit  on  the  ischium  by  the  padded  posterior 
ring  and  longitudinal  traction  applied  to  the 
ankle  and  foot.  Immobilization  is  not  complete, 
but  is  usually  adequate  for  at  least  transportation 
purposes.  I’he  more  sophisticated  Hare  traction 
splint  (Figure  3)  is  now  carried  by  many  ambu- 
lances and  stocked  in  many  emergency  rooms. 
The  principle  of  ischial  counter-traction  and  long 
axis  leg  traction  is  similar  to  the  Thomas  splint. 
The  device,  however,  is  more  easily  applied  and 
control  of  immobilization  is  more  precise. 

The  Knee 

The  knee  is  much  more  easily  splinted  than 
the  other  joints  of  the  lotver  extremity  because 
of  the  long  cylindrical  members  above  (thigh)  and 
below  (leg).  Almost  any  rigid  structure  extending 

Thomas  Leg  Splinl  in  Full-  or  Halt-king  Styles 

full-ring  half-ring  half-ring 

ivifh 


Figure  2. 
Thomas  splint. 
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from  the  ujiper  tliigh  to  the  lower  leg  will  sultice. 
Wooden  slats  or  plaster  slabs  applied  medially 
and  laterally  and  wrapped  circmnferentially 
about  the  thigh  and  leg  serve  well.  The  inflatable 
plastic  splint  (Figure  4)  or  the  posterior  metal 
••glitter"  splint  (Figure  5)  work  nicely  as  a tempo- 
rary measure.  The  prefabricated  knee  immobi- 
lizer (Figtire  6)  with  metal  stays  and  Velcro  clo- 
sures, while  relatively  expensive,  is  easily  applied, 
moilerately  comfortable,  anti  often  can  seiwe  as 
tlefinitive  immobilizatioti  treatment  as  well. 

The  Leg 

As  with  the  knee,  adequate  immobilization  of 
the  leg  can  nsnally  be  easily  obtained  — especially 
when  the  knee  and  ankle  are  inclutletl  in  the  im- 
mobilizing device.  Again,  slats  and  plaster  slabs 
may  be  nsetl.  I’he  inflatable  splint  (Figure  1)  or 
the  posterior  long-leg  gutter  splint  (Figure  6)  can 
be  tised  to  inclnde  the  knee  anti  ankle/ loot  tinit. 


Figinc  3. 

Hare  traction  splint. 

% 


EiRure  4. 

Inflatable  plastic  leg  splint. 


The  Ankle/Foot 

Moderately  rigid  immobilization  of  tlte  ankle/ 
foot  unit  can  be  obtained  with  a posterior  splint 
— either  the  commercially  available  metal  “short- 
leg"  gutter  splint  (Figtire  7)  or  a custom  molded 
posterior  splint  of  plaster  or  plastic,  as  previously 
described.  An  ankle  immobilizer  (Figure  8)  with 
metal  stays  and  Velcro  clostires  is  available  and 
may  serve  as  definitive  treatment. 

Conclusion 

Simple  splinting  of  the  upper  and  lower  ex- 
tremities has  been  describetl  in  two  ai  tides.  Afost 
of  the  materials  recommended  are,  and  should 
be,  found  in  atiy  emergency  room  and  in  most 
ambulances  and  doctors’  offices. 

SiJlinting  is  freipiently  indicated  as  emergency 


Figure  5. 

Knee  gutter  splint. 


Figure  fi. 

Knee  immobilizer. 
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trcalinciu  in  exueiiiily  trauma,  and  may  serve  as  It  Iteliooves  the  Ollicc  Ortliopedist  to  he  pro- 

delinilive  treatment  as  well.  licieni  in  exiremity  splinting. 


Fiaiire  7. 

“I.ono-leg”  gutter  splint. 


Figure  8. 

■‘Short-leg  gutter  splint. 


Figure  9. 

Ankle  iinniobili/er. 
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PROSTAGLANDINS 

Alfred  Kahn,  Jr.,  M.D. 


rostaglandins  are  a fairly  recently  dis- 
covered family  of  chemicals  which  are  widespread 
throughout  the  human  body.  Numerous  investi- 
gations on  Prostaglandins  are  turning  up  new 
facts  about  them.  One  interesting  report  is  by- 
Andre  Robert  in  “Gastroenterology”  entitled 
“Cytoprotection  by  Prostaglandins”  (Gastroen- 
terology, Volume  77,  page  761,  October,  1979). 
The  about  20  varieties  of  Prostaglandins  are 
variants  of  a family  of  chemicals  characterized  as 
20-carbon  oxygenated,  fatty  acids,  lire  thrust  of 
Robert’s  work  pertains  to  a characteristic  of  Pros- 
taglandins known  as  cytoprotection. 

Gastric  cytoprotection  was  demonstrated  using 
drugs  known  to  injure  gastric  mucosa  especially 
the  anti-inflammatory,  non-steroidal  drugs  such 
as  are  used  in  rheumatic  diseases.  Prior  treatment 
with  Prostaglandins  prevent  necrosis,  bleeding, 
and  ulcers.  Prostaglandins  are  more  effective  than 
a combination  of  Cimitidine  and  Probanthine. 
This  has  been  proved  in  laboratory  animals  and 
humans.  Despite  the  absence  of  gastric  injury 
when  Prostaglandins  are  used  with  anti-rheu- 
matic drugs  — the  anti-rheumatic  effect  persists. 
It  is  of  particular  interest  that  Prostaglandins  are 
cytoprotective  without  inhibiting  the  outpouring 
of  hydrochloric  acid.  Gonversely,  anti-secretory 
drugs  which  virtually  inhibit  hydrochloric  acid 
do  not  afford  cytoprotection  against  certain  gas- 
tric noxious  agents  as  ethanol,  for  example. 

Intestinal  cytoprotection  is  not  produced  by 
antihistamines,  anti-cholinergics,  or  antacids  ac- 
cording to  Robert.  The  anti -rheumatic  type 
drugs  produce  small  intestinal  ulcerations,  which 
may  even  perforate.  Certain  Prostaglandins  in- 
hibit this  reaction  in  the  small  bowel.  One  Pros- 
taglandin is  reported  to  prevent  a Crohn’s-like 
lesion  of  the  terminal  ileum  produced  by  pred- 


nisolone — in  rat  experiments.  Robert  states  that 
most  Prostaglandins  have  cytoprotective  value 
for  the  stomach  and  intestine,  but  they  vary  in 
their  potency. 

The  mechanism  of  cytoprotection  is  not  cer- 
tain. Robert  says  that  Prostaglandins  derive 
from  arachidonic  acid  via  an  intermediate  stage 
Prostaglandin  endoperoxide  and  thence  to  Pros- 
taglandins of  different  types.  This  is  under  tire 
effect  of  an  enzyme,  cyclo-oxygenase.  The  anti- 
rheumatic drugs  tend  to  inhibit  this  enzyme  pro- 
ducing Prostaglandin  deficiency.  This  may  per- 
mit the  cyotoxic  injury  — deficiency  of  Prosta- 
glandins. In  short.  Prostaglandins  are  necessary 
for  mucosal  cells  to  remain  intact  in  the  presence 
of  certain  noxious  agents.  Prostaglandins  are  not 
depleted  in  experiments  using  ethyl  alcohol  on 
tire  stomach,  yet  they  protect  the  stomach  cells  if 
given  in  above-normal  amounts.  Prostaglandins 
are  apparently  formed  in  the  stomach  — and  in 
the  intestine  — in  Robert’s  opinion;  it  is  postu- 
lated that  under  normal  conditions  they  are  con- 
tinuously Ireing  formed.  Five  ]X)ssible  modes  of 
action  for  cytoprotection  are  suggested:  Stimula- 
tion of  mucus  secretion,  alteration  of  sodium 
pump,  activation  of  adenylyl  cyclose,  circulatory 
effects,  so-called  protection  of  gastric  mucosal 
barrier.  The  cytoprotection  of  Prostaglandins  has 
been  shotvn  to  be  protective  if  given  before  the 
noxious  agent;  it  has  not  been  proved  to  be  ef- 
fective after  the  tissue  injury  but  it  might  stop 
further  injury.  Further,  no  information  is  avail- 
able, according  to  Robert,  which  indicates  Pros- 
taglandins give  cytoprotection  to  epithelium  out- 
side the  gut. 

Anotlier  interesting  effect  of  Prostaglandins  is 
the  modulation  of  the  renin-angiotensin  aldoste- 
rone system.  This  has  been  the  subject  of  a study 
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by  (lanijibcll,  (lomc/  Saiulic/,  Adams,  Sclmiilz, 
and  Itskovit/.  (Juurnal  of  Clinical  Investigation, 
\\)lnme  64,  ptige  1552,  December,  1976).  As  is 
well-known,  antiotensin  renin  and  aldosterone 
have  inter-related  functions  which  determine 
levels  of  certain  bodv  salts  and  fluids:  tlie  rela- 
tionships  are  distnrbetl  in  certain  types  of  high 
blood  pressure  — and  for  this  reason,  as  well  as 
the  purely  physiologic  relationships,  the  renin- 
angiotensin-aldosterone  axis  has  been  the  goal  of 
many  investigative  studies.  Campbell,  et  al,  using 
rats  as  subjects,  the  reviews  of  other  investigators 
arrived  at  the  following  interesting  conclusions. 


Prostaglandin  El  and  Prostaglandin  E2  cause  the 
release  of  Aldosterone.  Prostaglandin  Ela  and 
Prostaglandin  E2a  ( on  the  other  hand,  tend  to  in- 
hibit the  relea.se  of  aldosterone.  Tliey  also  con- 
clude that  Prostaglandins  act  in  governing  renins 
release;  they  share  some  control  angiotensin  II 
and  111  steroidogenesis;  they  counter  the  vaso- 
constrictive effect  of  angiotensin  II. 

The  Prostaglandins  are  a remarkable  group  of 
chemical  messengers.  They  have  many  varied 
functions,  as  noted  above  in  some  instances  the 
functions  of  one  Prostaglandin  tends  to  oppose 
the  function  of  another. 


"‘jtent  Othet  tfeai-y 


From  the  University  of  Arkansas  for  Medical  Sciences  Lilirary, 
Uistor>’  of  Medicine,  Archives  Division. 

Journal  of  the  State  Medical  Society  of  Arkansas 
Vol.2  No.  5 November,  1891  p.  215 

There  has  been  a very  heated  controversy  be- 
tween the  County  of  Pulaski  and  the  City  of  Little 
Rock  as  to  which  corporation  should  bury  the 
pauper  dead  in  the  city.  4 here  is  not  the  slightest 
evidence  of  rivalry  between  the  said  corporations 
as  to  which  shall  preserve  from  death  the  largest 
number  of  sick  paupers. 

* # # # 

A special  telegram  to  the  Arkansas  Gazette  re- 

cently announced  the  unanimous  election  of  Dr. 
- . first  vice  jjresident  of  the  Associa- 

tion of  Railway  Surgeons  of  Mi.ssouri,  Kansas 
and  Arkansas.  It  is  hoped  the  association  trans- 
acted some  other  business.  “Railway  Surgeons” 
from  Missouri,  Kansas  and  Arkansas  would  hardly 
go  to  Newport,  Ark.,  just  to  elect  a first  vice 
president. 

* # # # 

The  filtered  w'ater  now  furnished  the  citizens 
of  Little  Rock  has  one  possible  source  of  danger 
that  it  did  not  jxissess  when  it  was  so  densely 
muddy  — that  is  its  partial  clearness.  Its  former 
muddy  appearance  was  so  repulsive  that  it  an- 
swered the  purpose  of  a danger  signal.  Now  that 
it  is  nearly  clear  and  potable  in  appearance,  there 


is  no  telling  what  ills  may  result  from  its  use.  It 
was  formerly  nuukly  and  dangerous;  it  is  not  now 
very  muddy. 

# # # ^ 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  treatment  would  differ  somewhat  with 
one's  assessment  of  the  ECG.  No  P-waves  can  be  clearly 
seen  on  this  technically  compromised  trace,  but  the  QRS 
complexes  are  narrow  (0.08  sec.),  regular,  and  rapid 
(270/minute),  making  this  a supraventricular  tachycardia. 
Two  prominent  possibilities  would  be  atrial  flutter  with 
1:1  conduction  and  W-P-W  related  arrhythmia.  Interest- 
ingly, both  lidocaine  and  Pronestyl  may  increase  the  re- 
fractory period  in  accessory  pathways  and  may  slow  the 
tachycardia  in  Wolf-Parkinson-White  related  arrhythmia. 
Digoxin  would  be  very  useful  in  converting  atrial  flutter 
from  1:1  conduction  to  2:1  or  4:1  conduction.  Counter- 
shock  should  convert  either  arrhythmia.  This  particular 
patient  was  treated  initially  with  Inderal  and  Pronestyl 
because  W-P-W  was  a strong  consideration  and  he  then 
exhibited  atrial  flutter  with  2:1  conduction,  implying  that 
the  strip  shown  represents  atria!  flutter  with  1 :1  conduction. 
The  author's  first  choice  for  therapy  would  have  been 
countershock  in  the  situation  described,  but  strong  and 
rational  reasons  exist  to  support  other  therapeutic  options. 
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THE  MONTH  IN  WASHINGTON 

From  now  until  mid- january  the  most-used 
word  in  the  nation’s  capital  will  be  transition. 
Reagan  people— or  allegedly  Reagan  people— will 
swarm  about  the  town  with  knowing  looks  as  to 
who’s  on  first  base,  tapping  briefcases  bulging 
with  position  papers  and  bright  new  ideas  for  a 
brave  new  government. 

To  the  purist,  the  word  “interregnum”  is  pre- 
ferable to  “transition’’  in  describing  the  Washing- 
ton scene  — for  indeed  there  is  an  interval  be- 
tween two  successive  reigns,  a suspension  of  ad- 
ministrative function. 

Reagan  said  he  wants  his  administration  to 
“hit  the  ground  running”  when  it  takes  office 
Jan.  20. 

The  selection  of  the  cabinet  dampened  the  fire 
of  speculation  about  the  tone  and  tenor  of  the 
incoming  administration  in  this  town  that  hasn’t 
liad  any  practice  in  dealing  with  a Republican 
from  tlie  conservative  wing  of  the  party. 

Reagan  has  been  supplied  with  detailed  posi- 
tion papers  on  health  policy  from  his  advisory 
group  for  use  in  charting  his  administration’s 
course  next  year.  A transition  team  is  working 
with  President  Carter  and  his  aides  on  the  transfer 
of  power.  The  proposed  federal  budget  for  the 
fiscal  year  that  starts  next  October  is  almost  com- 
pleted. And  now  the  Reagan  officials  will  have 
their  whack  at  it.  Usually  a new  administration 
doesn’t  do  much  tampering  with  the  carryover 
budget. 

In  a move  to  lay  the  groundwork  for  early 
action,  Reagan  appointed  six  people  to  review 
the  federal  structure  with  an  eye  to  lower  level 
appointments  and  possible  reorganizations. 
Elizabeth  Dole,  wife  of  Sen.  Robert  Dole  (R.- 
Kans.)  and  former  member  of  the  Federal  Trade 
Commission,  will  handle  human  resources  includ- 
ing the  Health  and  Human  Services  Department, 
the  Housing  and  Urban  Development  Depart- 
ment and  the  Department  of  Education. 

Reagan  has  indicated  opposition  to  the  separate 
Department  of  Education  that  was  established  to 


carry  out  a controversial  campaign  pledge  by 
President  Carter  aimed  at  wooing  the  votes  of 
teachers.  And  there  has  been  renewed  talk  abf)ut 
reorganizing  the  HHS  Department  in  order  to 
put  more  emphasis  on  health  and  less  on  its  wel- 
fare functions. 

Reagan’s  advisory  group,  headed  by  'VVhlliam 
Whalsh,  M.D.,  president  of  Project  Hope,  has  pro- 
posed a pool  arrangement  for  private  health  in- 
surance companies  under  which  insurance  would 
be  made  available  to  people  whose  disabilities 
make  them  uninsurable  at  present. 

I’hey  woidd  pay  premiums  which  would  be 
sidrsidized,  if  necessary,  by  the  rest  of  the  insured 
population. 

Other  recommendations  included: 

— Allowing  Medicare-Medicaid  beneficiaries  to 
choose  private  coverage  with  premiums  paid 
by  the  government. 

— Examining  the  $1  billion  renal  dialysis  pro- 
gram to  determine  if  services  could  be  pro- 
vided at  less  cost. 

— Expanding  home  health  benefits  with  an  aim 
to  reducing  Medicare-Medicaid  payments  for 
hospital  and  nursing  home  care. 

— Decentralizing  health  planning. 

The  thrust  of  the  report  toward  easing  federal 
regulation  and  encouraging  a greater  role  for  the 
private  sector  was  mirrored  in  a report  on  health 
policies  issued  by  the  Heritage  Foundation,  a 
Washington,  D.C.,  study  group. 

# # # # 

I’he  Heritage  Foundation,  a conservative  think 
tank  with  strong  ties  to  the  Reagan  administra- 
tion, has  come  up  with  a blueprint  for  future 
government  that  includes  some  sw'eeping  changes 
in  health. 

The  Foundation  calls  for  examination  of  meth- 
ods of  “phasing  out  Medicaid  and  Medicare  in 
their  present  fomi,  pursuant  to  the  development 
of  systems  relying  on  ‘vouchers’  and  a more  com- 
petitive private  market.” 

Foundation  President  Edwin  Feulner  said  the 
Foundation’s  “Mandate  for  Leadership”  study,  a 
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year  in  tlie  inakin<",  is  a basic  set  of  ( onserval ive 
polity  recoininciulations  “which  1 hope  the  Rea- 
gan adininisiration  will  give  its  careful  and  seri- 
ous consideration.''  fie  said  (he  study  represents 
the  collected  opinions  of  more  than  250  experts 
from  government,  itniversities,  think  tanks,  and 
the  business  and  legal  professions. 

The  author  of  the  report  on  the  HILS  Depart- 
metit  was  David  Winston,  an  aitle  to  Sen.  Richard 
Schweiker  (R.-Pa.). 

I'he  HHS  sectioti  jtroposed  a freeze  on  all  MHS 
consultitig  contracts  pending  a full  review  of  their 
usefultiess,  noting  that  the  departtnent  “is  very 
heavily  dependent  on  such  outside  consultants.” 

It  called  for  concentratioti  on  the  role  of  flHS 
as  a “ 'last  resort,'  while  deregulating  and  enhanc- 
ing the  private  sector’s  innovative  capabilities." 

Turning  to  the  Health  Care  Financing  Ad- 
ministration (HCF.\)  which  runs  Medicare  and 
^^edicaid,  the  report  said  HCFA  has  considerable 
dilficulties  managing  fiscal  intermediaries  (e.g. 
insurance  carriers)  through  which  Medicare  and 
Medicaid  programs  are  administered.  Further- 
more, it  finds  it  difficult  to  restrict  health  cost 
increa.ses  becaitse  of  the  retrosjiective,  cost-based 
reimbursement  system  for  these  reasons. 

Immediate  examination  of  means  to  impiove 
the  administration  of  Medicaid  and  Medicare 
was  urged.  Containment  policy  should  be  turned 
away  from  a controls  and  guidelines  approach  to 
a process  of  reimbursement  reform,  deregulation, 
and  improved  competition,  according  to  the 
study. 

A significant  recommendation  was  that  “at- 
tention shoitld  be  given,  however,  to  the  retluc- 
tion  or  elimination  of  the  Professional  .Standards 
Review  (PSRO)  program.” 

The  Foundation  study  also  noted  that  the  Na- 
tional Institutes  of  Health  have  been  criticized 
for  duplicating  work  in  the  private  sector.  “Pri- 
vate organizations  should  be  encouraged  to  carry 
out  more  development  work,  reserving  NTH  for 
areas  with  little  commercial  promise.  Methods 
could  be  examined  of  altering  the  tax  treatment 
of  private  research  to  encourage  private  involve- 
ment in  more  risky,  innovative  fields.” 

File  report  added  that  “bureaticratic  problems 
of  NIFI  might  be  reduced  by  strengthening  the 
Director’s  authority  to  improve  budgeting  and 
planning,  and  by  analyzing  the  cost  structure 
with  a view  to  reducing  indirect  costs.”  Another 


signilicant  proposal  was  for  ;i  thorough  leview 
of  federal  involvement  with  Hetilth  .Maintenance 
Orgatiizat ions  (HMOs)  with  a possible  six-month 
moratorium  on  till  new  program  awards  and 
extensions. 

* * # # 

House-.Senate  conferees  have  deleted  from  the 
Medic  at  e-Medicaid  amendments  package  a ma- 
jority of  the  provisions  that  had  been  disputed 
by  the  medical  profession. 

d he  victoi  y for  tlie  health  providers  was  high- 
lighted by  elimination  of  the  controversial  .Senate 
provision  that  would  have  restricted  Medicaid 
beneficiaries’  freedom  of  choice  of  institittion  by 
allowing  states  to  specify  which  hospitals  bene- 
ficiaries could  attend. 

Advocates  of  the  provision  had  claimed  that 
states  coitld  save  money  by  channeling  Medicaid 
jiatients  to  lower-cost  facilities,  but  opponents, 
inchtding  the  AM.\,  wanted  that  such  restrictions 
raised  the  spectre  of  a two-tier  system  of  care. 

The  amendments  constituted  the  health  .sec- 
tion of  the  budget  “reconciliation”  bill  Congress 
has  been  working  on  in  an  attempt  to  bring 
federal  spending  in  line  with  Congre.ss’  own,  self- 
imposed  budget  limitations. 

The  conference  committee’s  agreement  on  the 
total  budget  “reconciliation”  was  expected  to 
clear  the  way  for  final  Congressional  approval. 
Fhere  had  been  a question  whether  Congress 
would  be  able  to  work  out  a compromise  between 
House  and  .Senate  versions  of  the  bill  during  the 
“lame  duck”  session,  but  the  lawmakers  were 
anxious  to  resolve  their  differences  in  order  to 
avoid  what  would  have  been  a shattering  blow' 
to  the  Congressional  budget  process  through 
failure  to  act. 

One  of  the  major  provisions  removed  from  the 
Medicare-Medicaitl  list  was  the  proposal  for 
sw'eeping  changes  in  the  way  Medicare  reimburses 
hospitals.  This  was  the  heart  of  the  long-standing 
plan  by  .Sen.  Herman  Talmadge  (D.-Ga.)  to  pay 
hospitals  by  groups,  size  and  class  on  a prospective 
basis. 

Another  Talmadge  provision  dropped  would 
have  changed  the  criteria  for  determining  rea.son- 
able  charges  for  physicians’  services  and  looked 
tow'ard  state-wide  uniformity  in  fee  allowances. 
"Fhis  provision  also  would  have  restructured  the 
payment  basis  for  hospital-associated  physicians. 

A controversial,  ailministration-supported  pro- 
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vision  to  boost  Medicare  payments  for  Health 
Maintenance  Organizations  (HMOs)  to  95  per- 
cent of  the  prevailing  level  was  stripped  from  the 
measure. 

Hospitals  won  their  fight  against  a cost-ctitting 
amendment  that  would  have  eliminated  the  cur- 
rent Medicare  8.5  percent  differential  payment 
for  nursing  costs. 

The  conferees  also  abandoned  a proposal  for 
liberalized  conditions  for  reimbursement  for 
chiropractic  services,  and  voted  down  a provision 
for  expanded  payment  for  community  mental 
health  centers. 

# * # # 

riie  AMA  has  taken  strong  exception  to  two 
draft  documents  on  health  planning  and  has 
asked  Health  and  Human  Services  Secretary  Pa- 
tricia Harris  to  recall  them  immediately. 

The  documents  outline  standards  and  measure- 
ments to  be  used  in  evaluating  Health  Systems 
Agencies,  State  Health  Planning  and  Develop- 
ment Agencies,  and  the  Health  Planning  Program 
as  a whole.  While  recognizing  the  need  for  fed- 
eral monitoring  of  the  program,  the  AMA  said 
the  two  drafts  “represent  an  unduly  extensive 
imposition  of  federal  standards  on  the  health 
planning  process.” 

The  AMA  pointed  out  that  the  proposed  stand- 
arils  are  derived  from  the  1978  National  Health 
Planning  Guidelines  and  the  draft  National 
Health  Goals,  neither  of  which  yet  has  legal 
standing.  “The  wholesale  incorporation  of  these 
guidelines  and  goals  into  a review  system  to  estab- 
lish norms,  the  deviation  from  which  will  sub- 
ject an  agency  to  sanctions,  transforms  the  guide- 
lines and  goals  into  federally-mandated  require- 
ments.” 

The  Association  stressed  that  planning  aitthor- 
ity  and  direction  should  be  focused  at  the  local 
level  and  suggested  that  any  future  proposals  be 
drafted  to  provide  greater  flexibility  for  state  and 
local  agencies  in  establishing  indicators  to  meas- 
ure their  progress. 

# * # # 

Contending  there  is  a “totally  inadequate”  na- 
tional awareness  of  prescription  drug  abuse,  the 


Director  of  the  National  Institute  of  Drug  Abuse 
(NIDA)  warned  the  problem  could  reach  the 
magnitude  of  alcohol  and  tobacco  as  health 
hazards. 

Federal  officials  estimated  seven  million 
.Americans  use  legal  drugs  for  non-medical  pur- 
poses. William  Pollin,  M.D.,  NIDA  Director, 
said  misuse  of  prescription  drugs  is  insidious  and 
shows  no  signs  of  decreasing. 

Dr.  Pollin  spoke  at  a Washington,  D.C.,  con- 
ference sponsored  by  the  federal  drug  agencies  in 
conjunction  with  the  .American  Medical  Associa- 
tion, the  Pharmaceutical  Manufacturers  Associa- 
tion and  the  National  Association  of  State  Alco- 
hol and  Drug  Alnise  Directors. 

Peter  Bensinger,  .Administrator  of  the  Drug 
Enforcement  .Administration,  said  250  million  to 
300  million  dosage  units  are  diverted  each  year. 
“.A  few  physicians  and  pharmacists  interested  in 
illicit  gain  have  caused  a major  national  prob- 
lem,” he  said.  Federal  investigators  found  one 
physician  making  $200,000  a month  from  deal- 
ing in  prescription  drugs  illegally,  he  said.  One 
physician’s  desk  drawer  contained  more  than  $1 
million  in  cash. 

The  government  officials  conceded  they  could 
not  accurately  estimate  how  much  of  the  problem 
stems  from  crooked  physicians  and  pharmacists 
and  how  nitich  from  theft,  from  “professional 
patients,”  or  other  means. 

Joseph  Skom,  M.D.,  Chairman  of  the  AMA 
Committee  on  Dangerous  Drugs,  said  the  most 
important  task  is  continuing  medical  education 
of  physicians  on  proper  prescribing.  The  over- 
whelming majority  of  the  problem  is  caused  by 
a “small  majority”  of  physicians.  Dr.  Skom  told 
the  conference. 

The  .AMA  has  drafted  model  state  legislation 
to  crack  down  on  physician  misconduct,  he  noted, 
with  one-half  of  the  states  to  date  providing  all 
or  part  of  the  recommended  code.  Dr.  Skom 
pointed  to  a six-fold  increase  in  disciplinary  ac- 
tions against  physicians  since  1971,  suggesting 
that  this  has  helped  in  the  fight  against  prescrib- 
ing abuse.  The  AM.A  believes  in  “firm  prosecu- 
tion” of  guilty  physicians,  he  said. 

# * # * 
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TOPICS  IN  CHILD  PSYCHIATRY - 
"VULNERABLE  CHILDREN  AND  YOUTH" 

Presented  by  John  Peters,  M.l).,  March  6,  S:00 
ajii.  to  5:00  pan.;  March  7,  9:00  a.m.  to  1:00  p.m., 
Arkansas  State  Hospital  Anditorinin,  Little  Rock. 
Registration  fee  $75.00.  Nine  and  one-half  hours 
Category  I credit.  Sponsored  hy  UAMS. 

GASTROINTESTINAL  RADIOLOGY 

Presented  hy  ^\dlma  Diner,  M.D.,  March  7, 
12:00  noon  to  5:30  p.m.;  March  8,  8:30  a.m.  to 
3:00  p.m.,  Americana  Inn,  Little  Rock.  Registra- 
tion fee  $115.00  for  physicians,  $25.00  for  resi- 
dents and  interns.  Ten  and  one-half  hours  Cate- 
goi7  I credit.  Sponsored  by  UAMS. 

ACUTE  RENAL  FAILURE 

Presented  hy  Watson  C.  Arnold,  M.D.,  Na- 
tional Kidney  Foundation  of  Arkansas,  March  7, 
7:30  a.m.  to  12:00  noon,  Holiday  Inn,  Lake 
Hamilton,  Hot  Springs.  Registration  fee  $40.00. 
Four  hours  Category  I credit.  Sponsored  by 
UAMS. 

SOUTHWEST  ALLERGY  FORUM 

Presented  by  P.  Martin  Fiser,  M.D.,  and  Pur- 
cell Smith,  M.D.,  March  22-25,  8:30  a.m.  to  12:45 
p.m.  each  day,  Arlington  Hotel,  Hot  Springs. 
Registration  fee  $75.00  (tentative).  Twelve  hours 
Categoi7  I credit  (tentative).  Presented  by 
UAMS. 


Category  1 

Continuing  Medical  Education 
Programs  Available  in 
Arkansas 

PHYCHOSOMATIC  MEDICINE  FOR  THE 
FAMILY  PHYSICIAN 

Presented  hy  Ben  N.  Salt/man,  M.D.,  April  11, 
8:00  a.m.  to  5:15  p.m.,  IT,\MSC,  Education  II 
Building,  Room  G-1  HB.  Registration  fee  $40.00. 
Seven  hours  Categoi7  I credit. 

ARKANSAS  DERMATOLOGIC  SOCIETY  MEETING 

Presented  hy  G.  Thomas  Jansen,  M.D.,  April 
25-26,  8:00  a.m.,  UAMSC  Education  H Building. 
Si.x  hours  Category  I credit  (tentative).  Sponsored 
by  UAMS. 

NEURO-OPHTHALMOLOGY  CONFERENCE 

Presented  by  John  Shock,  M.D.,  April  27 , 7:30 
a.m.  to  5:00  p.tn.,  UAMSC  Education  H Building, 
Room  8121.  Registration  fee  and  hours  of  credit 
not  determined  at  this  time.  Sponsored  by 
UAMS. 

NEURO-OPHTHALMOLOGY  CONFERENCE 

Presented  hy  Patrick  O’Connor,  M.D.,  April 
28,  9:00  a.m.  to  12:00  noon,  followed  hy  luncheon, 
Camelot  Inn,  Little  Rock.  This  meeting  is  in 
conjunction  with  the  annual  meeting  of  the  .Ar- 
kansas Medical  Society.  Registration  fee  $25.00 
(covers  attendance  and  luncheon).  Tliree  hours 
Category  I credit.  Sponsored  hy  Arkansas  .Acad- 
emy of  Ophthalmology.  Inquiries  shoidd  he  di- 
rected to  James  Landers,  M.D.,  500  South  Uni- 
versity, Little  Rock  72205. 


RECURRING  EDUCATION  PROGRAMS 

I'niess  otlierwise  indicated,  programs  are  for  one  to  two  hours  Category  I credit. 

EL  DORADO  — AHEC 

Pathology  Conference,  second  Tuesday,  12:30  p.m.  to  1:30  p.m.,  AHEC. 

Chest  Conference,  alternate  Wednesdays,  12:30  p.m.  to  1:30  p.m.,  AVarner  Brown  Hospital. 

FAYETTEVILLE  — AHEC  - NW 

Medical  Teaching  Conference,  each  Saturday,  7:30  a.m.,  Washington  Regional  Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Confere7ice,  March  5 and  19  and  .April  2 and  16.  1:00  p.m..  Conference  Room. 

Pathology  Conference,  March  10,  1:30  p.m.,  and  April  21,  3:00  p.m..  Conference  Room. 

Mortality  Conference,  March  12  and  April  9,  3:00  ]).m..  Conference  Center. 

FORT  SMITH  — AHEC 

Tumor  Conference,  every  Tuesday,  12:00  noon.  Fourth  Floor  Conference  Room,  Sparks  Regional  Medical  Center. 

As  organizations  accredited  for  continuing  medical  education  l)y  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  .Association. 
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Keeping  Up 


JONESBORO  — AHEC - NE 

Iulerc>:ting  Cases,  second  and  fourth  Tuesday,  12:00  noon.  Dietary  Conference  Room,  St.  Bernard's  Regional  Medical  Center. 
Tumor  Conference,  third  Ttiesday,  12:00  noon.  Dietary  Cxrnference  Room,  St.  Bernard's  Regional  Medical  Center. 
Medical  Lecture  Series,  each  Friday,  12:00  noon.  Dietary  Conference  Room,  St.  Bernard's  Regional  Medical  Center. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Care  Conference,  each  Tuesday,  12:00  noon  to  1:00  p.m..  Dining  Room 

Central  Arkansas  Primary  Care  Conference,  second  Tuesday,  7:00  p.m.  to  9:00  p.m.,  .\nditorium.  Two  hours  Category  I 
iredit. 

Cardiopulmonary  Kesuscitation  Course,  second  Wednesday,  6:00  p.m.  to  midnight.  Human  Resource  Development  .Crea. 
Six  hours  Category  1 credit. 

F.mergency  Medicine  Conference,  March  1,  18  and  .\pril  1,  15,  29.  12:30  p.m.  to  1:30  p.m..  Conference  Room  ffl. 
Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:00  a.m.,  Conference  Room  ffl. 

Surgery  Conference,  March  12,  19,  26  and  .April  9,  16,  23,  30,  8:00  a.m.  to  9:00  a.m..  Conference  Room 
Anesthesiology  Conference,  third  1 hursday,  7:00  a.m.  to  8:00  a.m..  Dining  Room  ffS. 

Cl  Roundup,  March  II,  25,  12:30  p.m.  to  1:30  p.m..  Conference  Room 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Confererice,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  E155,  Education  AVing. 

Pediatric  Conference,  first  and  tliird  Monday,  12:30  p.m.  to  1:30  p.m..  Room  E159,  Education  AV’ing. 

Interhospital  Urology  Grand  Rounds,  first  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  E159,  Education  AVing. 

Peripheral  Vascular  Disease  Conferer^ce,  third  Tuesday,  6:00  p.m.  to  7:00  p.m..  Room  E159,  Education  AVing. 
Xeuropathology  Conference,  third  Tuesday,  5:00  p.m.  to  6:00  p.m..  Room  SI  169,  Laboratory. 

Pulmonary  Conference,  first  and  third  Thursday,  12:00  noon  to  1:00  p.m..  Room  E159,  Education  AVing. 

Cardiology  Conference,  second  and  fourth  Thursday,  12:00  noon  to  1:00  p.m..  Room  E.155,  Edtication  AA'ing. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Internal  Medicine  Grand  Rounds,  each  Tuesday,  8:00  a.m.  to  9:00  a.m..  Education  I Auditoritim. 

Neuroradiologv  Conference,  each  AVednesday,  4:00  p.m.  to  5:00  p.m..  Department  of  Radiology  Conference  Room. 
Radiology  Continuing  Education  Lecture  Series,  two  AVednesdays  each  month,  6:00  p.m.  to  7:30  p.m..  Department  of 
Radiology  Conference  Room. 

Categorical  Course  in  Radiology,  each  weekday  except  AVednesday,  4:15  p.m.  to  5:00  p.m.,  AV’ednesday,  5:00  p.m.  to  5:45 
j>.m..  Department  of  Radiology. 

Psychiatry  Grand  Rounds,  each  non-holiday  Thursday,  12:30  p.m.  to  1:30  p.m..  Child  Study  Center  Auditorium. 

therapeutic  techniques  for  internists  and  family 
physicians.  Presented  by  the  Department  of  In- 
ternal Medicine,  Co-Chairmen,  Donald  AV.  Seldin, 
M.D.,  and  Norman  Kaplan,  M.D. 

Infonnation:  Linda  Spino,  Ph.D.,  Division  of 
Continuing  Education,  The  University  of  Texas 
Health  Science  Center  at  Dallas,  5323  Hines  Blvd., 

Dallas,  Texas  75235.  Phone:  214/688-2166. 

# # # # 

Title:  The  Multiply  Injured  Adult  wdth  Com- 
plex Fractures. 

Date:  May  7-9,  1981. 

Location:  Dallas,  Texas. 

Sponsor:  Division  of  Orthopedic  Surgery, 
Southwestern  Medical  School,  The  LIniversity  of 
Texas  Health  Science  Center  at  Dallas. 

Accreditation:  16  hours.  Category  1,  Physician's 
Recognition  Award  of  AMA. 

Fee:  S250;  Residents  in  Training,  $125. 
Contact:  Division  of  Continuing  Education, 
The  LIniversity  of  Texas  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235.  Phone:  214/688-2166. 
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i/thhcuhcenteht 

Musculoskeletal  Disease  in  the  Primaiy  Care 
Office.  April  24-25,  1981. 

.\t:  The  University  of  Texas  Health  Science 
Center  at  Dallas. 

Presented  by:  Division  of  Orthopedic  Surgery, 
Southwestern  Medical  School,  The  LIniversity  of 
Texas  Health  Science  Center  at  Dallas. 

Fee:  $150. 

Credit:  15  hours  Category  1,  AMA. 

Contact:  Division  of  Continuing  Education, 
1 he  LIniversity  of  Texas  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Bh  d.,  Dallas,  Texas 

75235.  Phone:  214/688-2166. 

# # # # 

Fourth  Annual  llpdate  In  Internal  Medicine. 
May  19-22,  1981. 

Zale  Lecture  Hall,  Southwestern  Medical 
School,  The  University  of  Texas  Health  Science 
Center  at  Dallas,  Texas. 

.\.MA  accredited:  Category  1 — 26  hours. 

Wide  spectrum  of  improved  diagnostic  and 
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PERSONAL  AND  NEWS  ITEMS 


Chief  of  Staff 

Dr.  Leslie  .Vnderson  of  |;icksonville  lias  been 
elected  chief  of  staff  at  Relisamen  Hospital. 

Stroke  Unit 

I'he  stroke  unit  at  .St.  Joseph’s  Mercy  ^[edical 
Ciciiter  has  been  dedicated  to  the  tnemory  of  Dr. 
Siiriiuler  Giijita,  fotinder  of  the  tinit. 

Rome  Meeting 

Dr.  Roliert  D.  Piat  of  |oneshoro  jiresented  a 
paper  on  obese  surgery  patients  with  dialietes  and 
hypertension  at  the  Third  International  Ciongress 
on  Obesity  in  Rome,  Italy.  \Vdiile  at  the  meeting, 
Dr.  Piat  tvas  appointed  to  the  .American  Society 
of  .Abdominal  Surgeons. 

Paper  Presentation 

Dr.  James  Pajipas  of  Little  Rock  presented  a 
paper  on  “The  LRe  of  Septal  Homograph  Carti- 
lage in  Tympano  Mastoidectomy  for  Attic  Snj> 
port’’  at  the  Middle  Section  meeting  of  the  Ameri- 
can I.aryngological,  Rhinological,  Otological  .So- 
ciety (Triological  Society)  in  Oklahoma  City. 
Medical  Staff  Elected 

Dr.  R.  C.  Burns  has  been  elected  Chief  of  Staff 
at  St.  Bernard’s  Regional  Aledical  Center  in 
Jonesboro.  Other  officers  elected  were:  Dr.  C.  E. 
Gossett,  vice  chief  of  staff;  Dr.  R.  O.  Lawrence, 
secretary-treasurer;  Drs.  O.  H.  Clopton  and  Joe 
T.  Wilson,  members-at-Iarge;  Dr.  R.  W.  Johnson, 
chief  of  medicine;  Dr.  E.  W.  Williams,  chief  of 
surgery;  and  Dr.  J.  T.  St.  Clair,  chief  of  obstetrics. 
Batesville  Urologist 

Dr.  Charles  Henry  Day,  formerly  of  Tulsa,  has 
ojx;ned  his  office  for  the  practice  of  Urology  in 
Bate,sville. 

Hospital  Officers 

Dr.  John  M.  Earmer  has  been  elected  president 
and  chief  of  staff  of  Magnolia  Hospital.  Dr. 
Charles  Weber  is  the  retiring  president  and  chief 
-of  staff.  Others  who  will  serve  are  Dr.  Erank 
Roberts  as  vice  president  and  vice  chief,  and  Dr. 
Robert  Hunter  as  .secretary-treasurer. 

Triological  Society 

Dr.  H.  .A.  Ted  Bailey,  Jr.,  presented  a paper 
entitled,  “Small  Fenestra  Stapedectomy”  at  the 
Sotithern  Section  meeting  of  the  .American  Laryn- 
gological,  Rhinological,  Otological  Society  held 
in  Fort  Worth,  d’exas. 

Dr.  Harris  Leaves 

Dr.  Walter  P.  Harris  has  left  practice  in  Dan- 


ville to  work  as  a civilian  doctor  with  the  United 
States  .Army  in  Fort  Riley,  Kansas. 

Cancer  Society  Award 

Dr.  Jean  C.  Gladden  of  Harrison  was  awarded 
the  National  Division  .Award  by  the  .American 
Ciancer  Society.  Dr.  Cdadden  was  honored  be- 
cause c)f  his  active  volunteer  work  with  the  So 
ciety  which  includes  planning  the  first  Arkansa.s- 
Oklahoma  Cancer  Forum  for  Physicians,  assist- 
ing in  professional  and  public  educational  jjro- 
grams,  and  his  leadership  in  the  Boone  County 
Crusade  for  the  Special  (iifts  Committee. 

Dr.  Raque  Moves 

Dr.  Carl  J.  Racpie  ojjened  a private  jnactice, 
the  .Arkansas  Dennatology  Clinic,  P..A.,  in  Suite 
704  of  the  Doctors  Building,  Little  Rock,  in  early 
February. 

Reception 

A reception  honoring  Dr.  Swan  B.  A'fo.ss  of  Afc- 
Ciehee  wa,s  given  by  the  Desha  County  Hospital 
.Auxiliary.  Dr.  Moss  was  honored  for  his  forty 
years  of  service  to  the  community. 

Advisory  Board 

Drs.  James  Pappas  and  H.  A.  Ted  Bailey,  Jr., 
of  Little  Rock  were  appointed  to  the  American 
Hearing  Industry  Association  Medical  .Advisory 
Board  which  held  its  first  meeting  in  Chicago 
January  9th-Hth. 

Mountain  Home  Cardiologist 

Dr.  Stacey  M.  Johnson,  an  internist  and  cardi- 
ologist, has  opened  an  office  in  Mountain  Home. 
Dr.  Lilly  Chairs  Committee 

Dr.  Ken  Lilly  of  Fort  Smith  has  been  apjjointed 
chairman  of  the  Committee  on  Chapter  Affairs 
of  the  American  Academy  of  Family  Physicians. 
T he  committee  maintains  relations  and  promotes 
])oint  programs  between  the  .Academy  and  its 
chapters. 

Dr.  Williamson  Elected 

Dr.  John  R.  Williamson  of  El  Dorado  has  been 
elected  to  the  Board  of  Direc  tors  of  the  Exchange 
Bank  and  Trust  Company  in  that  city. 

Dr.  Thomas  Speaks 

Dr.  James  Thomas,  Commissioner  of  Mental 
Health  Services  for  the  State  of  .Arkansas,  was  the 
keynote  speaker  at  a tenth  anniversary  dinner  for 
Delta  Counseling  and  Guidance  Center  in 
Fudora. 
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Dr.  James  R.  McCoy 

Dr.  McCoy  is  a new  member  of  the  Mhtite 
County  Medical  Society.  He  is  an  Orthopaedic 
Surgeon  associated  with  the  Searcy  Orthopaedic 
Clinic,  910  East  Race  Street. 

native  of  Star  City,  Dr.  McCoy  attended  the 
University  of  Arkansas  at  Fayetteville  for  his  pre- 
metlical  education.  He  was  graduated  from  the 
University  of  Arkansas  College  of  Medicine  in 
1972.  He  was  a family  practice  resident  at  the 
University  for  one  year.  From  Jrdy  1973  until 
|une  1976,  he  was  a United  States  Naval  Flight 
Surgeon.  After  his  militar)-  service,  he  returned 
to  the  University  of  Arkansas  for  Medical  Sciences 
for  a residency  in  Orthopaedic  Surgery.  During 
1979  and  1980,  he  was  associated  with  the  Ihii- 
versity,  the  \'eterans  Administration  Hospital, 
and  the  Arkansas  Children’s  Hospital  as  an  Or- 
thopaedic Surgeon.  He  was  chief  of  Orthopaedic 
Surgery  at  the  Veterans  Administration  Hospital 
and  was  an  instructor  in  Orthopaedic  Surgery  at 
the  University. 

Dr.  Stephen  P.  Johnson 

Dr.  Johnson  has  been  accepted  for  membership 
in  the  Washington  County  Medical  Society. 

He  was  born  in  Evanston,  Illinois.  He  attended 
Lehigh  FTniversity  at  Bethlehem,  Pennsylvania, 
and  the  University  of  Arkansas  at  Fayetteville  for 
his  pre- medical  education.  He  was  graduated 
from  the  University  of  Arkansas  College  of  Medi- 
cine in  1977. 

Dr.  Johnson  served  an  internshi))  and  a resi- 
dency in  Internal  Medicine  at  the  University  of 
Arkansas  for  Medical  Sciences. 

Dr.  Johnson  is  associated  with  the  Fayetteville 
Diagnostic  Clinic,  675  Foliar  Lane,  specializing 
in  Internal  Medicine. 

Dr.  Malcolm  L.  Hayward,  Jr. 

Dr.  Hayward  is  also  a new'  member  of  the  \\'^ash- 
ington  County  Medical  Society  who'  is  associated 
with  the  Fayetteville  Diagnostic  Clinic,  675  Foliar 


Lane.  He  specializes  in  Internal  Medicine,  On- 
cology and  Hematology. 

Dr.  Hayward  was  born  in  Pennsylvania.  He  at- 
tended Trinity  College  in  Hartford,  Connecticut, 
receiving  a B.A.  degree  in  1968.  He  w’as  gradu- 
ated from  Columbia  Ibiiversity  College  of  Phy- 
sicians and  Surgeons.  Dr.  Hayward  received  in- 
ternship and  residency  training  at  Royal  Vic- 
toria! Hospital,  Montreal,  Canada,  from  1972 
until  1978.  He  was  also  in  training  at  Dartmouth- 
Hitchcock  Medical  Center  in  Hanover,  New 
Hampshire,  during  1977  and  1978,  followed  by 
a Fellow'ship  in  Hematology /Oncology  at  Dart- 
mouth. He  ser\’ed  as  an  instructor  in  Medicine 
while  at  Dartmouth. 

Dr.  Hayward  spent  three  years  with  the  Indian 
Health  Service  at  Tahlequah,  Oklahoma. 

He  is  a member  of  the  American  College  of 
Physicians. 

NEW  INTERN  AND  RESIDENT  MEMBERS 

The  Washington  County  Medical  Society  has 
accepted  six  new’  members: 

Dr.  R.  Dale  Clemens 

Dr.  Dale  Clemens  is  a graduate  of  the  Fhiiver- 
sity  of  Arkansas  College  of  Medicine.  He  is  a 
second-year  Family  Practice  Resident  w’ith  AHEC 
in  Fayetteville. 

Dr.  Geoffrey  Dunaway 

Dr.  Geoffrey  Dunaway  is  a Family  Practice  resi- 
dent W’ith  AHEC  in  Fayetteville.  He  is  a graduate 
of  the  Ibiiversity  of  Arkansas  College  of  Medicine. 

Dr.  William  C.  Kendrick 

Dr.  Bill  Kendrick,  a graduate  of  the  University 
of  Arkansas  College  of  Medicine,  is  a Family 
Practice  resident  at  AHEC  Nortlwest  in  Fayette- 
ville. He  has  been  at  that  location  for  two  and 
one-half  years. 

Dr.  Michael  D.  Koone 

Dr.  Michael  Koone  is  a Family  Practice  resi- 
dent at  AHEC  Northw’est  in  Fayetteville.  He  is 
a graduate  of  the  University  of  Arkansas  College 
of  Medicine. 

Dr.  Danny  L.  Proffitt 

Dr.  Danny  Proffitt,  a third-year  Family  Practice 
resident  w'ith  AHEC  Nortlnvest  in  Fayetteville,  is 
a 1978  graduate  of  the  University  of  Arkansas 
College  of  Medicine. 

Dr.  Terri  Su 

A graduate  of  the  University  of  California  Col- 
lege of  Medicine,  Irvine,  Dr.  Terri  Su  is  serving 
a Family  Practice  residency  with  AHEC  North- 
west in  Fayetteville. 

The  Pulaski  County  Medical  Society  has  added 
the  following  to  its  roll  of  courtesy  members: 
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New  Members 


Dr.  W.  Allen  l*oe,  a f*i  a(luale  of  the  Louisiana 
State  University  School  of  Afedicine,  who  is  an 
intern  at  the  University  of  Arkansas  for  Medical 
Sciences. 

Dr.  Phillip  R.  Alston,  a graduate  of  the  Uni- 
versity of  Arkansas  College  of  Medicine.  Dr. 
Alston  is  a resilient  in  Obstetrics-Gynecology  at 
the  University. 


Dr.  Neeina  A.  Garst,  a graduate  of  Ghristian 
Medical  College  of  India,  who  is  a lamily  practice 
resident  at  the  University  of  Arkansas  for  Medical 
Sciences. 

Dr.  Steven  Garst,  also  a gradtiate  of  Christian 
Medical  College  of  India  and  a family  jnactice 
resident  at  the  University  of  .'\rkansas  for  Medical 
Sciences. 


THINGS 


TO 

COME 


April  3-4,  1981 

I'he  annual  spring  meeting  of  the  Arkansas 
Chapter,  American  College  of  Surgeons,  will  be 
held  April  3-1  at  the  Arlington  Hotel,  Hot 
Springs.  Dr.  John  Davis,  Chairman  of  the  De- 
partment of  Surgery  with  the  University  of  Ver- 
mont, will  be  guest  speaker. 

April  26-29,  1981 

Annual  Session  of  the  Arkansas  Medical  So- 


ciety, Camelot  Inn  and  Convention  Center,  Idttle 
Rock.  Scientific  program  information  to  be 
printed  in  the  March  issue  of  the  Journal. 

April  27,  1981 

1 he  Arkansas  Chapter  of  the  American  Col- 
lege of  Surgeons  will  hold  a luncheon  meeting  on 
Monday,  April  27,  in  conjunction  with  the  an- 
nual meeting  of  the  Arkansas  Medical  Society. 
Dr.  Ken  Mattox  of  Baylor  University  College  of 
Medicine  will  be  guest  speaker. 

April  28,  1981 

The  Arkansas  Orthopaedic  Society  will  hold  a 
luncheon  meeting  on  Tuesday,  April  28,  in  con- 
junction with  the  annual  meeting  of  the  Arkan- 
sas Medical  Society.  The  annual  business  meet- 
ing of  the  Society  will  be  held  at  that  time. 

April  28,  1981 

The  Arkansas  Society  of  Internal  Medicine 
will  hold  its  annual  business  meeting  during  a 
luncheon  session  on  April  28  in  Idttle  Rock.  Mr. 
Darryl  Cardoza,  Director  of  Component  Society 
Affairs  of  the  American  Society  of  Internal  Medi- 
cine, will  be  the  luncheon  speaker.  A scientific 
program  presented  by  residents  at  the  University 


of  Arkansas  College  of  Medicine  will  follow  the 
luncheon. 

July  21-25,  1981 

Annual  Symposium  on  Contemjjorary  Clinical 
Neurology  sponsored  by  Vanderbilt  University 
School  of  Medicine.  Palmetto  Dunes  Hyatt  Re- 
sort, Hilton  Head  Island,  South  Carolina.  For 
further  infonnation,  contact  Mrs.  Joan  Stdlivan, 
Department  of  Neurology  at  Vanderbilt,  Nash- 
ville, Tennessee  37232. 

o 

OBITUARY 

DR.  JAMES  W.  BUTTS 

Dr.  James  W.  Butts,  a life  member  of  the  Ar- 
kansas Medical  Society,  died  Augtist  28,  1980.  Dr. 
Butts  was  born  in  1892  in  Searcy. 

Dr.  Butts  w'as  a graduate  of  Tulane  Medictil 
School  in  New'  Orleans.  He  had  been  a general 
practitioner  in  Helena  and  had  served  as  Phillips 
Comity  Coroner. 

Dr.  Butts  w'as  a veteran  of  World  War  I. 

He  is  survived  by  two  thiughters. 

DR.  A/VAC  McLendon 

Dr.  Mac  McLendon  died  November  26th,  1980. 
He  was  born  in  1889. 

Dr.  McLendon,  a 1915  graduate  of  the  Uni- 
versity of  Alabama,  seiwcd  a double  residency  in 
orthopaedics  and  war  stirgery  at  Bellevue  Gen- 
eral Hospital  in  New'  York.  He  had  been  a gen- 
eral practitioner  in  Marianna  for  62  years  and 
served  as  public  health  officer  for  Lee  County 
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for  forty  years. 

In  1974,  the  Marianna  Chamber  of  Commerce 
named  Dr.  McLendon  the  Marianna  Man  of  the 
Year. 

He  was  a veteran  of  'World  W'ar  I and  a past 
commander  of  the  American  Legion. 

Dr.  McLendon  is  snn  ived  by  two  daughters. 

DR.  VIRGIL  L.  PAYNE 

Dr.  Virgil  L.  Payne  of  Pine  Bluff  died  Decem- 
ber 12,  1980.  He  was  born  July  13,  1898,  in  Hot 
Springs. 

Dr.  Payne  was  a graduate  of  the  University  of 
the  South  at  Sewanee,  Tennessee.  In  1924  he  was 
graduated  from  the  ITniversity  of  Tennessee  Col- 
lege of  Medicine  in  Memphis.  He  was  a former 
football  coach  at  Southwestern  College  of 
Memphis. 


board  certified  Otolaryngologist,  Dr.  Payne 
began  practice  in  Pine  Bluff  in  1934. 

Dr.  Payne  is  survived  by  his  wife,  Mrs.  Ella 
Payne,  one  son,  and  two  daughters. 

DR.  ALLEN  R.  RUSSELL 

Dr.  Allen  Russell  died  December  13,  1980.  He 
was  born  February  14,  1902. 

Dr.  Rns.sell  was  a graduate  of  the  University  of 
Arkansas  at  Fayetteville  and  the  Ihiiversity  of 
.\rkansas  College  of  .Medicine.  He  trained  in 
urology  at  Johns  Hojikins  University,  Baltimore. 

During  World  War  II,  Dr.  Russell  served  with 
the  .-Vrmy  Medical  Corps  in  the  Pacific  Theater. 

.\fter  retiring  from  the  .Yrms  in  1945,  Dr.  Rus- 
sell began  practicing  in  Pine  Bluff.  He  was  a 
General  Practitioner  and  Urologist. 

Dr.  Russell  is  survived  by  his  wife,  Mrs.  Nina 
Turner  Russell,  and  a daughter. 
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Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society,  ” “overuse,  “misuse,  ’’  and  “abuse,  ” my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scaitiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  Imow,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  you Ve  made.  Recall  how  often 
you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I would  have  done 
without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you’ll  come  away  with  a confirmation  of  your  knowledge  that  I am  a safe 
and  effective  ding  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (jy , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety,  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad|unc- 
lively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam, 'Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  Ihe  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  Ihe  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
agairist  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  m convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
seventy  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested In  several  studies.  Consider 
possibility  of  pregnancy  when  Instituting 
therapy;  advise  patients  to  discuss  therapy 
If  they  Intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines, 
narcotics,  barbiturates.  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  laundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d,  to  q.i  d . alcoholism,  10  mg  t i d or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adiunctively  in  skeletal  muscle  spasm.  2 to  10  mg  l i d 
or  q I d , adjunctively  in  convulsive  disorders.  2 to  10 
mg  b i d to  q i d Geriatric  or  debilitated  patients:  2 to 
2V2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions  ) Children.  1 to 
2V2  mg  lid  or  q I d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg, 

5 mg  and  10  mg— bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-numbered 
boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50.  available  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  071 10 


FOR  SALE 

Neurosurgery  Clinic  in  Hot  Springs,  Arkansas.  New 
office  building  (2,000  square  feet)  can  accommo- 
date one  or  two  doctors.  Ail  furniture  and  equip- 
ment may  be  purchased.  7,000  patient  records 
would  go  along. 

Contact; 

First  National  Bank  of  Hot  Springs 

Executor  of  the  estate  of  Surinder  N.  Gupta,  M.D. 
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NEEDED 

Radiologist  for  a 108-bed  community  hospital  in 
El  Dorado,  Arkansas,  to  associate  with  a second 
radiologist.  20,000  exams/year.  Nuclear  Medicine, 
Ultrasound  and  Megavoltage  therapy  included. 
Salary/partnership/fee-for-service  package  offered. 
Please  call  or  write  A.  Pellizzetti,  M.D.,  X-Ray  De- 
partment, Union  Medical  Center,  El  Dorado,  Arkan- 
sas 71730,  phone  501-864-3366. 
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Gonorrhea  in  Children 


Betty  A.  Lowe,  M.D.* 


(gonorrhea  ranks  first  among  reportable 
communicable  diseases  in  the  United  States.  From 
1964  to  1973,  gonorrhea  increased  179  percent 
and  in  1976  an  estimated  2,700,000  cases  occurred. 
Recognized  as  a sexually  transmitted  disease,  most 
of  this  increase  has  been  in  the  15-24  year  age 
group.  What  is  not  recognized  is  that  gonorrhea 
has  become  a common  infection  in  childhood. 
In  1975,  12,422  reported  cases  were  less  than  14 
years  of  age  and  5,750  girls  missed  school  each 
day  due  to  gonorrhea. i In  Arkansas,  10,000  cases 
of  gonorrhea  were  reported  during  1978-79. 
30.6%  were  from  15-19  years  of  age  and  1.9% 
(190  cases)  were  under  14  years  of  age.*  Of  21 
practicing  Arkansas  pediatricians  resjxmding  to 
a questionnaire,  six  (20%)  had  treated  gonorrhea 
in  the  previous  six  months.  Nine  of  13  cases  were 
less  than  10  years  of  age.**  A review  of  100  cases 
of  gonorrhea  in  children  is  presented. 

Method 

To  evaluate  the  clinical  presentation  and  epi- 
demiology of  gonorrhea  in  children,  100  consecu- 
tive cases  of  culturally  proven  gonorrhea  seen  at 
Arkansas  Children’s  Hospital  Pediatric  Clinic 
were  reviewed.  Arkansas  Children’s  Hospital 
(ACH)  Pediatric  Clinic  serves  the  central  Arkan- 
sas area  as  a general  pediatric  facility  available  to 
children  under  21  years  of  age  regardless  of  fi- 
nancial ability.  During  a two-year  period  (July 
1977 -July  1979),  69,730  visits  occurred.  Gonor- 
rhea cultures  (1,218)  were  obtained  in  1.7%  of 
all  visits  and  were  positive  in  188  children 
(14.8%).  Of  these  188  cases,  100  consecutive 
charts  were  reviewed.  Classification  into  four 
clinical  categories  (asymptomatic,  uncomplicated, 
complicated  and  disseminated)  as  described  by 
Litt,  et  al,  was  done  and  charts  were  also  reviewed 
for  source  and  method  of  acquiring  infection.^ 

Results 

Review  of  100  consecutive  cases  revealed  two 
neonates,  20  children  less  than  10  years  of  age, 

•Arkansas  Children’s  Hospital,  804  Wolfe,  Little  Rock,  Arkansas 
72201. 


four  children  10-12  years  of  age  and  74  adolescents 
12-20  years  of  age.  (Chart  I.) 

Classification  of  the  100  cases  by  clinical  pres- 
entation revealed  the  complete  spectrum  of  gono- 
coccal disease.  (Chart  11.) 

Eleven  of  59  teenage  females  (18.6%)  presented 
with  asymptomatic  disease.  Seven  were  seen  for 
possiljle  pregnancy,  two  were  exposed  to  a sexual 
partner  with  gonorrhea,  one  presented  with  a 
question  of  sexual  abuse  and  one  had  a buttock 
abcess.  All  had  positive  cervical  or  vaginal  cul- 
tures with  no  symptoms. 

Forty-eight  children  presented  with  uncompli- 
cated disease.  One  neonate  presented  at  nine  days 
of  age  with  purulent  conjunctivitis  and  one,  16 
days  of  age,  presented  with  a scalp  abcess.  Twenty- 
three  girls  1-12  years  of  age  presented  witli  pu- 
rulent vaginal  discharge  (vulvovaginitis).  One 
six-year-old  girl  presented  with  conjunctivitis  and 
corneal  idcer.  Two  boys,  ages  16  and  17  years, 
presented  with  scrotal  ulcers  and  one  had  marked 
CHART  I. 

ARKANSAS  CHILDREN'S  HOSPITAL 
100  CONSECUTIVE  CASES 
GONORRHEA 


No. 

Patients 

Hospital 

Admissions 

Male 

Female 

Neonates 

2 

1 

2 

1-10  yrs. 

20 

1 

19 

10-12  yrs. 

4 

I 

4 

12-20  yrs. 

74 

4 

15 

59 

TOTALS 

100 

6 

18 

82 

CHART  II. 

ARKANSAS  CHILDREN'S  HOSPITAL 
100  CONSECUTIVE  CASES  - GONORRHEA 


CLINICAL 

MANIFESTATIONS 

Asymp- 

Uncom- 

Dissem- 

tomatic 

plicated 

Complicated 

inated 

Neonates 

2 

1-10  yr. 

20 

10-12  yr. 

4 

12-20  yr. 

Males  (15) 

13 

2 

Females  (59) 

11 

7 

36 

5 

TOTAL 

11 

46 

36 

7 
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inguinal  adenopathy.  Thirteen  adolescent  males 
had  urethritis  with  discharge  and  dysiiria.  Seven 
girls,  ages  12-20  years,  presented  with  cervicitis 
and/or  vaginal  discharge  with  no  other  com- 
plaints. 

Thirty-six  j^tients,  all  teenage  girls,  presented 
with  complicated  disease.  Symptoms  were  ab- 
dominal discomfort,  fever,  lower  abdominal  pain, 
localized  lower  abdominal  tenderness,  adenexal 
tenderness  or  peritoneal  irritation.  All  had  posi- 
tive cervical  or  vaginal  cultures  and  responded  to 
penicillin  therapy.  Clinical  presentation  in  these 
girls  was  recognized  as  pelvic  inflammatory  dis- 
ease (PhD). 

Seven  patients  (five  females  and  two  males) 
jrresented  with  disseminated  gonorrhea  (DGI). 
All  had  fever  and  migratoiw  arthralgia  for  several 
days.  All  had  definite  arthritis  at  presentation. 
Arthritis  was  localized  to  one  joint  (knee  or  ankle) 
in  five,  but  two  girls  had  two  joints  involved. 
Tendonitis  occurred  in  one  girl.  Characteristic 
hemorrhagic  pustular  skin  lesions  occurred  in  two. 
One  17-year-olcl  boy  with  fever,  chills,  arthralgia, 
myalgia,  arthritis  and  skin  lesions  developed  aor- 
tic insufficiency  secondary  to  endocarditis.  Cer- 
vical cultures  were  positive  in  four  girls,  pharynx 
in  one,  and  both  boys  had  positive  rectal  cultures. 
}oint  aspirate  was  positive  in  two,  blood  cultures 
in  none.  All  had  an  elevated  erythrocyte  sedimen- 
tation rate. 

.Six  of  the  100  patients  were  hospitalized;  four 
■with  DGI,  one  six-year-old  with  conjunctivitis 
and  corneal  ulcer  and  one  neonate  with  neonatal 
ophthalmia.  All  were  treated  with  penicillin  as 
per  CDC  recommended  treatment  schedule.^ 

\Tneral  transmission  was  found  iit  most  pa- 
tients. Of  the  74  patients,  12  to  20  years  of  age; 
57  of  the  59  girls  admitted  to  sexual  activity,  and 
one  13-year-old  had  been  raped.  Fourteen  girls 
had  been  treated  for  gonorrhea  previously  and 
one  girl  was  treated  for  her  sixth  episode.  Of  the 
15  boys,  three  denied  sexual  activity:  the  two  Ijoys 
with  scrotal  ulcers  and  the  boy  with  DGI  (this  boy 
had  a positive  rectal  culture  and  homosexual  ac- 
tivity was  suspected). 

Of  the  four  girls  ages  10-12  years,  one  was  sexu- 
ally active  (three  months  post  partum),  one  was 
a case  of  suspect  child  abuse,  one  girl,  her  sibling 
and  her  mother  had  positive  cidtures  and  in  one, 
no  exposure  could  be  found. 

Of  the  20  patients,  1-10  years  of  age,  eight  had 
sibs  or  mothers  with  positive  cultures.  Five  had 


a definite  history  of  abuse  (known  older  male); 
one  was  raped,  one  eight-year-old  male  admitted 
to  sexual  play  witli  sibs  and  in  five  no  definite 
history  of  exposure  was  obtained.  Two  girls  (ages 
three  and  four  years)  were  treated  for  their  second 
episode  of  gonorrhea. 

Both  neonates  had  received  silver  nitrate  pro- 
phylaxis as  newborns.  One  mother  had  a positive 
culture  at  delivery  and  was  treated  ;the  infant 
was  not)  and  one  mother  had  a positive  culture 
at  the  time  the  infant  was  seven  days. 

Discussion 

Neisseria  gonorrhea,  an  anerobic  gram  nega- 
tive diplococci  is  quite  fastidious  and  cpiite  sus- 
ceptible to  drying.  The  human  is  the  only  known 
victim  of  gonococcal  infection  with  the  point  of 
body  entry  being  a mucosal  surface  (endocervi, 
urethra,  conjunctiva,  rectal  crypts  and  pharynx). 
Basically  sexually  transmitted,  local  factors  can 
modify  the  entry  of  the  organism.  Prepubertal 
girls  have  an  alkaline  vaginal  pH  which  predis- 
poses them  to  gonococcal  vaginitis  whereas  dur- 
ing menses  a mucous  pH  of  6.8  to  7 facilitates 
spread  from  the  cervix  to  pelvic  structures.  The 
incubation  period  is  usually  2-5  days  (may  be 
shorter  or  longer  up  to  40  weeks)  with  an  inflam- 
matory response  at  the  point  of  entry.  This  in- 
flammatory response  will  be  followed  in  1-2  weeks 
by  fibrous  tissue  repair  and  possibly  the  carrier 
state. 

Classification  of  disease  presentation  into  four 
major  categories  is  clinically  useful.  Complicated 
infection  rarely  progresses  to  a disseminated  form. 
Disseminated  gonorrhea  is  irsually  preceded  by 
the  asymptomatic  state.  Differences  in  bacterial 
virulence  Ijet^veen  strains  may  be  responsible  for 
causing  different  clinical  forms  of  disease.^’ 

I.  ASYMPTOMATIC:  Adult  females  with 
asymptomatic  cervical  infection  are  considered 
the  major  reservoir  of  gonococcal  infection.  Rou- 
tine screenings  of  teenagers  is  not  customary,  but 
reported  incidence  of  asymptomatic  gonorrhea  in 
teenagers  range  from  1.7  to  6.6%.  McChesney, 
et  al,  found  that  4.7%  of  teenage  females  in  a 
Virginia  C&Y  project  had  asymptomatic  gonor- 
rhea.' Rectal  infection  (homosexual  males  and 
40-60%  of  females  with  genital  infection)  and 
pharyngeal  infection  is  generally  asymptomatic 
although  a spectrum  of  asymptomatic  chronic 
tonsillitis,  exudative  tonsillitis,  stomatitis  and 
parotitis  has  been  reported  in  children.®  Eleven 
percent  of  the  ACH  cases  were  asymptomatic.  All 
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presented  with  a history  of  sexual  contact,  tjnes- 
tion  of  pregtiaticy  or  abuse  which  prompted  cid- 
ttires.  All  of  the.se  cases  weie  adolescent  females. 

II.  UNCOMPLIC-VI  ED:  H ncom])l  icated 
gonococcal  infection  is  localized  to  the  site  of 
entry  and  nsnally  jnesetits  as  urethritis  in  males, 
vidvovaginitis  in  the  prepnhertal  female,  cervi- 
citis in  the  [)ubertal  female  and  ophthalmia  in 
the  neonate.  Forty-six  percent  of  the  ACH  series 
had  uncomplicated  tlisease.  The  neonate  with 
ophthalmia  was  readily  recognized  but  the  diag- 
nosis in  the  neonate  with  a scalp  abcess  was  made 
only  by  cidture.  All  of  the  patients  1-10  years  of 
age  had  uncomplicated  infection:  18  females 
(prepubertal)  had  vidvovaginitis  and  one  male 
had  urethritis.  The  six-year-old  with  a corneal 
ulcer  and  conjunctivitis  was  diagnosed  only  after 
cultures  were  taken.  The  four  girls  ages  10-12 
years  also  had  vulvovaginitis.  Thirteen  teenage 
males  had  characteristic  urethritis  but  the  two 
males  with  scrotal  ulcers  were  diagnosed  only  by 
culture.  Seven  of  59  teenage  girls  had  localized 
cerv'icitis. 

III.  COMPLICATED:  Complicated  gonor- 
rhea or  spread  of  the  infection  from  the  initial 
site  occurs  approximately  in  17%  of  untreated 
females.  Predisposing  factors  leading  to  spread 
are  changes  in  cervical  mucous  pH  associated 
with  menses  and  pregnancy.  Salpingitis  (acute, 
subacute  or  chronic)  clinically  occurs  leading  to 
symptoms  of  PID  (fever,  lower  abdominal  jiain, 
j)eritoneal  irritation)  and  results  in  sterility  in 
15-40%  of  the  females  with  one  infection. i In 
males,  extension  of  the  infection  can  lead  to 
prostatitis  and  epididymitis.  Thirty-six  of  the  59 
ACH  teenage  fenrales  had  complicated  gonorrhea 
(pelvic  inflammatory  disease)  frequently  associ- 
ated with  menses  or  jiost  partum.  Symptoms  and 
clinical  findings  were  the  same  as  in  adult  females. 

IV.  DISSEMINATED:  Dis.seminated  gonor- 
rhea (DGI)  is  reported  to  occur  in  1-3%,  in  most 
studies  and  frecpiently  follows  asymptomatic 
rectal  or  pharyngeal  infection.  Certain  strains  of 
Neisseria  gonorrhea  are  more  likely  associated 
with  DGI.  Knapp  and  Holmes  found  89%  of 
DGI  in  their  series  due  to  specific  penicillin  sensi- 
tive strains.®  Dissemination  occurs  by  blood 
stream  invasion.  During  the  initial  bacteremic 
phase,  patients  have  chills,  fever,  muscle  pain  and 
arthralgia.  Blood  cultures  are  positive.  Skin 
lesions  consisting  of  papules  which  enlarge  into 
hemorrhagic  pustular  blisters  occur  in  two  out  of 


three  patients.  Following  the  bacteremic  phase, 
arthritis,  meningitis,  endocarditis  can  occur.  Lo- 
calization in  these  sites  may  have  to  do  with  im- 
mune complex  formatioti  and  inflammatory  dis- 
posal of  same.  Walker  found  circulating  immune 
complexes  in  13  of  17  cases  of  DGI  but  only  three 
out  of  20  localized  infection.®  Seven  ACH  pa- 
tients (five  females  and  two  males)  presented  with 
DGI.  All  seven  presented  in  the  second  phase  of 
disease  with  definite  arthritis:  two  liad  classic 
hemorrhagic  pustular  skin  lesions  and  all  had 
negative  blood  cultures.  Primary  site  cultures 
(cervix,  four;  pharynx,  one;  rectum,  two)  were 
positive  and  two  joint  cultures  tvere  positive. 

Gonorrhea  is  basically  a sexually  transmitted 
disease.  The  increasing  reported  rate  of  infection 
in  teenagers  has  been  attributed  to  increa.sed  sex- 
ual activity  in  teenagers,  homosexual  activity  and 
the  current  permissive  medical  environment 
where  teenagers  can  be  treated  without  parental 
consent.  Increased  awareness  and  ilocumentation 
(reporting)  may  actually  account  for  part  of  the 
reported  increase.  In  the  ACH  group,  70  of  78 
patients  over  the  age  of  10  years  readily  admitted 
to  sexual  activity.  Homosexual  activity  was  prob- 
ably the  initiating  factor  in  three  teenage  males. 
In  the  preadolescent  child,  the  cpiestion  of  the 
source  and  transmission  of  gonorrhea  is  more  dif- 
ficult. Non-venereal  transmission  by  close  con- 
tact with  infected  family  members  or  formites^® 
has  been  reported  but  precocious  sexual  activity 
and/or  child  abuse  has  been  implicated  as  the 
major  mode  of  transmission.  Branch  anti  Paxton 
found  44  of  45  children  ages  1-10  years  had  a hi.s- 
tory  of  .some  sort  of  sexual  exposure.  A high  inci- 
dence of  poor  parent-child  relationship,  over- 
crowded homes,  low  socio-economic  class  and  lack 
of  knowledge  of  body  fund  ion  anti  proper  hy- 
giene was  present.il  In  Folland’s  stutly  of  73  cases 
untler  10  years  of  age,  18  gave  a history  of  sexual 
contact  and  child  abuse  was  present  in  nine.i^  In 
the  ACH  group  of  20  patients  (1-10  years  of  age), 
five  children  gave  a history  of  .sexual  abuse  by  a 
known  oltler  male  anti  one  was  rapetl.  One  eight- 
year-oltl  Iroy  admitted  to  sexual  play  with  siblings. 
Eight  children  hatl  sibs  or  mothers  with  positive 
cultures.  Whether  they  acquired  their  infection  by 
“close  contact”  or  were  also  incidences  of  abuse 
could  not  be  ascertained.  Both  neonates  aetjuired 
their  infection  from  mothers  actively  infected  with 
gonorrhea  at  delivery.  Treatment  of  one  mother 
at  delivery  and  silver  nitrate  prophylaxis  of  the 
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infant  did  not  prevent  the  infants  from  acquiring 
gonorrhea. 

Summary 

One  hundred  consecutive  cases  of  gonorrhea  in 
children  are  reviewed.  Seventy-four  cases  were 
teenagers  but  an  incidence  of  26%  under  12  years 
of  age  emphasize  the  fact  that  gonorrhea  is  a com- 
mon infection  in  all  ages.  A complete  spectrum 
of  clinical  presentation  was  seen.  Teenagers  pre- 
sented with  all  clinical  manifestations  of  gonor- 
rhea. An  incidence  of  18.6%  asymptomatic  dis- 
ease in  the  ACH  teenage  females  is  a reflection 
of  presentation  and  cannot  lie  considered  as  a valid 
incidence  of  asymjrtomatic  gonorrhea  in  Arkan- 
sas adolescents.  Sexually  active  teenage  females 
also  presented  with  “classic”  symptoms  of  PID 
as  seen  in  adidts.  DGI  occurred  only  in  teenagers 
in  our  group  but  has  been  reported  in  neonates 
in  the  pre-antibiotic  era.i''*  The  higher  incidence 
of  DC»I  in  the  ACH  group  than  in  reported 
groups  may  reflect  an  increased  incidence  of  cer- 
tain strains  of  Neisseria  gonorrhea  in  the  com- 
munity or  may  reflect  greater  usage  of  ACH  for 
serious  illness.  All  of  the  ACH  prepubertal  pa- 
tients presented  with  localized  or  uncomplicated 
disease.  The  prepubertal  female  with  vulvovagi- 
nitis and  the  neonates  witli  ophthalmia  are  read- 
ily recognized  but  unusual  presentation  such  as 
scalp  abcess,  scrotal  ulcers  and  corneal  ulcers  in 
older  children  will  depend  on  culture  for  diag- 
nosis. It  would  apjiear  from  this  group  of  patients 
that  breaks  in  the  neonatal  skin  and  moist  genital 
skin  can  be  infected  by  the  gonococcus. 

Sexual  activity  was  the  obvious  mode  of  trans- 
mission in  the  teenage  group  and  was  admitted 
in  71%  (70  teenagers  and  sexual  play  in  one  eight- 
year-old).  Sexual  almse  (including  two  episodes 
of  rape)  occurred  in  seven  children  but  in  10 
children  (two  neonates  and  eight,  1-10  years  of 
age)  close  contact  with  mother  and  sibs  with  posi- 
tive cultures  occurred.  Wliether  or  not  sexual 
abuse  was  present  in  these  children  is  difficult  to 
determine.  Precocious  sex  play,  poor  hygiene  and 
close  family  quarters  may  predispose  to  gonor- 
rhea in  the  preadolescent  child.  Both  of  the  neo- 
nates in  this  group  were  obviously  exposed  to 
mothers  with  active  disease. 

Several  issues  for  further  consideration  are 
gained  from  this  study.  With  the  current  level  of 
sexual  activity  in  teenagers  and  the  known  inci- 
dence of  asymptomatic  gonorrhea,  routine  gonor- 
rhea cultures  should  be  considered  in  all  teen- 


agers, especially  those  that  are  sexually  active. 
Vaginal  cultures  done  as  part  of  a routine  phys- 
ical examination  will  detect  asymptomatic  cases. 
Epidemiological  survey  of  all  cases  of  gonorrhea 
must  be  carried  out.  In  the  preadolescent  child, 
sexual  abuse  must  be  considered.  The  differentia- 
tion between  sexual  and  nonsexual  contact  in 
young  children  is  difficult  and  only  by  compre- 
hensive evaluation  of  the  child’s  psychosocial  en- 
vironment can  sexual  abuse  be  ruled  in  or  out. 
Although  prophylaxis  of  newborn  eyes  is  manda- 
tory, it  must  be  remembered  that  an  infected 
mother  may  transmit  infection  to  another  site 
(vulvar  area,  broken  skin)  at  delivery  or  by  close 
contact  and  poor  hygiene  at  home.  Treatment  of 
a mother  with  a positive  gonorrhea  culture  at  de- 
livery is  imperative  but  the  infant  must  also 
receive  systemic  therapy.  Public  education  in- 
cluding body  physiology  in  school  age  children, 
family  living,  parenting  and  sex  education  for 
teenagers  must  be  a major  educational  priority 
for  our  society. 
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Modern  Management  of  Omphalocele  and  Gastroschisis 

Samuel  Smith,  M.D.,  and  E.  S.  Golladay,  M.D.* 


T.e  terminology  and  classification  of  con- 
genital anomalies  of  the  anterior  abdominal  wall 
have  been  elncidateil  dtiring  the  past  25  years 
since  gastroschisis  has  been  distinguished  from 
omjjhalocele.  In  1919,  Benson-  suggested  that 
the  congenital  ilefects  in  which  the  abdominal 
viscera  hemiate  through  a periumbilical  portion 
of  the  abdominal  wall  into  a sac  composed  of 
peritoneum  and  amniotic  membrane  be  termed 
omphalocele.  He  distinguished  omphalocele  from 
hernia  of  the  umbilical  cord  by  the  size  of  the 
defect,  that  is,  hernia  of  the  umbilical  cord  occurs 
through  a delect  of  less  than  4 cm  and  should 
contain  only  loops  of  small  bow'el.  The  term 
gastroschisis  (from  the  Greek  words  gastro  mean- 
ing belly  and  schism  meaning  separation)  ap- 
peared in  the  literature  until  the  mid  20th  cen- 
tury as  a teim  for  what  is  now  known  as  omphalo- 
cele or  exomphalos.  Moore  and  Stokes^^  in  1953 
redefined  gastroschisis  as  that  entity  in  which  the 
defect  in  the  abdominal  wall  is  extraumbilical  in 
location  with  absence  of  a membranous  sac. 

The  incidence  of  omphalocele  is  estimated  to 
be  from  1 in  6,000  to  1 in  10,000  births.  Gastros- 
chisis has  been  considered  very  rare  in  the  past, 
but  is  now  estimated  to  occur  twice  as  frequently 
as  omphalocele  or  about  1 in  3,000  to  1 in  5,000 
live  births.  'Whether  this  difference  is  due  to  a 
true  change  in  incidence  or  because  of  enhanced 
recognition  of  the  separate  entity  of  gastroschisis 
cannot  be  accurately  ascertained. 

I'here  is  still  controversy  about  the  embryo- 
genesis  of  gastroschisis  and  omjihalocele.  The 
main  point  of  disagreement  is  whether  these  two 
anomalies  represent  slightly  different  manifesta- 
tions of  the  same  developmental  defect  or  whether 
they  are  two  separate  entities.  A small  omphalo- 
cele or  hernia  of  the  umbilical  cord  is  regarded 
as  a product  of  failure  of  complete  return  of  the 
intestines  following  the  normal  period  of  hernia- 
tion of  the  midgut  into  the  extraembryonic  coe- 
lom during  the  5th  to  10th  weeks  of  development. 
The  frequent  finding  of  Meckel’s  diverticulum 
attached  to  an  omphalocele  sac  suggests  delayed 
involution  of  the  omphalomesenteric  tluct  is  a 
factor  hindering  normal  return  of  the  gut  to  the 
abdominal  cavity. 

•Department  of  Surgery,  University  of  Arkansas  for  Medical 
Sciences,  4301  West  Markham  Street,  Little  Rock,  Arkansas  72201. 


The  embryogenesis  of  the  large  defects  prob- 
ably is  a primary  defect  in  closure  of  the  ventral 
abdominal  wall  of  the  embryo.  The  closure  of 
the  body  of  the  embryo  is  brought  about  by  en- 
folding of  the  cephalic,  caudal,  and  lateral  folds 
which  meet  to  form  the  umbilical  ring.  The  ce- 
phalic fold  is  matle  frotn  splanchnic  and  somatic 
layers.  The  former  enfokls  the  heart  and  great 
vessels  and  encloses  the  foregut  anteriorly.  The 
somatic  layer  forms  the  thoracic  and  epigastric 
wall  as  well  as  the  septum  transversum  which 
separates  the  mill  line  thoracic  and  abdominal 
cavities.  Incomplete  development  of  the  somatic 
layer  residts  in  a supraumbilical  abdominal  wall 
defect,  a defect  of  the  lower  sterum,  an  anterior 
diaphragmatic  defect,  and  a defect  of  the  dia- 
phragmatic pericardium.  These  combined  soma- 
tic defects  were  initially  described  by  Gantrell, 
Haller  and  RavitclA  and  are  termed  Cantrell's 
pentalogy. 

The  caudal  fold  contains  the  hindgut  which 
gives  rise  to  the  rectum,  distal  colon,  upper  anus 
and  urogenital  sinus.  The  splanchnic  layer  of 
the  caudal  fold  encloses  the  hindgut  anteriorly. 
The  somatic  layer,  including  the  allantois,  the 
anlage  of  the  urachus,  forms  the  hypogastric  ab- 
dominal wall.  Failure  of  either  layer  results  in 
abdominal  w'all  defects.  Splanchnic  layer  defi- 
ciency results  in  partial  agenesis  of  the  hindgut 
while  failure  of  both  layers  leads  to  a complex 
of  anomalies  which  consists  of  imperforate  anus, 
prolapsed  terminal  ileum,  exstrophy  of  the  blad- 
der, a cecal  opening,  two  appendices,  and  a hypo- 
gastric omphalocele  — the  vesico  intestinal  fis- 
sure. Failure  of  the  somatic  layer  alone  results  in 
exstrophy  of  the  bladder  with  a hypogastric 
omphalocele.^ 

The  lateral  folds  form  the  lateral  walls  of  the 
abdomen  and  tiltimately  contribute  to  the  um- 
bilical ring.  Failure  of  normal  fusion  of  the  um- 
bilical ring  results  in  umbilical  hernia  or  an  om- 
phalocele, dependitig  on  the  magnitude  of  the 
defect. 

I’he  embi7ogenesis  of  gastroschisis  is  open  to 
debate.  Although  Sherman-*^  developed  an  ex- 
perimental model  of  gastroschisis  in  rabbits,  and 
llaller^i  developed  a model  in  fetal  lambs,  em- 
bryologists have  not  produced  unequivocal  evi- 
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deuce  of  gastrochisis  in  early  human  fetal 
specimens. 

Duhamel'’  postulated  early  teratogenic  influ- 
ences may  prevent  differentiation  of  the  embry- 
onic mesenchyme  — the  framework  of  the  somato- 
pleure.  If  failure  of  differentiation  occurs,  sub- 
secjuent  resorption  of  the  unsupported  ectoblastic 
layer  of  the  somatopleure  would  restdt  in  defi- 
ciency of  the  ventral  body  wall.  Shawi®  feels  gas- 
trochisis results  from  rupture  of  the  membranous 
cover  of  the  umbilical  cord,  either  during  the 
normal  phase  (5th  through  10th  week  of  fetal  life) 
or  if  rupture  occurs  at  a later  stage  the  defect 
must  be  a hernia  of  the  umbilical  cord.  His  con- 
cept includes  an  explanation  of  the  almost  uni- 
versal right  lower  cpiadrant  placement  of  the  de- 
fect. The  right  umbilical  vein  involutes  by  tbe 
4th  week  of  gestation:  it  therefore  lends  no  sup- 
port to  that  side.  He  specidates  that  the  sac  rem- 
nants are  not  present  because  of  in  utero  resorp- 
tion of  the  minimal  fragments  that  are  present 
at  that  stage  of  development  during  which  rupture 
occurs. 

Clinical  Features 

Both  conditions  are  obvious  at  birth,  but  the 
distinguishing  features  are  not  widely  knowm. 
Omphalocele  is  characterized  by  a translucent, 
bilaminar,  avascidar  membrane  consisting  of  an 
internal  peritoneal  layer  and  an  external  amniotic 
layer  (Figure  1).  If  the  defect  is  small,  the  um- 
bilical cord  inserts  into  the  apex  of  the  sac,  but 
with  a large  defect,  the  cord  attaches  inferiorly 
and  the  umbilical  vein  and  arteries  splay  out  over 
the  sac.  The  sac  begins  as  a translucent  pliable, 
soft  membranous  structure.  ^Vithin  a few  hours 
after  birth,  however,  the  membrane  whitens  and 
becomes  opaque.  After  24  hours  the  sac  dessicates 
and  fissures  to  permit  bacterial  invasion  of  the 


Figure  1. 

Newborn  with  omphalocele;  note  the  avascular  membrane  and  the 
insertion  of  the  umbilical  cord  into  the  apex  of  the  sac. 


jieritoneal  cavity.  The  sac  may  rupture  causing 
evisceration,  although  surprisingly,  obstetrical 
riqrture  of  the  sac  is  uncommon. The  appear- 
ance of  the  intestine  may  be  similar  to  the  thick- 
ened matted  bowel  seen  in  gastroschisis  if  the 
duration  of  in  utero  exposure  is  of  sufficient 
length.  However,  this  defect  can  be  distinguished 
from  gastroschisis  because  the  missing  abdominal 
wall  centers  over  the  umbilicus  and  remnants  of 
the  ruptured  sac  remain. 

Additional  congenital  anomalies  occur  in  37 
percent  of  a series  reported  by  Moore.’ ^ Cardiac 
malformations  were  found  in  20  percent  of  the 
infants  with  omphalocele  and  these  appeared  to 
be  found  more  frequently  with  large  omphalo- 
celes. Tetralogy  of  Fallot  is  the  most  common 
cardiac  lesion  and  one-third  of  the  cardiac  mal- 
formations fit  the  description  of  tetralogy.  Both 
trisomy  13  and  10  are  associated  with  omphalo- 
cele and  cardiac  malformations  (Figure  2). 

Omphalocele  is  associated  with  three  specific 
symlromes;  the  upper  midline  pentalogy  of  Can- 
trell, Haller  and  Ravitch  ;sternal,  ventral,  dia- 
])hragmatic,  pericardial  and  cardiac  defects) 
(Figure  3):  the  lower  midline  syndrome  (vesico- 
intestinal fissure)  (Figure  4);  and  the  Beckwith- 
Wiedeman  syndrome  (macroglossia,  visceromeg- 
aly, and  hypoglycemia)  (Figure  5).  One  of  these 
syndromes  occurred  in  10  to  50  percent  of  the 
series  of  omphalocele  compounded  by  Moore. 

In  gastroschisis,  the  umbilical  placement  is 
normal  and  the  intestines  protr title  through  a 
right  lower  quadrant  defect  medial  to  the  medial 
border  of  the  right  rectus  (Figure  6).  It  is  sepa- 
rated from  the  umbilicus  Ity  a small  bridge  of 
skin.  No  sac  or  remnants  of  sac  are  found.  The 
herniated  abdominal  contents  usually  consist  of 
small  intestine  only.  In  contrast,  omphalocele 


Fi,^ure  2. 

Newborn  with  trisomy  13,  omphalocele,  cleft  lip  and  palate. 
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lia.s  protrusion  ol  liver  and  bladder,  and  oeeasion- 
ally  stomaeli.  In  gastrosc  hisis,  the  lieiniatcd  in- 
testines are  markedly  thickened  as  a lesnlt  ol 
libriiions  resjK)nse  to  an  ainniotie  llnid  serositis. 

Iti  coinpai  ison  to  omphtiloc ele,  only  18  j)eicent 
of  gastrosehises  have  additional  malloi  inations 
and  78  percent  of  the  additional  malloiinations 
weie  intestinal  atresias,  as  might  be  expected 


I'lSurc  .S. 

Infant  with  Cantrell’s  pcntalogv,  manifest  l)y  a snpraumlfilical 
omphalocele.  I'he  left  ventricular  diverticulum  may  be  visualized 
through  the  sac. 


Figure  4. 

Neonate  with  vesicointestinal  fissure:  ruptured  omplialotele  sac 
located  infraumbilicallv  with  prolapsed  terminal  ileum  (I),  ex- 
strophy of  the  l)Iadder  (R),  a liifid  clitoris  (C),  and  imperforate  anus. 


P’lgure  5. 

Child  with  macroglossia  from  Beckwith-Wiecleman  svndrome,  mac- 
rosomia  and  hypoglycemia  are  the  other  components  of  the  triad. 
These  children  have  a high  incidence  of  infraumbilical  omphalocele 
and  a high  propensity  for  Wilm’s  tumor. 


(Figure  7).  1 he  intestimd  atresia  resnhs  liom 

vascular  compromise  which  occurs  because  cjl  a 
volvulus  or  strangulation  of  vasculai  supply  at 
the  abdcmiinal  delect  in  utero.  d he  shortened  ap- 
pearance noted  in  many  patients  with  intestinal 
continuity  is  more  apjtarenl  titan  real  and  re- 
verses after  the  intestines  are  returned  to  the  ab- 
domen.-'* .\  low  biiih  weight  occurs  in  tijtproxi- 
mately  hO  to  65  percent  of  the  cases. More  im- 
portantly, the  neonate  with  gastroschisis  is  hyjto- 


figure  ()a. 

Intact  skin  bridge  (s)  separating  a noimal  umf)ili(us  from  the 
herniated  viscera  in  a case  of  gastroschisis. 


Figure  hb. 

Same  patient:  colon  and  sinall  intestines  arc  visible  and  tlic  thick- 
ened matted  l)owel  is  appareni. 


Figure  7. 

Small  intestinal  atresia  is  a patient  witli  gastroschisis.  Proximal  (P) 
ami  distal  (D)  ends  of  the  atretic. 
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thermic  and  hypovolemic  due  to  the  rapid  heat 
and  fluid  loss  from  eviscerated  bowel.  Extraordi- 
nary fluid  replacement  is  required  during  the 
first  postnatal  hours. 

Treatment 

Preoperative  treatment: 

After  an  initial  assessment,  the  baby's  legs  and 
trunk  should  be  enveloped  in  a sterile  intestinal 
bag  or  a plastic  operative  occlusion  dressing.  As 
Shelden’9  described  in  1974,  this  protects  the  sac 
or  exposed  viscera  from  contamination  and  mini- 
mizes loss  of  fluid  and  heat.  An  additional  ad- 
vantage, of  course,  is  that  assessment  of  the  evis- 
cerated Irowel  is  possible  through  the  clear  plastic 
bag. 

If  a small  defect  is  present  with  compromise  of 
the  mesentery,  an  extension  of  the  defect  by  a 
riglit  lateral  incision  can  be  used  to  decompress 
the  vascidature  (Figure  8).  To  reduce  drag  on 
the  mesentery  the  weight  may  be  supported  on 
bulky  packs  of  warm,  sterile  saline  soaked  gauze 
placed  within  the  bag. 

Infants  with  gastroschisis  require  early  intra- 
venous cannulation  to  maintain  effective  per- 
fusion volume.  A rapid  infusion  of  20  ml/kg  of 
5 percent  dextrose  and  Ringer's  lactate  should 
be  given  as  soon  as  a reliable  line  is  established. 
After  the  initial  bolus,  an  infusion  rate  approxi- 
mately four  times  normal  has  been  required  to 
achieve  a urine  output  of  3 to  5 ml/kg/hr. * 

Broad  spectrum  antibiotic  coverage  slioidd  be 
instituted  immediately.  Our  current  choices  are 
gentamicin  2.5  mg/kg  every  8 hours  and  peni- 
cillin 50,000  units/kg  every  12  hours.  A naso- 
gastric tube  should  be  passed  to  prevent  vomit- 
ing as  a consecjuence  of  the  attendant  ileus. 
Transportation  in  an  isolette  and  careful  atten- 


Figure  8. 

Gangrenous  bowel  secondary  to  either  vascular  compromise  of  the 
mesentery  through  a small  abdominal  wall  defect  of  an  infant  rvith 
gastroschisis  or  experimental  volvulus. 


tiou  to  maintenance  of  ambient  temperature  in 
order  to  maintain  a homeothermic  state  are 
essential  (Figure  9). 

Operative  Treatment 

Complete  primary  closure,  the  optimal  repair, 
may  usually  be  affected  in  patients  with  small  or 
medium  sized  omphaloceles,  and  in  gastroschisis. 
If  the  liver  is  part  of  the  herniated  viscera,  pri- 
mary repair  is  not  usually  attainable.  Frequently, 
complete  repair  during  the  initial  procedure  can 
be  accomplished  in  patients  with  gastroschisis 
without  inordinate  visceroabdominal  dispropor- 
tion (Figure  10).  Helpful  adjuncts  to  primary 
repair  are  a gastrostomy,  irrigation  of  the  bowel 
to  strip  the  meconium  from  the  small  intestine 
and  colon  out  of  the  anus,  and  manual  stretching 
of  the  abdominal  wall.  If  the  herniated  mass  is 
large,  and  particularly  when  the  liver  makes  up 
a part  of  the  herniated  mass,  primary  repair  may 
be  dangerous  since  abdominal  visceral  dispropor- 
tion will  cause  unacceptably  elevated  intraab- 
dominal pressures  as  the  visera  are  crowded  into 
the  abdomen.  This  results  in  diaphragmatic  ele- 


Figure  9. 

Infant  witli  proper  preoperative  stabilization  including  intravenous 
fluids  (IV),  orogastric  tube  (OG)  in  place  to  prevent  vomiting  and 
consequent  aspiration,  intestine  bag  over  trunk  and  legs  to  prevent 
contamination  and  minimize  fluid  and  heat  loss. 


Figure  111. 

Same  infant  as  Figure  9.  following  primarv  repair  of  gastroschisis 
with  central  line,  gastrostomy  and  primary  skin  closure. 
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vation  with  concomitant  severe  respiratory  em- 
barrassment anti  inferior  vena  cava  compression 
with  reduced  venous  return,  insufficient  cardiac 
output,  lower  extremity  etlema,  and  even  ischemic 
necrosis  of  the  intestine  or  liver.  In  addition, 
extraordinary  tension  is  jtlaced  on  the  suture  line. 
To  prevent  these  complications,  Ciross  in  1948'o 
described  a two-state  technitjue  for  repair  of  large 
omphaloceles.  In  the  first  stage,  he  covered  the 
amniotic  mendtrane  or  herniated  viscera  with  wide 
skin  flaps  including  relaxing  incisions  laterally. 
No  attemjtt  was  made  to  crowd  the  viscera  back 
into  the  altdominal  cavity  (Figure  11).  The  sec- 
ond stage  consists  of  correction  of  the  large  ven- 
tral hernia  created  at  some  later  date,  usually  at 
age  1 to  2 years  (Figure  12).  Or  course,  the  dis- 
advantage of  this  approach  is  at  the  time  of  the 
secondarv  procedure,  the  herniated  viscera  still 
have  not  established  a right  of  domain  in  the  ab- 
domen and  there  may  be  inadetpiate  space  for 
return.  .\  pneumoperitoneum  may  be  helpful  in 
enlarging  the  space. 


Numerous  other  procedures  to  treat  a large 


Figure  11. 

Two-year*oId  child  following  first  stage  of  Gross’  technique  for 
closure  of  large  omphaloceles  or  gastroschisis  at  birth;  large  ventral 
hernia  is  obvious. 


Figure  12. 

Same  child  as  Figure  II.  following  the  second  stage  of  Gross’  tech- 
nique for  closure  of  large  omphaloceles. 


omphalocele  and  gastroschisis  have  been  utilized 
for  tho,se  lesions  not  amenable  to  primary  repair. 
These  range  from  splenectomy  and  right  hepa- 
tectomy,  certainly  no  longer  advocated,^  sig- 
moidotomy  to  evacuate  the  contents  of  the  sig- 
moid colon  and  to  decrease  the  size  of  the  ab- 
dominal contents,'^  or  more  recently  coverage  with 
biologic  dressing^'  or  with  an  impermeable  po- 
lymer membrane.''  Nonoperaiive  management 
has  been  recommended  by  numerous  authors  who 
use  a variety  of  antiseptic  or  drying  solutions  to 
enhance  eschar  formation  with  subsecpient  cica- 
trization of  the  sac  and  abdominal  wall  defect. 
Alercurochrome  is  one  sulrstance  recommended, 
but  may  be  dangerous  because  of  mercury 
toxicity.-i 

Schuster^®  reported  use  of  prosthetic  material 
to  affect  gradual  reduction  of  the  herniated  con- 
tents into  the  abdominal  cavity.  A modification 
of  this  procedure  by  Allen  and  Wren  is  now  one 
of  the  most  widely  accepted  modifications.^  A 
silicon  rubber  backed  by  nylon  sheet  is  circum- 
ferentially sutured  to  the  hernial  margin.  If  an 
omphalocele  sac  is  present,  it  is  excised  and  a 
search  made  for  other  anomalies  requiring  cor- 
rection. The  abdominal  wall  is  stretched  man- 
ually to  allow  return  of  as  much  viscera  as  pos- 
sible. Meconium  is  milked  distally  to  decrease 
the  size  of  the  viscera  being  replaced.  The  silicon 
rubber  .sheeting  is  then  fashioned  into  a sac  and 
supported  under  sufficient  tension  to  have  con- 
tinual reduction  of  the  viscera  as  well  as  stretch- 
ing of  the  abdominal  wall  (Figure  13).  After  2 to 
3 days  and  subsecpiently  on  a daily  basis,  the  sac 
is  comj)ressed  to  return  the  bowel  to  the  abdomen. 
A tic  is  then  placed  on  the  sac  above  the  bowel. 
LTsing  this  technicpie,  in  4 to  5 days  the  viscera 
are  returned  to  the  abdomen  under  no  tension. 
Occasionally,  as  much  as  10  days  is  retpiired.  If 
the  longer  interval  is  necessary,  the  likeliliood  of 
separation  increases  markedly.  After  reductittn, 
the  cliild  is  returned  to  the  operating  room  and 
the  abdominal  wall  is  closed  in  layers  (Figure  14). 

At  the  time  of  the  initial  o|)eration,  a total 
parenteral  nutritittn  catheter  is  placed  and  be- 
cause prolonged  intestinal  dysftmetion  occtirs  and 
adctpiate  maiutenatice  of  nutrition  is  e.ssenti;d  to 
these  balnes’  suiA'ival.  4’he  amniotic  fluid  batiies 
the  intestines  in  gastroschisis  and  acts  as  a netiro- 
toxin,  thereby  affecting  gut  motility.”  Addition- 
ally, prolonged  intestinal  decompression  is  nece.s- 
sary;  therefore,  a gastrostomy  is  useful.  If  pii- 
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inary  closure  is  noL  possible,  a gastrostomy  may  be 
detrimental  as  it  may  enhance  the  risk  ol  sejisis. 


Figure  13. 

Infant  with  silon  chimney  (nylon  net  backed  by  silicon  rubber)  in 
place  for  gastroschisis  in  which  primary  repair  was  impossible. 


Certainly  if  a gastrostomy  is  used,  it  should  be 
placed  as  far  laterally  and  superiorly  as  possible 
in  order  to  prevent  the  risk  of  contamination  as 
much  as  possible. 

Results 

In  contrast  to  historical  perspective  in  which 
death  occurred  as  a result  of  malnutrition  second- 
ary to  inability  to  feed,  the  mortality  with  mod- 
ern management  of  gastroschisis  restdts  from  the 
primary  intestinal  atresia  most  frequently.  At 
Arkansas  Children's  Hospital  in  the  last  three 
years  there  have  been  fourteen  cases  of  gastros- 
chisis. Ten  of  these  stuvived  without  difficulties. 
Three  of  the  four  with  intestinal  complications 


Figure  14. 

Infant  in  Figure  13  with  primary  repair  of  the  abdominal  wall  fol- 
lowing gradual  reduction  of  the  herniated  vfscera  with  the  silon 
chimney.  Gastrostomy  tube  has  been  pulled. 


TABLE  I. 

COMPARISON  OF  FEATURES  OF  OMPHALOCELE  AND  GASTROSCHISIS 


Sac 

Defect 

Gastroschisis 

Absent 

Usually  small  and  to  the 
right  of  the  umbilicus 

Omphaloceles 

Sac  present  (either  intact  or  remnants) 
Includes  umbilicus,  may  be  very  large 

Hernia 

Contents 

Consists  ustially  of 
thickened  matted  small 
intestines  only 

May  include  most  of  the  abdominal 
contents  with  normal  visceral 
appearance  with  intact  membrane 

Associated 

Anomalies 

Only  18%  incidence 
associated  malformations, 
mainly  jej  unoileal 

37%  incidence,  including  20% 
with  cardiac  malformations 

Birth 

Weight 

Low  in  67%  of  cases 

Low  in  only  20%  of  cases 

Syndromes 

No 

Cantrell’s  pentalogy,  vesicointestinal 
fissure,  Beckwith-Wiedeman  syndrome, 
trisomy  18  and  trisomy  13-15 

Visceroabclominal 

Proportion 

Normal 

Abdomen  very  small  and  under 
developed  with  large  lesions 
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resulted  in  tleath.  In  omphalocele  the  mortality 
results  from  the  severity  of  the  accompanyinj> 
abnormalities.  In  a series  from  Canada  re|)orted 
by  Stringel.--  67  percent  of  patients  with  ompha- 
locele and  73  percent  of  patients  with  gastroschisis 
survived.  Irving  and  Rickham’'’  reported  a drop 
in  mortality  from  10  to  20  percent  in  comparing 
the  jteriods  lO.aa-tiO  to  1907-75.  They  attributed 
their  improved  results  to  advances  in  pre  and 
postoperative  management,  including  preopera- 
tive fluid  stabilization  ami  careful  attention  to 
maintenance  of  tem|)erature  in  combination  w’ith 
total  parenteral  nutrition  postoperatively.  These 
figures  emjrhasi/e  the  importance  of  preoperative 
stabilization  and  referral  to  a tertiary  care  center 
experienced  in  the  operative  and  long-term  post- 
operative care  of  these  difficult  patients. 
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PART  IV  OF  IV  PARTS. 

(CONCLUSION) 

Faculty 

Interest  in  establishing  a medical  school  first 
surfaced  in  1870,  but  one  of  the  essential  pro- 
visions, legalized  dissection,  was  not  available. 
This  was,  however,  corrected  by  the  Arkansas 
General  Assembly  with  enactment  of  legislation 
in  1873  authorizing  certain  state  officials  to  re- 
lease unclaimed  bodies  to  regular  practicing  phy- 
sicians for  anatomical  incpiiry  by  themselves  or  a 
student  under  their  direction.  During  the  next 
six  years,  the  obstacles  created  by  medical  politics, 
differing  theories  of  medical  practice,  location  of 
a school,  and  composition  of  a faculty  were  grad- 
ually resolved.  This  era  has  been  described  ad- 
mirably by  BairtD  and  will  not  be  described  fur- 
ther. Suffice  it  to  say  that  the  Arkansas  Industrial 
University  Medical  Department  was  incorporated 
in  Septemlaer  1879,  with  eight  incorporators  who 
since  have  Ijeen  known  as  founders,  and  who  con- 
stituted the  primary  faculty  for  that  first  academic 
year.  Of  these  eight,  James  A.  Dibrell,  Jr.,  was 
Professor  of  Anatomy,  and  continued  in  this  role 
until  1904.  Assisting  Dr.  Dibrell  were  two  assist- 
ants, entitled  Demonstrators  in  Anatomy.  From 
that  time  forwaid  there  has  been  a succession  of 
92  faculty  members,  with  tentires  ranging  from 
one  to  at  least  38  years.  The  names  of  these  people 
are  arranged  in  Table  7 in  a chronological  series, 
with  the  year  they  were  first  identified  as  a mem- 
ber of  the  faculty  preceding  the  name.  Follow- 
ing the  name,  the  year  of  termination  of  full-time 
status  is  given  if  that  termination  occurred  prior 
to  1979.  Also  short  biographical  sketches,  and 
when  available,  photographs  are  included.  An 
effort  was  made  to  select  photographs  taken  near 
the  time  when  the  individual  actually  was  teach- 
ing. Considering  the  number  of  persons  involved, 
it  w'ould  be  impractical  to  discuss  each  person  in 
detail  and,  therefore,  the  comments  will  be 
general. 

•Professor  of  Anatomy,  University  of  Arkansas  for  Medical  Sci- 
ences, 4301  West  Markham,  Little  Rock,  Arkansas  72201. 


In  agreement  with  the  Articles  of  Confedera- 
tion of  the  American  Medical  College  Associa- 
tion, the  “medical  members  of  the  Faculty  must  be 
regular  graduates  or  licentiates  and  practitioners 
of  medicine,  in  good  standing,”^  and  the  eight 
founders  of  the  Medical  Department,  by  all  ac- 
counts, met  this  qualification.  All  eight  were 
graduates  of  then  recognized  medical  schools,  and 
all  were  men  of  distinction  professionally  in 
Little  Rock.  Only  one,  however,  had  ever  taught 
in  a medical  school,  and  the  others  had  only  con- 
cepts developed  as  students  to  guide  them  as 
teachers.  Believing  in  the  old  adage,  currently 
jiiesumed  by  some  to  be  valid  even  today,  that 
repetition  is  a key  to  learning,  students  were  ex- 
pected to  attend  two  courses  of  lectures  for  each 
subject.  The  two  courses  were  offered  in  suc- 
cessive years  and,  like  the  dinosaur  with  a brain 
in  his  head  and  one  in  his  tail,  if  the  student  did 
not  “get  it  the  first  time”  he  could  get  it  the  sec- 
ond. Both  the  first  series  of  lectures  in  each 
course,  followed  by  the  repitious  second  series, 
were  required  to  be  eligible  to  stand  for  the  final 
oral  examination.  A vivid  description  of  the  stu- 
dent’s view  was  given  by  Eugene  H.  Abington, 
ALD.,!®  who  was  enrolled  for  two  years,  1893-95. 
“It  was  a small  school,  but  we  had  a very  good 
faculty.  Dr.  Dibrell  was  recognized  as  one  of  the 
finest  anatomists  of  his  time.  Each  student  had 
to  carry  a number  of  courses.  . . . the  teacher  lec- 
tured on  a particular  subject  once  or  twice  a week. 
We  received  from  six  to  eight  different  lectures 
each  day.  Besides  the  classwork,  we  had  a free 
clinic  at  the  school.  In  those  days,  dissection  ma- 
terial was  hard  to  get,  the  laws  were  very  strict, 
. . . . Bodies  had  to  be  accepted  when  offered, 
the  year  around,  so  there  would  be  ample  ma- 
terial on  hand.  These  bodies  were  pickled  to  pre- 
serve them.  We  dissected  only  in  the  winter 
months.  The  unheated  dissection  rooms  were 
always  cold.”  Lectures,  at  least  by  some,  were 
read  verbatum  from  textbooks,  and  each  week 
oral  quizzes  were  given  over  work  of  the  preced- 
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iiig  week.  This  procedure  (oiilinued  iiiuil  the 
“three  year  graded  curriculum”  was  instituted 
with  the  1892-93  academic  year. 

The  lacuhy  teaching  .\natomy  in  the  early 
)ears  were  without  lormal  training  in  the  disci- 
pline. Other  than  a willingness  and/or  an  in- 
terest in  the  subject,  no  criteria  for  selection  of 
the  individuals  liave  been  identified.  Yet  they 
were  considered  to  be  excellent  and  successful  in 
their  efforts  (vide  supra).  A review  of  Table  7 
and  the  biographietd  sketches,  shows  that  many 
found  roles  as  Demonstrators  or  Piosectors  to  be 
good  entrances  to  the  academic  realm,  after  which 
tliey  took  places  in  clinical  areas.  One  might  sur- 
mise that  the  administration  felt  that  candidates 
for  clinical  faculty  positions  would  be  well  .served 
to  start  where  they  felt  students  should,  that  is  to 
“commence  in  the  only  practical  method,  and  by 
dissection,  fully  and  practically  verify,  . . . 

Not  only  would  such  an  experience  serve  as  a 
review  of  basic  medical  knowledge,  but  the  novi- 
tiate would  be  a gootl  test  of  sincere  commitment 
and  ability.  "WTatever  the  circumstances,  many 
with  this  start  went  on  to  faculty  positions  in  all 
the  clinical  divisions  of  that  day,  and  others  di- 
rectly into  practice. 

As  in  other  facets  of  medical  education,  the 
Arkansas  school  awaited  the  spread  of  trends 


Irom  eastern  schools  with  longer  histories,  ex- 
perience, and  perhaps  especially  finances.  The 
recognition  that  teaching  medical  students  de- 
manded more  than  a jneceptor-type  commitment 
to  the  discijdine  c;ime  about  first  iu  the  basic 
sciences,  probably  as  a result  of  several  forces. 
Research  in  etistern  North  America  and  in  Eu- 
rope vastly  and  rajtidly  increa.sed  the  knowledge 
of  basic  science  uselul  in  the  ])ractice  of  medicine. 
I he  Hexner  report  exerted  strong  pressures  to 
develop  lab(jr;itory  work  in  all  basic  sciences, 
which  of  course  included  Anatomy.  And  in  more 
subtle  ways,  the  youthful  Association  of  Ameri- 
can Medical  Colleges  served  as  a forum  where 
curriculum,  teaching  methods,  faculty  perform- 
ance, and  many  other  problems  of  medical  educa- 
tion were  exchanged. 

O 

Charles  Brookover  was  the  first  person  without 
a medical  degree  to  be  appointed  to  the  faculty, 
having  instead  both  the  Master  of  Science  and 
Doctor  of  Philo.sophy  degrees.  Appointed  in  1913 
as  Professor  of  Histology  and  Embryology,  he 
continued  until  1916.  The  second  person  with 
this  background  was  Margaret  Hoskins,  who  was 
appointed  in  1921  as  Professor  of  Microscopic 
Anatomy.  She  in  turn  resigned  in  1925  to  take 
a similar  position  at  New  York  University  Col- 
lege of  Dentistry.  Not  until  the  appointment  of 


1879  Dibrcll,  Jas.  A.  1904 
Gibson,  I..  P.  1902 
Jones,  J.  J.  1880 

1880  Waters,  John  1886 
1887  Frencii,  F.  L.  1913* 

1890  Earner,  W.  E.  1891 

Miller,  W.  H.  1897 

1896  Watkins,  Aiulerfon  1903 

1897  Snodgrass,  W.  A.  1902 

1902  Dunaway,  W.  C.  1908 

1903  Lindsey,  C.  W.  1904 
Sweatland,  A.  E.  1912 
Vaughter,  S.  P.  1911 

1904  Carmichael,  A.  L.  1907 
Gray,  Oscar  1907 

1905  Ogden,  M.  D.  1907 
Goodwin,  Wm.  1908 
Judd.  O.  K.  1910 

1906  Stewart,  S.  S.  1907 

1907  Maxwell,  R.  L.  191 1 
Dibrcll,  J.  L.  1916 

1908  Kirby,  H.  H.  1918 


TABLE  7. 

CHRONOLOGICAL  LISTING  BY  DATES  OF  INITIAL  APPOINTMENT 
OF  FACULTY  TEACHING  ANATOMY 


1910  Walt.  D.C.  1911 
•Continued  past  the  date  in  emeritus  status. 
** Active  faculty  1979. 


1910  Hodges.  T.  E.  1913 

1911  Kory,  R.  C.  1913 

1913  Sciaroni,  G.  H.  1914 
Erookover,  Chas.  1916 

1914  Rhinchart,  D.  A.  19.52* 

1917  Gardiner,  H.  L.  1918 

1918  Oates,  C.  E.  1929 
White,  E.  L.  1920 

1921  Hoskins,  M.  M.  1925 
Hawkins,  J.  E.  1922 
Wilson,  P.  L.  1926 

1922  Grayson,  W.  E.  1923 
Cliandlcr,  S.  E.  1924 
Wakefield,  F.  H.  1924 

1924  Taylor,  .Vndrew  1925 

1925  Jones,  G.  L.  1926 
Robinson,  E.  L.  1947 

1926  Gotcher,  X.  A.  1928 
Rushing,  G.  S.  1929 

1927  Shilladay,  C.  L.  1929 

1928  Henry,  C.  R.  1931 

1929  Eryant.  R.  L.  1932 
Kitchen,  D.  K.  1930 


1930  Langston,  W.  C.  1957* 
Scott,  J.0. 1932 

1931  Eanks,  Jeff  1957 

1932  Autry,  D.  H.  1934 
Dean,  (;.  O.  1949 

1934  Thibault,  J.  J.  1936 

19,36  Eailey,  R.  J.  1942 

1937  Fletcher,  1).  E.  1914 

1939  McCullough,  A.  W.  1961 

1941  Jernigan,  J.  P.  191(i 

1912  Marvin,  H.  N.** 
Ryerson,  1).  L.  1916 

1947  Meschan,  1.  1949 

1948  Clausen,  ff.  J.  1958 
Fergeson,  J.  O.  1949 

1950  May,  L.  C.  1950 

1951  Shaver,  S.  L.  1956 

1952  Jaffe.  C.  O.  1956 

1956  Aulsebrook,  K.  .\.  1957 

1958  Duffey,  L.  M.  1960 
Sherman,  J.  K.** 

Suzuki,  H.  K.  1970 


1960  Holland,  R.  C.  1966 
McDonald,  Zenas  1961 

1961  Latimer,  ff.  E.  1962 

1962  Gilmore,  S.  A.** 

1963  Wood,  J.  G.  1966 

1965  Sharma,  U.  1).  1966 

1966  Powell,  E.  W.** 

Soloff,  E.  L.** 

1967  Pauly,  J.E.** 

Hycda,  C.  K.  1972 
McCoy,  E.J.  1967 

1968  Burns,  E.R.** 

Buxton,  D.  F.  1972 

1969  Eaccarini,  I.  M.  1972 
Calliouii,  J.  D.  1973 

1970  .Skinner,  R.  D.** 
Scheving,  L.  E.** 

Tsai,  S.  T.** 

1971  Lucas,  E.  A.** 

1972  Schoultz,  T.  W.** 
Cave,  M.  D.** 

1973  Klciss,  E.  1974 

1975  Boop,  W.  C.** 
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Ralph  Bailey  in  1936  did  the  Department  ot 
Anatomy  again  add  anyone  to  its  staff  without 
a meilical  degree.  Since  then  the  faculty  has  been 
comjiosed  almost  entirely  of  people  with  special 
training  in  both  teaching  and  research  in  the 
anatomical  disciplines.  The  year  1936  also  marks 
another  turning  point  because  after  that  year 
nearly  everyone  lield  memltership  in  the  Ameri- 
can .Association  of  .Anatomists,  the  primary  pro- 
fessional organization  for  anatomists.  Its  require- 
ments for  membership  incltide  sidtstantial  evi- 
dence of  capability  in  research  as  evidenced  by 
ptdrlication  of  research  papers  in  referred  jour- 
nals by  the  individual  investigator. 

Research  and  publications  certainly  have  been 
a productive  effort  of  the  anatomy  faculty  since 
the  medical  school's  humitle  beginnings.  This 
occtnred  “notwithstanding  the  handicap  of 
crotvded  cjuarters,  obsolete  buildings,  and  inade- 
cpiate  eqtupment,”^'  and  one  might  add,  no  tech- 
nical help.  The  preparation  of  a complete  list- 
ing of  the  ptiblications  of  the  factthy  must  await 
another  effort,  but  even  if  presently  available  it 
would  exceed  the  scope  of  this  paper.  Fortun- 
ately the  bibliographical  Index  Aledictis  had  its 
birth  the  same  year  as  the  medical  school,  and  a 
sampling  of  this  index  shows  that  at  least  certain 
members  of  the  faculty  were  publishing.  Because 
of  the  nature  of  the  faculty,  the  pultlicaticjiis  prior 
to  1936  were  almost  entirely  clinical  reviews, 
epidemiological  reports,  and  case  histories.  .After 
that  date,  the  faculty  members  were  much  more 
laborator)'  oriented,  and  the  publications  became 
more  experimental  rather  than  observational  in 
nature. 

Clinically  related  efforts  were  not  excludetl, 
however,  and  this  reflects  the  sjtlendid  relation- 
ship between  basic  and  clinical  sciences  which  has 
characterized  the  medical  school  for  the  last  forty 
years.  .As  examples  of  such  coojierative  efforts  at 
Arkansas,  the  following  can  be  cited:  one  of  the 
first  studies  of  the  effectiveness  of  testosterone  in 
cases  of  inoperable  carcinoma  ol  the  human 
breast  was  reported  by  a stirgeon  and  an  anato- 
mist; a report  of  a thecoma  in  an  infant  girl  by 
a pediatrician  and  an  anatomist,  the  youngest 
infant  reported  to  that  date;  and  an  anatomical 
basis  for  hemostasis  following  prostatectomy  re- 
ported by  an  urologist  and  an  anatomist.  Most 
recently  human  sperm  banking  and  the  intensive 
study  of  chronobiological  phenomena  within  the 
department  have  clinical  applications.  Indeed, 


the  importance  of  research  and  publication  in 
the  life  of  the  department  has  rendered  tentire 
and/or  teaching  effectiveness  alone  no  longer  suf- 
ficient to  advance  in  academic  rank. 

Obtaining  funds  to  support  research  has  been 
one  of  the  more  perplexing  problems  facing  fac- 
ulty members  in  the  past  and  also  toilay.  Little 
research  remains  that  can  be  done  with  cost-free 
observation.  The  cost  of  essential  eqtiipment  and 
supplies  has  increased  incomprehensibly  since  the 
days  when  one  btiilt  his  own  cages  for  animals 
and  made  his  own  slides.  Outside  funding  is  now 
a necessity,  because  it  no  longer  is  effective  to 
bootleg  a few  dollars  from  the  “maintenance 
budget"  for  research.  The  state  funded  budget 
never  has  provided  funds  specifically  for  research. 
Fortunately  when  critical  it  has  been  possible  to 
pare  some  fringe  benefits  for  research  from  the 
maintenance  budget  by  getting  double  duty  from 
some  eqtiipment;  teaching  and  research.  Over 
the  years  since  1930,  active  members  in  tlie  de- 
partment have  been  able  to  obtain  research 
grants.  These  have  varied  from  annual  grants  of 
about  $2,000  made  to  Drs.  Langston  and  Robin- 
son in  the  30’s,  to  over  $200,000  in  recent  years. 
The  amounts  have  waxed  and  waned,  sometimes 
less  than,  or  equal  to,  or  even  stibstantially  more 
than  the  state  dollars  provided  for  departmental 
use.  Ihitil  1965  all  of  the  grants  were  made  spe- 
cifically for  supporting  research  projects.  In  that 
year  a five-year  Anatomy  Training  Grant  was 
obtained  by  the  author  to  develop  and  support 
the  training  of  gradtiate  sttidents  as  future  career 
anatomists.  The  grant  provided  much  needed 
equipment,  btit  its  success  in  increasing  the  out- 
put of  trained  anatomists  was  marginal.  With 
more  faculty  in  the  department  in  recent  years, 
and  a higher  percentage  being  sticcessful  grants- 
men  (and  women),  the  anntial  amounts  of  grant 
funds  have  increased  steadily.  Several  of  the  fac- 
tdty  members  are  engaged  in  chronobiological  re- 
search, and  the  department  has  become  one  of  the 
nationally  recognized  centers  for  this  research. 
The  fruits  of  this  recognition  can  be  seen  in  the 
awarding  of  thotisands  of  dollars  in  grant  sup- 
port. Other  projects  in  Neuroanatomy  and  Cell 
Biology  also  are  well  funded. 

In  another  vein,  sttidents  have  been  encouraged 
in  their  efforts  to  perform  maximally  in  anato- 
mical subjects  for  a great  many  years.  Dr.  James 
A.  Dibrell  successfully  solicited  William  Thomp- 
son, a Little  Rock  practicing  physician,  to  offer 
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an  annual  prize  of  twenty-five  dollars  to  the  first 
year  student  who  wrote  the  I)cst  examination  in 
Gross  Anatomv.  After  Dr.  Dibrell  left  the  faculty, 
this  award  was  renamed  in  his  honor,  and  the 
award  continued  by  Janies  L.  and  John  R.  Dib- 
rell. The  faculty  teaching  anatomy  presented 
annually  a pocket  case  of  instruments  to  the  stu- 
dent for  the  best  anatomical  preparation.  These 
preparations  tvere  used  in  instruction  for  a num- 
ber of  years,  to  the  limit  of  their  durability.  The 
Demonstrator  in  Anatomy  awarded  ten  dollars 
of  his  personal  pocket  money  each  year  for  the 
best  over-all  dissection  by  a student.  All  these 
awards  were  discontinued  in  1914,  the  reason  for 
their  collective  demise  remains  a mystery.  Not 
until  1941  was  scholarship  again  rewarded  by 
the  establishment  of  the  Gross  Anatomy  Scholar- 
ship Roll  by  Dr.  Jeff  Banks  when  he  became  re- 
sponsible for  Gross  Anatomy.  The  awardee  was 
selected  each  year  on  the  basis  of  the  highest  aver- 
age for  the  course,  and  his  name  on  a plate  af- 
fixed to  a plaque  hung  in  the  laboratory.  After 
Dr.  Banks’  death,  the  award  was  continued  by  Dr. 
Howard  Suzuki,  the  next  course  director,  until 
1968.  No  such  awards  have  been  made  since  that 
date. 

The  leadership  of  the  department  has  fallen 
upon  ten  people  over  the  one  hundred  years. 
When  the  school  was  first  incorporated  in  1879, 
individual  departments  were  not  defined,  nor 
were  they  for  some  years.  Following  the  tradi- 
tional concept,  however,  the  Professor  was  con- 
sidered the  most  responsible  person,  functionally 
the  chairman.  On  this  basis.  Professor  James  A. 
Dibrell  served  as  Chairman  of  the  anatomy  fac- 
ulty from  1879  until  1904.  As  discussed  later, 
most  of  that  time  he  tvas  also  President  of  the 
Faculty  (Dean).  Succeeding  Dr.  Dibrell  was  Dr. 
Frank  L.  French,  who  first  joined  the  faculty  in 
1887  as  Prosector  in  Anatomy.  Later  he  was 
Professor  of  Materia  Medica  and  Therapeutics 
before  returning  to  teaching  Anatomy  in  1905  as 
the  Professor  and  Chainnan.  In  1911,  a few 
years  before  full  retirement.  Dr.  French  turned 
the  Chairmanship  over  to  Professor  James  L. 
Dibrell,  son  of  James  A.  Dibrell,  Jr.  Dr.  Dibrell 
resigned  in  1916,  and  one  can  only  surmise  that 
he  entered  military  service,  as  did  so  many  others. 
For  the  interim  period  1917-18,  Dr.  Darmon 
Rhinehart  was  enlisted  until  the  Chairmanship 
was  accepted  by  Dr.  Oates  who  for  several  years 
previously  had  been  teaching  Chemistry  and 


Pharmacology.  He  was  well  liked  by  students  and 
did  much  to  enliven  their  lives  by  organizing  and 
participating  in  a school  band.  His  prestige  witli 
the  Dean  was  not  cjuite  so  good,  and  he  was  sum- 
marily replaced  by  Dr.  Byron  Robinson  in  1929. 
In  addition  to  holding  a medical  degree  rather 
than  a Ph.D.,  Dr.  Robinson  possessed  personal 
attributes  which  attracted  the  attention  of  those 
charged  with  selecting  a new  dean  to  fill  a va- 
cancy in  1941.  Consequently,  Dr.  Robinson 
moved  full-time  into  the  deanship  that  year,  and 
Dr.  W.  C.  Langston  succeeded  him  as  Chairman. 
During  his  tenure  as  Chairman  (1941-57),  Dr. 
Langston  implanted  research  as  a continuing 
function  of  the  faculty.  Later  he  accepted  only  a 
two-year  appointment  as  Dean,  and  wisely  only 
on  an  acting  basis.  When  Dr.  Langston  was  ap- 
proaching the  mandatory  retirement  age  of  67, 
a search  committee  was  appointed  in  January 
1957,  to  nominate  his  successor.  In  a short  while 
polarization  developed  between  those  who  con- 
sidered Dr.  Jeff  Banks  the  obvious  next  Chair- 
man (Figure  33)  and  those  who  felt  the  next 
Chairman  should  have  a demonstrated  record  in 
research.  The  tack  was  taken  to  solve  the  prob- 
lem by  splitting  it.  The  department  was  split  and 
Dr.  Banks  was  named  Chairman  of  the  Depart- 
ment of  Gross  Anatomy.  The  search  committee 
continued,  and  the  author  was  appointed  Acting 
Head  of  the  Department  of  Microanatomy  in 
July  1957.  Following  the  death  of  Dr.  Banks  in 
Septemlrer  1957,  ilte  divisions  were  cpiietly  re- 
combined and  the  search  committee  continued. 
In  June  1958,  the  Dean  announced  that  Dr.  Mar- 


Figure  33. 

By  overwhelming  demand  by  students  and  alumni,  the  new  student 
union  was  named  in  honor  of  Jeff  Banks,  and  this  picture  im  the 
I960  Caduceus  recognizes  this  event. 
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via  had  been  appointed  chairman.  In  1965  he 
divided  his  time  between  the  chairmanship  and 
the  office  of  Associate  Dean,  tlie  latter  being  ac- 
cepted fidl-time  in  1967.  Thereupon  a new  search 
committee,  after  sifting  nnmerons  nominations, 
selected  Dr.  John  Panly  from  Tidane  Lhiiversity 
School  of  Medicine  as  departmental  chairman, 
the  position  whicli  he  now  liolds. 

The  anc-tomy  facnlty  has  been  called  upon  dis- 
proijortionately  to  serve  administrative  roles  in 
the  medical  school.  Although  entitled  President 
of  the  Facidty,  James  A.  Dibrell  serv'ed  in  the 
role  as  Dean  from  1886  throtigh  190-1,  entering 
njjon  this  tenure  after  seven  years  as  Professor  of 
Anatomy.  Dr.  P>yron  L.  Robinson,  Professor  of 
Anatomy  for  the  twelve  years,  1929-1941,  became 
Dean  and  held  this  jtosition  until  1946.  Finally, 
Dr.  \V.  C.  Langston,  who  was  Chairman  of  the  De- 
partment of  Anatomy  from  1944  until  1957,  with 
very  great  reluctance,  accepted  the  additional  re- 
sponsibilities of  Acting  Dean,  which  he  held  con- 
currently from  1948  through  1950.  Although  dis- 
continnons,  these  tenures  account  for  25%  of  the 
one  hundred  years.  First  appointed  to  the  Ad- 
missions Committee  in  1941,  Dr.  Jeff  Banks  be- 
came chairman  of  the  committee  in  1944  and 
held  that  responsibility  until  1957.  From  1965 
until  1957,  the  author  was  Associate  Dean  for 
,\cademic  Affairs,  which  included,  among  other 
res])onsibilities,  the  chairmanship  of  the  Admis- 
sions Committee.  4 his  committee  responsibility 
was  carried  until  the  Dean's  Office  staff  was  in- 
creased in  1973,  and  that  responsibility  came  to 
lie  elsewhere,  dliis  important  committee  func- 
tion is  truly  burdensome  and  in  many  instances 
onerous,  even  though  the  committee  itself  is  truly 
the  decision  making  body.  Still  later,  1977,  Dr. 
Ture  Schoidtz  became  Assistant  Dean  for  Stu- 
dent Affairs,  and  the  tradition  continues. 

Staff 

From  time  to  time,  help  in  the  teaching  pro- 
gram has  been  jtrovided  by  student  assistants 
when  the  faculty  has  been  too  few  to  provide  for 
the  number  of  students  in  the  first  year  classes. 
These  student  a.ssistants  had  completed  at  least 
their  first  year,  and  had  demonstrated  superior 
competence  in  Anatomy.  A sojdiomore,  junior  or 
senior  year  would  be  divided  in  order  to  provide 
half  time  to  assist  in  laboratory  instruction,  al- 
most invariably  in  Gross  Anatomy.  For  the  de- 
partment, this  increased  teaching  strength;  for 
the  student  assistant,  it  provided  a .source  of  some 


much  needed  money,  and  an  opportunity  to  for- 
tify their  knowledge.  All  but  one  completed  the 
recpiirements  for  tlteir  medical  degrees,  and  the 
one  excej)tion  transferred  to  gratluate  school. 
Following  are  the  names  of  the  students  and  dates 
tvheti  so  engaged: 

Jasjrer  E.  Neighbors,  1915-17 
Richard  C.  Dickinsoti,  1915-16 
AVilliamE.  Gray,  1916-17 
Burdette  M.  Cliristianson,  1917-18 
William  E.  Bell,  1917-18 
f4arry  R.  Allee,  1918-20 
James  E.  Williams,  1920-21 
Froy  A.  .Shafer,  1933-35 
John  L.  Ruff,  1935-37 
A.  Ghtyton  Gurtis,  Jr.,  1935-37 
John  P.  Thompson,  1945-4t) 

Ffarold  E.  Kennamer,  1945-46 
W'illiam  G.  Lockhart,  1946-48 
Archie  L.  Lester,  Jr.,  1946-48 
[.  Don  Mashbtirn,  1950-52 
james  E.  Doyle,  1950-52 
james  B.  Ifwerstrom,  1950-52 
Llenry  A.  Lile,  1956-58 
Curtis  E.  Ripley,  1956-58 
James  E.  Rogers,  195()-58 

A department  of  atiatomy  simply  cannot  op- 
erate without  certain  supporting  personnel.  How 
great  this  need  is  depends  largely  on  the  sizes  of 
the  classes  Iteing  taught  and  the  activity  and  pro- 
ductiveness of  the  departmetit.  In  the  early  days, 
correspondence  was  hand-written  without  bene- 
lit  of  secretary  or  typewriter.  This  is  attested  to  by 
class  rosters,  letters  to  applicants,  and  formal  com- 
munications between  members  of  the  faculty,  all 
handwritten.  .Student  exam  cj ties t ions  were 
written  on  the  blackboard  and  were  of  the  essay 
type  which  did  not  retjnire  much  writing  time  by 


Figure  34. 

Tlie  January  snow  of  1949.  From  left  to  right:  “Spider”  McCullough, 
"Chief  ' Langston,  "Cowhoy  ” Clausen,  “Jimmy”  Fergu.son,  and 
“Our  Friend”  Banks.  Taken  om  the  roof  of  the  McAlmont  Building. 
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llic  laculty  then,  but  lots  oi  reading  time  biter 
Avhen  tlie  exams  n ere  eorret  ted.  d'lie  department 
had  a lypenniier  Inil  no  seeretary  prior  to  Kill, 
sneh  work  being  tlone  tiy  the  dejiartmental  tech- 
nician in  addition  to  preparing  slides.  Mrs.  Esther 
Long  w;is  tlie  first  secretaiA,  and  a series  of  .secre- 
taries has  follocved  her  in  the  Department  of  .\n;it- 
omy.  In  1072  additional  need  arose,  and  the 
number  increased  lirst  to  two,  and  more  recenth 
to  tour.  .Secretaries  ]jlay  a nnicpie  role  in  a de- 
partment in  addition  to  purely  secretarial  duties. 
^^rs.  Wortham  stands  out  in  the  author's  mem- 
ory because  of  her  meticidons,  dedicated  efforts 
;nul  her  two  .sons,  Drs.  Janies  T.  Wortham  and 
Thomas  H.  \Vortham,  both  alumni  of  the  Arkan- 
s;is  Medical  .School,  liecanse  ol  her  perpetual 
good  humor  and  enthusia.sm,  Jo  Ann  Mills,  later 
Mrs.  Ibnnes  (bigure  35)  contributed  in  two  sepa- 
rated tours  of  duty  to  a generally  pleasant  atmos- 
phere. I.ater  Avon  Story  (still  later  Mrs.  Craw- 
ford) is  rememliered  because  of  her  impact  on 
one  treshman  class.  As  was  customaiy.  Dr.  Langs- 
ton introduced  the  departmental  staff  to  that 
class  on  the  first  day.  A\on  ivas  introduced  and, 
smoothing  down  her  sweater,  .she  stood  up  very 
straight.  .Apropos  to  the  moment.  Dr.  Langston, 
as  was  his  style,  said  “Just  a little  ol’  mountain 
gal  doing  the  best  she  can  with  what  she’s  got." 

Because  the  University  :u  Layetteville  had  no 
need  lor  a trained  embahner,  no  such  title  or 
jiosition  was  permitted  for  the  Department  of 
.\natoniy  in  Little  Rock.  And  L.  C.  Carlson, 
\hce  President  for  Linance  there,  seemed  de- 
termined that  there  never  would  Ite.  Consetpient- 
ly,  there  was  a long  series  ol  poorly  paid  dieners, 
each  one  trained  by  Dr.  Banks.  Linally  the  posi- 
tion was  established,  and  Mr.  Emanuel  Brooks 


Fipire  35. 

Mrs.  Jo  Ann  Mills  Barnes  discussing  departmental  policy  with  a 
superannuated  member  of  the  department. 


w;is  appointed.  He  is  rememliered  especially  lor 
his  ambition  and  initiative,  ;md  for  his  bravery 
in  rescuing  his  children  Irom  his  burning  home, 
an  ellort  in  which  he  was  critictdly  burned.  He 
since  h;is  completed  ;i  m:isler’s  degree  in  ecluc;i- 
tion,  and  currently  is  Director  of  the  Coordinated 
Career  Ltlucation  Program  in  Little  Rock.  .Suc- 
ceeding him  in  19(i5,  Mr.  Hosea  Hardin,  notv  a 
15-year  veteran,  has  Irecome  an  invaluable  mem- 
ber of  ihe  anatomy  family.  His  ingenuity  and 
“fi.x-it  ’ abilities,  and  his  hearty  laugh,  in  addi- 
tion to  providing  the  laboratory  material  for 
Cross  Anatomy,  have  made  the  department  de- 
pendent upon  his  being  there. 

Two  technicians  have  been  identified  with  the 
early  days  of  the  department,  Beulah  Parker  and 
■Ann  WTny,  1915-1(')  and  1917-20,  respectively. 
They  were  succeedetl  in  turn  by  Melba  Garner 
who,  when  she  joined  the  department  in  1923, 
Itrobably  did  not  imagine  that  she  wmuld  hold 
that  position  until  she  retired  in  1972.  That  span 
of  59  years  is  presently  the  record  for  the  greatest 
number  of  years  of  service  in  the  department: 
probably  in  the  institution.  She  served  as  histo- 
logical technician,  typist,  secretary,  social  orga- 
nizer, and  listener/counselor  to  faculty,  staff,  and 
students  as  the  occasion  demanded.  The  thou- 
sands of  histology  slides  she  prepared  over  the 
years  have  been  studied  by  thousands  of  students, 
and  some  of  the  slides  certainly  will  continue 
into  the  next  centennium.  Her  unswerving  kind- 
ne.ss  in  thought  ami  deed  were  truly  remarkable. 

The  story  cannot  be  completed  w'ithout  includ- 
ing Mrs.  Mary  Lurner.  .She  joined  the  medical 
school  in  1912  as  housekeeping  maid  jointly  in 
the  labrary  and  Department  of  Pathology,  and 
transferred  to  the  Department  of  Anatomy  in 
1935.  In  the  middle  -lO’s,  to  prevent  losing  her 
to  the  “housekeeping  pool”  which  was  being 
created  by  an  administrative  misarrangement, 
she  was  advanced  in  salary  and  rank  to  the  posi- 
tion of  Technician's  Assistant  by  Dr.  Langston, 
a position  she  held  until  her  retirement  in  I9(i5. 
Everyone  in  the  department  was  proud  for  Mrs. 
Lurner.  Her  daughter  became  first  a Histopatho- 
logic Technician  at  the  medical  school,  then  a 
trained  electron  microscopist  in  Boston  with  sev- 
eral co-authored  papers  to  her  credit,  and  finally  a 
professional  social  worker  with  a master's  degree. 
Mrs.  Turner's  grandson  received  his  Doctor  of 
Medicine  degree  from  .Arkansas  in  1965,  almost 
certainly  under  her  watchful  eye.  Lie  has  since 
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distinguished  himself,  most  recently  being  the 
Cliief  of  Urology  at  the  Boston  VA  Hospital. 

Conclusion 

In  many  respects,  writing  the  conclusion  to  a 
paper  such  as  this  is  the  most  difficult  part.  The 
present  is  the  child  of  the  past,  and  the  future, 
the  generations  to  be.  It  is  very  easy  to  take  for 
granted  what  is,  and  to  depreciate  how  it  came 
to  be.  It  is  rather  sobering,  however,  or  should 
be,  that  after  another  centennial  cycle  they  of 
that  future  time  will  look  back  with  condescen- 
sion on  what  we  are  doing  now. 

The  participants  in  this  history  have  been  only 
custodians  of  a trust  placed  in  them.  The  tax 
dollars  supporting  the  interprise  were  derived  as 
sales  tax  from  the  meager  incomes  of  the  poorest 
share  cropper  or  hill  farmer,  as  well  as  corporate 
taxes  on  million  dollar  industry.  In  recognition 
of  this,  I dedicate  this  history  to  the  Department 
of  Anatomy,  the  department  to  the  institution, 
and  the  institution  to  the  source,  the  people  of 
Arkansas. 
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BIOGRAPHICAL  SKETCHES 


KENNETH  A.  AULSEBROOK 

Born  10  December  1923  in  Greenfield,  Kansas, 
Dr.  Aulsebrook  received  his  bachelor’s  degree 
(1947)  from  4 Vabash  College  and  a master’s  de- 
gree (1949)  from  the  University  of  Wisconsin.  He 
accepted  an  appointment  as  Assistant  Professor 
of  Zoology  at  North  Dakota  State  College  before 
completing  all  of  his  doctoral  requirements.  The 
degree  was  conferred  later  in  1956  by  the  Uni- 
versity of  Wisconsin.  He  was  appointed  Assistant 
Professor  of  Anatomy  in  1956,  a position  he  held 
until  he  transferred  to  the  Department  of  Physi- 
ology in  1957.  Dr.  Aulsebrook’s  research  was  con- 
cerned with  endocrine  effects  on  sodium  trans- 
port across  synovial  and  intestinal  membranes. 

DANIEL  H.  AUTRY 

Dr.  Autry  was  born  7 August  1908  at  Boone- 
ville,  Arkansas,  obtained  his  premedical  educa- 
tion at  the  University  of  Chicago  with  a bach- 
elor’s degree  in  1930,  and  his  medical  training 
and  degree  (1934)  at  the  University  of  Arkansas. 
During  his  junior  medical  year  he  was  Assistant 
in  Anatomy  (1932-33),  and  during  his  senior  year 
(1933-34)  he  held  the  rank  of  Instructor  of  Anat- 
omy. He  interned  at  Charity  Hospital  in  New 
Orleans  (1934-36),  was  a Fellow  in  Internal  Medi- 
cine at  the  Mayo  Clinic  (1936-40),  and  served  with 
the  Army  (1941-46).  Dr.  Autry  was  Instructor  in 
Medicine  (1946),  Associate  Professor  of  Medicine 
(1947),  Associate  Clinical  Professor  (1950),  and 
Clinical  Professor  in  1956.  He  was  board  certi- 
fied in  internal  medicine,  specializing  in  cardi- 
ology until  his  recent  retirement. 

IRACEMA  M.  BACCARINI 

A native-born  Brazilian,  29  June  1917,  Dr.  Bac- 
carini  received  all  of  her  professional  education 
at  the  Faculdade  de  Ciencias  Medicas  de  Minas 
Gerais  in  Brazil.  In  addition  to  a medical  degree, 
she  received  a master’s  degree  in  Pathology  and 
a Doctor  of  Philosophy  degree  in  Obstetrics  and 
Gynecology.  After  holding  faculty  appointment 
there,  she  became  Assistant  Professor  of  Anatomy 
at  Arkansas  in  1969  where  she  served  until  1972. 
She  returned  to  Brazil  as  Chairperson  of  the  De- 
partment of  Obstetrics  at  the  Universidade  de 
Brasilia.  Dr.  Baccarini  published  extensively  in 
the  field  of  anatomy  and  pathology  of  obstetrics 


and  gynecology.  She  was  elected  into  the  Ameri- 
can Association  of  Anatomists  in  1970. 

RALPH  J.  BAILEY 

Born  2 December  1906  in  Pittsburgh,  Penn- 
sylvania, Dr.  Bailey  received  a bachelor’s  degree 
(1928)  from  the  University  of  Pittsburgh.  He 
then  received  a master’s  degree  (1930)  at  the  Uni- 
versity of  Wisconsin,  stayed  on  as  a Fellow  (1931- 
32),  and  received  his  doctoral  degree  in  1932.  He 
was  an  Instructor  in  Zoology  at  George  Washing- 
ton University  1932-34,  Assistant  Professor  of  Bi- 
ology at  Huron  College  1935-36,  and  became  In- 
structor in  Anatomy  at  Arkansas  in  1936.  He 
was  promoted  to  Assistant  Professor  in  1939,  and 
resigned  (1942)  to  enter  medical  school  at  the 
University  of  Chicago,  receiving  his  Doctor  of 
Medicine  degree  in  1943.  He  was  certified  by  the 
American  Board  of  Radiology,  and  has  been  a 
member  of  the  American  Association  of  Anato- 
mists since  1940. 

JEFF  BANKS 

Born  in  Johnson,  Arkansas,  2 July  1905,  Dr. 
Banks  completed  his  premedical  preparation  at 
the  ETniversity  of  Arkansas.  In  1931  he  received 
a Bachelor  of  Science  in  Medicine  degree  at  Ar- 
kansas’ School  of  Medicine,  and  the  Doctor  of 
Medicine  degree  in  1934.  He  divided  his  junior 
year  in  order  to  serve  as  Instructor  in  Anatomy, 
a position  he  held  from  1931  until  1935.  He  was 
promoted  to  Assistant  Professor  of  Anatomy  in 
1935.  During  the  year  1938-39,  Dr.  Banks  held 
a faculty  appointment  at  McGill  University,  and 
then  returned  to  Arkansas  as  Associate  Professor 
of  Anatomy.  In  1946  he  was  promoted  to  Pro- 
fessor, and  in  1957,  he  was  made  Professor  and 
Head  of  Gross  Anatomy,  a position  he  held  until 
his  death  that  year.  Although  not  inclined  toward 
research  and  publications,  and  not  a member  of 
the  American  Association  of  Anatomists  for  this 
reason.  Dr.  Banks  occupied  a unique  position  in 
the  department  as  the  best  teacher  and  preceptor 
in  its  history. 

WILEY  B.  BARNER 

Born  in  1856,  he  received  his  medical  degree  in 
1884  from  Columbia  College  of  Physicians  and 
Surgeons.  He  was  appointed  Prosector  in  Anat- 
omy for  the  1890-91  academic  year.  Later  he 
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taught  Diseases  of  the  Nervous  System  and  In- 
sanity during  the  Preliminary  Fall  Course  of 
1895-96.  No  other  information  has  been  found. 

WARREN  C.  BOOP,  JR. 

A neurosurgeon.  Dr.  Boop  was  born  27  July 
1933  in  Baltimore,  Maryland,  and  received  his 
collegiate  and  medical  training  at  the  University 
of  Tennessee.  He  completed  both  his  residency 
training  in  Neurosurgery  and  the  reejuirements 
for  a master's  degree  at  the  University  of  Minne- 
sota in  1964.  He  served  in  the  Navy  1958-69, 
being  head  of  the  Neurosurgical  Service  from 
1966-69  at  the  Great  Lakes  Naval  Hospital.  In 
1970  he  was  appointed  Associate  Professor  of 
Neurosurgey  at  Arkansas  with  joint  responsibili- 
ties at  the  Little  Rock  Veterans  Administration 
Hospitals.  In  1975  he  accepted  an  adjunct  ap- 
pointment as  Assistant  Professor  of  Anatomy.  In 
addition  to  other  medical  societies,  Dr.  Boop  is 
a member  of  the  Harvey  Cushing  .Society.  Dr. 
Boop  pursues  an  active  program  in  clinical  in- 
vestigation and  provides  the  clinical  sector  of  the 
medical  course  in  Neuroscience. 

CHARLES  BROOKOVER 

1 he  only  infonnation  oittained  concerning  Dr. 
Brookover  was  the  fact  of  his  appointment  as 
Professor  of  Histology  and  Embryology  for  the 
three  academic  years  1913-1916,  and  that  he  had 
been  awarded  bachelor’s,  master’s,  and  doctoral 
degrees.  He  became  a member  of  the  American 
Association  of  Anatomists  in  1915. 

ROBERT  L.  BRYANI 
Born  in  Oden,  Arkansas,  13  March  1901,  Dr. 
Bryant  completed  two  years  of  premedical  w'ork 
at  Southeastern  State  Teachers  College  in  Du- 
rant, Oklahoma.  After  moving  to  Little  Rock, 
he  attended  IJttle  Rock  College  and  Arkansas 
State  Teachers  College  before  entering  medical 
school  in  1926.  After  completing  the  first  two 
years  at  Arkansas,  he  received  a Bachelor  of  Sci- 
ence in  Medicine  degree  in  1929.  Thereupon  he 
elected  half-time  medical  school  work  for  two 
years  while  holding  an  appointment  as  Instructor 
in  Anatomy,  and  while  a full-time  senior  student 
(1931-32)  he  served  as  Assistant  in  Anatomy. 
After  receiving  his  Doctor  of  Medicine  degree  in 
1932,  he  interned  at  St.  Vincent  Infirmary  in 
Little  Rock.  He  served  in  the  Armed  Forces  in 
World  War  II,  and  settled  in  Arkadelphia,  Ar- 


kansas, where  he  practiced  until  his  death  29  May 
1955. 

E.  ROBERT  BURNS 

Born  in  Catskill,  New  York,  6 November  1939, 
Dr.  Burns  received  a bachelor’s  degree  from 
Hartwick  College  (1961),  a master’s  from  the  Uni- 
versity of  Maine  (1963),  and  his  doctorate  from 
Tulane  University  (1967).  He  completed  a Post- 
doctoral Fellow'ship  in  Pathology  at  George 
Mhashington  University  before  being  appointed 
Instructor  in  Anatomy  at  Arkansas  in  1968.  Fol- 
lowing promotions  to  Assistant  Professor  in  1969 
and  to  Associate  Professor  in  1973,  he  received  a 
five-year  Research  Career  Development  Award 
from  the  National  Cancer  Institute.  Dr.  Burns 
has  publications  in  the  field  of  cytopathology, 
and  is  joint  author  of  a textbook.  Currently  his 
research  is  directed  at  the  jjroblem  of  the  chrono- 
biology  of  malignant  cells.  He  is  a member  of  the 
Southern  Society  of  Anatomists,  and  was  elected 
to  the  American  Association  of  Anatomists  in 
1968. 

DONALD  F.  BUXTON 

Mansfield,  Ohio,  w'as  the  birthplace  30  May 
1939  of  Dr.  Buxton  w'ho  completed  (1959)  pre- 
veterinary  preparation  at  Murray  State  College, 
received  his  Doctor  of  Veterinary  Medicine  de- 
gree (1963)  from  Auburn  University,  and  his 
Doctor  of  Philosophy  degree  (1966)  from  the  Uni- 
versity of  Florida.  After  a temporary  appoint- 
ment as  Instructor  and  Research  Fellow  at  the 
University  of  Florida  College  of  Medicine,  he  was 
appointed  Resident  Instructor  in  Neuroanatomy 
jointly  at  the  University  of  New  Mexico  and 
Holloman  Air  Force  Base,  1967-68.  At  Arkansas 
he  was  Instructor  in  Anatomy  (1968)  and  Assist- 
ant Professor  of  Anatomy  (1969)  until  his  reloca- 
tion in  1972  to  the  College  of  Veterinary  Medi- 
cine, Washington  State  University.  Dr.  Buxton 
reported  on  investigations  of  the  comparative 
neuroanatomical  aspects  of  mammals,  and  con- 
tributed portions  to  a multivolume  text  on 
primates. 

JOSEPH  D.  CALHOUN 

Born  in  Rayville,  Louisiana,  31  March  1922, 
Dr.  Calhoun  received  a bachelor’s  degree  (1943) 
and  a Doctor  of  Medicine  degree  (1945)  from  Tu- 
lane University.  Residency  training  in  Radiology 
was  completed  (1950)  at  the  University  of  Ar- 
kansas with  certification  by  the  American  Board 
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of  Radiology.  Although  in  the  private  practice 
of  Radiology  since  1950,  Dr.  Calhoun  also  has 
been  Radiologist  for  the  Arkansas  Children’s 
Hospital,  and  Clinical  Professor  of  Radiology  in 
the  College  of  Medicine.  He  was  appointed  Clin- 
ical Associate  Professor  of  Anatomy  (1969)  in 
recognition  of  participation  in  the  teaching  of 
Radiographic  Anatomy.  This  position  he  held 
until  1973,  when  he  was  forced  to  reallocate  his 
time  to  his  radiologic  practice.  Dr.  Calhoun  has 
published  several  papers  in  Clinical  Radiology, 
and  was  elected  into  the  Radiological  Society  of 
North  America.  In  June  1974  he  became  one  of 
a small  group  who  have  received  the  Distinguished 
Service  Award  of  the  College  of  Medicine. 

AARON  LEE  CARMICHAEL 

Born  about  1878  in  Missouri,  he  moved  to 
Little  Rock  in  1900.  He  entered  the  medical 
school  there  immediately,  and  received  his  med- 
ical degree  in  1904.  He  then  was  Assistant  Dem- 
onstrator in  Anatomy  from  1904  to  1907,  when  he 
became  successively  Lecturer,  Instructor,  and  As- 
sistant Professor  of  Medicine  (1907-12).  Subse- 
quently, he  practiced  in  Little  Rock  until  his 
death  28  August  1921,  after  a long  illness. 

M.  DONALD  C.WE 

He  was  bom  14  May  1939  in  Philadelphia, 
Pennsylvania,  and  attended  college  at  Susque- 
hanna University,  receiving  a bachelor’s  degree 
in  1961.  Graduate  work  at  the  University  of 
Illinois  led  to  master’s  (1963)  and  doctoral  (1965) 
degrees.  After  one  year  as  Instructor  in  Anatomy 
at  Illinois,  he  spent  individual  postdoctoral  years 
at  the  Genetics  Institute  in  Lund,  Sweden  (1965- 
66),  and  at  the  Max  Planck  Institute  in  Tubingen, 
^V'^est  Germany  (1966-67).  He  was  appointed  As- 
sistant Professor  of  Anatomy  in  1967  at  the  Uni- 
versity of  Pittsburgh  and  Associate  Professor  of 
•Vnatomy  at  Arkansas  in  1972.  Dr.  Cave  has  pub- 
lished extensively  on  nucleic  acid  synthesis  and 
amplification  of  DNA.  He  is  a member  of  the 
.\merican  Association  of  Anatomists  (1967). 

SIMON  B.  CHANDLER 

A Kentuckian  by  birth.  Dr.  Chandler  was  born 
13  February  1887  in  Paintsville.  He  received  his 
bachelor’s  degree  in  1922  from  the  University  of 
Missouri,  and  was  appointed  Instructor  in  Anat- 
omy at  Arkansas  in  1922.  In  1924  he  enrolled  at 
Northwestern  University,  receiving  his  master’s 


degree  in  1926,  and  a Doctor  of  Medicine  degree 
in  1927.  From  1926  to  1930  he  w'as  Assistant  Pro- 
fessor of  Anatomy,  and  1930  to  1935  Associate 
Professor  of  Anatomy  at  Loyola  University  (Chi- 
cago). In  1935  he  relocated  to  West  Virginia  Uni- 
versity School  of  Medicine  as  Professor  of  Anat- 
omy, which  he  held  until  his  retirement  about 
1957.  Dr.  Chandler  was  an  active  investigator  of 
the  parathyroid  glands,  and  various  topics  and 
regions  in  Gross  Anatomy.  He  was  a member  of 
the  American  Association  of  Anatomists  from 
1933. 

HARRY  J.  CLAUSEN 

Born  in  Clinton,  Iowa,  18  October  1904,  Dr. 
Clausen  received  a bachelor’s  (1926)  and  master’s 
(1930)  degree  from  the  University  of  Iowa,  and 
his  doctoral  (1932)  degree  from  New  York  Uni- 
versity. From  1932  he  was  Assistant  Curator  of 
Experimental  Biology  and  Public  Health  at  the 
American  Museum  of  Natural  History  until  1937 
when  he  was  appointed  Instructor  in  Anatomy  at 
the  University  of  Colorado.  He  was  promoted  to 
Associate  Professor  of  Anatomy,  which  he  held 
until  1946  when  he  became  Professor  and  Chair- 
man of  Anatomy  of  the  Loyola  LTniversity  Dental 
School  (New  Orleans).  In  1948  he  joined  the 
faculty  at  Arkansas  as  Associate  Professor  of  Anat- 
omy. During  the  period  1950-57,  he  was  Associate 
Professor  of  Anatomy  at  the  University  of  North 
Dakota,  but  returned  to  Arkansas  for  the  1957-58 
academic  year.  He  resigned  then  toUccept  a posi- 
tion in  the  grants  division  of  tlie  National  Insti- 
tutes of  Health.  Dr.  Clausen  published  substan- 
tially in  the  field  of  comparative  endocrinology, 
and  contributed  sections  to  encyclopedias.  He 
was  elected  a member  of  the  American  Associa- 
tion of  Anatomists  in  1941. 

GILBERT  O.  DEAN 

Dr.  Dean  was  born  in  Springfield,  Nebraska, 
10  Jidy  1910,  and  enrolled  at  the  University  of 
Arkansas  for  the  three-year  premedical  prepara- 
tion. Both  the  Bachelor  of  Science  in  Medicine 
and  Doctor  of  Medicine  degrees  were  conferred 
in  1935  by  the  University  of  Arkansas.  During 
his  junior  year  in  medical  school.  Dr.  Dean  w'as 
Assistant  in  Anatomy  1932-33,  and  was  appointed 
Instructor  in  Anatomy  1933-35  while  a half-time 
medical  student.  After  residency  training  in  sur- 
gery at  the  University  of  Iowa,  Dr.  Dean  was  ap- 
pointed Instructor  in  Surgery  at  Arkansas  in 
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1911,  but  took  a leave  to  serve  in  the  South  Pacific 
with  the  Navy.  Upon  his  return  in  191(')  he  be- 
came Assistant  Professor  of  Surgery,  and  then  the 
first  full-time  Professor  and  Heatl  of  Surgery 
1947-49.  During  this  later  period  he  held  an 
ailjunct  appointment  as  Professor  of  Anatomy 
teaching  Surgical  Anatomy.  In  1949  he  resigned 
to  enter  full-time  practice  of  surger\  in  Idttle 
Rock,  hut  continued  to  contribute  as  Clinical 
Professor  of  Surgery.  He  published  the  results 
of  clinical  surgical  studies,  with  particular  at- 
tention to  the  effects  of  tliymectomy. 

JAMES  A.  DIBRELL,  JR. 

A native  Arkansan  born  20  August  1846  in 
rural  Crawdord  County  near  Van  Buren,  Arkan- 
sas, Dr.  Dihrell  studied  first  under  his  physician 
father  and  then  at  the  University  of  Pennsylvania, 
llpon  receiving  his  degree  there  in  1870,  he  re- 
turned to  Little  Rock  to  practice,  and  was  one  of 
the  founders  of  the  medical  school  in  1879.  He 
w^as  Professor  of  Anatomy  1879/1880,  and  then 
Professor  of  General,  Descriptive  and  Surgical 
Anatomy  1880-1904.  In  1887  he  was  elected  Presi 
dent  of  the  Faculty  and  served  in  this  capacity 
until  his  death  on  11  November  1904.  At  the 
Commencement  of  8 March  1884  he  was  awarded 
an  Honorary  Doctor  of  Medicine,  one  of  the  few 
so  recognized  by  the  medical  scliool.  He  was 
president  of  the  Arkansas  State  Medical  Society, 
and  in  1902  was  vice  president  of  the  American 
Medical  Association. 

JAMES  HUMBERT  DIBRELL 

Born  in  Little  Rock,  Arkansas,  20  March  1880, 
Dr.  Dihrell  was  educated  in  the  Little  Rock  pub- 
lic schools,  and  completed  his  premedical  prepa- 
ration at  the  University  of  Arkansas,  and  entered 
medical  school  in  1900.  Following  graduation 
8 April  1904,  he  spent  a year  in  postgraduate 
training  at  the  New  York  Polyclinic,  and  then 
returned  to  Little  Rock  pennanently  to  practice. 
Prior  to  his  appointments  in  the  Department  of 
Anatomy,  Dr.  Dihrell  held  appointments  in  Pa- 
thology, Dermatology,  X-ray  Therapy,  and  Elec- 
tro-therapeutics (1905-07).  He  served  as  Demon- 
strator in  Anatomy  (1907-09),  Professor  of  Anat- 
omy (1909-11),  and  Chairman  of  the  department 
(1911-16).  For  the  year  1907-08  he  held  a joint 
appointment  as  Lecturer  in  Dermatology.  He 
was  a member  of  the  state  and  county  medical 
societies,  and  the  American  Medical  Associa- 


tion. He  continued  in  practice  tmtil  his  death 
2 July  1946. 

LOWELL  M.  DUFEEY 
Dr.  Duffey  was  born  in  Seaman,  Ohio,  25  Oc- 
tober 1928,  and  received  a bachelor’s  degree 
(1951)  from  Maryville  College  (Tennessee)  and  a 
master’s  degree  (1953)  from  Kansas  State  College. 
Doctoral  work  was  completed  at  Indiana  Uni- 
versity in  1958.  During  the  academic  year  1957- 
58,  Dr.  Duffey  was  Instructor  in  Biology  at  Lewis- 
Clark  Normal  School  in  Idaho  before  becoming 
Instructor  in  Anatomy  at  Arkansas  in  1958.  He 
resigned  to  accept  a position  at  Birmingham 
Southern  College  in  1960.  Dr.  Duffey  was  an  ex- 
perimental embryologist,  and  published  the  re- 
sults of  studies  on  early  stages  of  cardiogenesis. 
He  became  a member  of  the  American  Associa- 
tion of  .YnatomisLs  in  1961. 

WILLIAM  C.  DUNAWAY 
A native  Arkansan  born  on  a farm  in  rural 
Faulkner  County  in  October  1866,  Dr.  Dunaway 
received  his  early  education  in  the  county  schools. 
Academic  work  at  the  University  of  Arkansas  was 
followed  by  his  medical  education  in  the  Ken- 
tucky School  of  Medicine  in  Louisville,  and  his 
medical  degree  in  1890.  Practice  was  set  up  im- 
mediately in  Bowie,  Texas,  but  after  only  two 
years  he  was  appointed  Assistant  Surgeon  in  the 
Arkansas  State  Insane  Asylum.  Two  years  later 
he  entered  the  private  practice  of  medicine.  Be- 
tw'een  1898  and  1900  he  studied  at  the  medical 
school  under  faculty  direction  for  which  he  re- 
ceived “postgraduate”  credit.  In  1902  he  was 
appointed  Demonstrator  in  Anatomy  and  con- 
tinued in  this  role  until  1906  w'hereupon  his  title 
was  amplified  to  include  “Operative  Surgery  on 
the  Cadaver.”  From  1909  until  1911  he  was  Pro- 
fessor of  Gynecology  and  subsequently  Professor 
of  Medical  Jurisprudence,  1911-1912.  Dr.  Dun- 
away practiced  in  Little  Rock  until  1934,  and 
then  in  Pine  Bluff  for  many  years  more. 

JAMES  O.  FERGESON 
A native  Arkansan  born  8 March  1923  in 
Havana,  Dr.  Fergeson  completed  three  years  of 
premedical  preparation  at  Arkansas  Polytechnic 
College  and  the  University  of  Arkansas  in  1942. 
The  Bachelor  of  Science  in  Medicine  and  Doctor 
of  Medicine  degrees  both  were  confeiTed  by  the 
University  of  Arkansas  in  1945.  He  interned  at 
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the  Missouri  Methodist  Hospital  in  St.  Louis, 
Missouri,  19-L5-16,  and  served  with  the  Army, 
191()-18.  riiereupon  lie  was  ap])oiuted  Instructor 
in  Anatomy  at  tlie  Ihiiversity  ol  .\rkansas  School 
of  Medicine  lor  the  1918-19  academic  year.  \Vhile 
in  this  position  his  interest  in  vascular  surgery 
was  stimulated  by  Dr.  Langston,  and  residency 
training  in  this  specialty  later  was  completed  at 
the  .Mayo  Clinic  during  the  period  1950-55.  Since 
then  he  has  been  in  practice  in  Sarasota,  Florida. 
He  is  board  certified  in  surgery,  a Fellow'  ol  the 
.\merican  College  of  Surgeons,  a member  of  the 
Board  of  the  Mayo  .\lumni  Association,  and  past 
president  of  the  Priestley  Society. 

DOXALI)  E.  FLETCHER 

Dr.  Fletcher  was  a native  of  Idaho,  born  in 
Boise  on  13  March  1906.  His  collegiate  and  grad- 
uate education  was  received  at  the  LIniversity  of 
Kansas:  bachelor's  (1931),  master's  (1932),  and 
doctoral  (1940)  degrees.  He  was  appointed  In- 
structor in  .\natomy  at  Arkansas  in  1937,  and 
became  Assistant  Professor  in  1939.  This  jiosi- 
tion  he  held  until  1944,  at  which  time  he  resigned 
to  complete  the  reejuirements  for  the  Doctor  of 
Medicine  degree  which  he  received  in  1948.  In 
1948  he  w'as  appointed  Assistant  Professor  of 
Pathology  wdiich  he  held  until  relocating  in  1950. 
Since  then  he  has  been  practicing  pathology  in 
Wichita  Falls,  Texas.  Dr.  Fletcher  was  interested 
as  an  anatomist  in  structural  and  functional  in- 
terrelationships of  the  brain  stem,  and  as  a pa- 
thologist published  subsetpiently  in  that  field. 

FR.\NK  LUCAS  FREXCH 

A Minnesotan  by  birth.  Dr.  French  w'as  born 
at  Centerville  27  October  1860.  He  moved  later 
to  Little  Rock  wdth  his  parents  w'here  he  attended 
public  schools.  His  premedical  preparation  was 
obtained  at  St.  John’s  College  and  Bale  Com- 
mercial College,  and  he  enrolled  in  the  Medical 
Department  of  the  Arkansas  Industrial  College 
in  1879.  While  a medical  student  he  w'as  recog- 
nized on  three  occasions  for  his  excellence  as  a 
student  of  anatomy.  His  medical  degree  was  ob- 
tained 1 March  1882.  He  was  appointed  Prosector 
in  Anatomy  in  1887  and  .served  in  this  capacity 
until  1890.  No  record  of  a faculty  appointment 
was  found  for  the  ensuing  five  years  until  he  be- 
came Professor  of  Materia  Medica,  'Lherapeutics, 
Hygiene  and  Botany,  1895-1899.  He  served  a 


one-year  stint  as  .\.ssociate  Professor  of  General 
Descriptive  and  .Surgical  Anatomy  (1899-1900) 
prior  to  again  ])articipating  in  the  general  med- 
ical area  (1900-04).  In  1905  he  became  Pro[es,sor 
of  Anatomy,  and  later  in  1913,  Emeritus  Profes- 
sor of  Anatomy  which  he  held  until  his  death  28 
Eebruary  1927.  He  served  also  as  Pulaski  County 
Physician  ( 1882-84)  and  City  Physician  and  Health 
Officer  (1885-90).  Fie  was  on  the  staff  of  the 
Little  Rock  General  Hos|jital  and  St.  Vincent 
Infirmary,  and  held  memljerships  in  the  county, 
state  and  national  medical  associations. 

HENRY  LAWRENCE  GARDINER 

Dr.  Gardiner  was  born  1 1 May  1888  in  Sunset, 
Louisiana.  He  completed  his  medical  training 
at  Tulane  University  .School  of  Medicine  in  1916, 
and  continued  on  there  another  year  as  Instructor 
in  Anatomy.  He  joined  the  faculty  at  Arkansas 
as  Associate  Professor  of  .-\natomy  serving  only 
the  one  year,  1917-18,  before  entering  military 
service  in  \\Mrld  "W’ar  1.  FJpon  returning  from 
military  duty,  he  settled  in  Crowley,  Louisiana, 
where  he  practiced  general  medicine  and  surgery. 
He  died  10  April  1966,  just  one  month  before 
receiving  his  5()-Year  Graduation  Pin.  Among 
other  recognitions,  the  Gardiner  Memorial  Sta- 
dium in  Crowley  was  named  in  his  honor. 

LORENZO  P.  GIBSON 
A native  Little  Rockian  born  18  August  1855, 
Dr.  Gibson  received  his  public  school  education 
in  Little  Rock,  and  a bachelor's  degree  in  1875 
from  St.  John’s  College.  Fie  enrolled  initially  in 
the  Louisville  Medical  College,  but  obtained  the 
bulk  of  his  medical  training  and  degree  (1877) 
from  Jefferson  Medical  College.  Thereupon  he 
set  up  medical  practice  in  Little  Rock  and  con- 
tinued to  practice  actively  until  his  death  29  De- 
cember 1919.  He  was  Demonstrator  in  Anatomy 
from  1879  to  1902,  and  also  .Adjunct  Professor  of 
Anatomy  from  1893  to  1900.  In  each  of  the  five 
years,  1892-1896,  he  participated  in  a one-month 
Special  Fall  Course  as  Profe.ssor  of  .Minor  Surgery 
and  Bandaging.  He  was  also  City  Physician,  in 
w'hicli  caj^acity  he  letl  the  fight  against  yellow 
fever,  surgeon  for  the  railroad,  and  Secretary  of 
the  State  Board  of  Health.  He  was  a member  of 
the  Little  Rock  Medical  Society,  1895-96  presi- 
dent of  the  State  Medical  .Society,  and  vice  presi- 
dent of  the  American  Medical  Association  in 
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1890.  He  became  involved  in  the  competing  Col- 
lege of  Physicians  and  Surgeons  during  its  ex- 
istence from  about  1905  to  1911,  serving  as  its 
president.  In  addition  to  all  of  the  above,  he  was 
editor  of  the  Journal  of  the  Arkansas  Medical 
Society  from  1880  to  1895. 

SHIRLEY  ANN  GILMORE 
Dr.  Gilmore  was  born  in  Connellsville,  Penn- 
sylvania, 1 January  1935.  Work  for  a bachelor’s 
degree  was  completed  (1957)  at  Thiel  College, 
including  a summer  spent  at  the  University  of 
Michigan  Biological  Station  (1956).  The  doctoral 
degree  was  conferred  by  the  University  of  Cincin- 
nati in  1961.  In  addition  to  being  a predoctoral 
research  fellow.  Dr.  Gilmore  held  a USPHS  Post- 
doctoral Research  Fellowship  (1961-62)  at  the  In- 
stitute of  Anatomy  of  the  University  of  Uppsala. 
At  Arkansas  she  was  appointed  Instructor  in 
Anatomy  in  1962,  and  was  promoted  successively 
to  Professor  of  Anatomy  in  1975.  Also  she  re- 
ceived the  Distinguished  Alumna  Award  from 
Thiel  College  that  same  year.  Dr.  Gilmore’s  re- 
search has  been  concerned  with  the  histogenetic 
and  reparative  capabilities  of  the  nervous  system. 
Additionally,  a large  project  concerned  with  ef- 
fectiveness of  learning  aids  in  anatomy  has  been 
completed.  Among  other  societies,  she  is  a mem- 
ber of  the  Southern  Society  of  Anatomists,  and 
was  elected  a member  of  the  American  Associa- 
tion of  Anatomists  in  1964. 

'WILLIAM  GOODWIN 
A native  Little  Rockian  born  26  July  1880,  Dr. 
Goodwin  obtained  his  premedical  preparation  at 
Bethel  Military  Academy  in  'Virginia.  He  entered 
medical  school  in  Little  Rock  in  1900,  and  com- 
pleted the  first  two  years  on  schedule.  He  then 
took  a two-year  leave  before  completing  his  jun- 
ior and  senior  years.  The  Doctor  of  Medicine 
degree  was  conferred  on  12  April  1906  by  the 
University  of  Arkansas,  and  he  interned  (1906-07) 
at  the  Little  Rock  City  Hospital.  While  a senior 
medical  student  and  during  internship  he  served 
as  Prosector  in  Anatomy,  and  during  1907-08  as 
Assistant  Demonstrator  in  Anatomy  and  jointly 
Assistant  to  the  Chair  in  Bacteriology.  For  a 
three-year  period  (1908-11),  he  was  Assistant  in 
Clinical  Microscopy  and  Bacteriology.  Dr.  Good- 
win subsequently  devoted  full  time  to  his  grow- 
ing practice,  which  he  pursued  until  his  death 
9 May  1962. 


VERNON  A.  GOTCHER 

A Texan  by  birth.  Dr.  Gotcher  was  born  1 Feb- 
ruary 1901  in  Cisco,  and  received  a bachelor’s  de- 
gree (1924)  from  Mississippi  College.  He  enrolled 
that  same  year  in  medical  school  at  Arkansas,  and 
received  his  degree  in  1931.  At  the  close  of  his 
sophomore  year,  he  took  a leave  to  serve  as  In- 
structor in  Anatomy,  1926-28,  and  Instructor  in 
Pathology,  1928-29.  While  enrolled  as  a junior 
medical  student  (1929-30)  he  was  Assistant  in 
Pathology,  and  then  completed  his  senior  year. 
He  interned  at  the  U.  S.  Marine  Hospital  in  Nor- 
folk, Virginia,  1931-32.  He  then  served  three 
years  in  the  National  Institutes  of  Health  of  the 
4h  S.  Public  Health  Service,  was  Assistant  Pro- 
fessor of  Pathology  at  the  University  of  Georgia 
for  two  years,  and  then  entered  the  private  prac- 
tice of  pathology  at  St.  Joseph  Hospital  in  Lan- 
caster, Pennsylvania.  He  died  there  2 December 
1938.  Dr.  Gotcher  published  research  on  clinical 
aspects  of  malignancies  later  in  his  career. 

OSCAR  GRAY,  SR. 

Born  in  Clarks,  Columbia  Parish,  Louisiana,. 
19  September  1874.  He  attended  Arcadia  College 
in  Arcadia,  Louisiana,  after  which  he  qualified 
as  a railroad  telegrapher  in  Dallas,  Texas,  and 
later  in  Little  Rock.  "While  a telegrapher  in 
Little  Rock,  he  serv'ed  a preceptorship  in  medi- 
cine utider  a physician,  then  completed  the  two- 
year  program  at  the  University  of  Arkansas  Med- 
ical Department,  receiving  his  medical  degree  in 
1904.  While  seiwing  a two-year  internship  at  St. 
Vincent’s  Infinnary,  and  for  one  year  more,  he 
was  Demonstrator  in  Anatomy  (1904-07).  There- 
upon his  interest  and  studies  took  him  into  Gyne- 
cology which  he  taught  until  1920.  While  on  the 
faculty  and  for  years  afterward,  he  also  was  in 
the  private  practice  of  Gynecology  in  Little  Rock 
until  his  death  30  June  1948. 

4VILLIAM  BANDY  GR.AYSON 

Born  1 May  1897,  Dr.  Grayson  received  his 
medical  degree  from  Tulane  University  School 
of  Medicine  in  1921,  and  served  a one-year  intern- 
ship at  Charity  Hospital  in  New  Orleans.  Im- 
mediately thereafter  he  was  appointed  Instructor 
in  Anatomy  at  Arkansas  for  one  year  (1922-23), 
and  then  Instructor  in  Chemistry  and  Instructor 
in  Physiology /Pharmacology  (1923-26).  He  then 
moved  to  McGehee,  Arkansas,  where  he  was  Di- 
vision Surgeon  for  the  Missouri  Pacific  Railroad 
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Hospital  trom  1926  to  about  1932  when  he  re- 
turned to  Little  Rock.  His  actiYities  in  the  .State 
Health  Department  as  Executive  Secretary  and 
State  Health  Otficer  lor  many  years  were  coordi- 
nated tvith  his  teaching  activities  as  Professor 
of  Public  Health  and  Hygiene  which  he  held 
from  1932  until  1941.  Sultsecpiently  he  was  first 
.-\ssistant  then  Associate  Professor  of  Medicine 
(1944-49),  and  then  Associate  Clinical  Professor 
of  Medicine  until  about  1962.  He  joined  the 
staff  of  the  Little  Rock  \’eterans  Administration 
Hospital  and  continued  this  affiliation  until  his 
death  22  July  1965.  Dr.  Grayson  played  an  im- 
portant role  in  providing  exposure  of  students  to 
public  health,  and  nationally  as  president  of  the 
.Association  of  .State  and  Territorial  Elea  1th 
Officers. 

JOSIAH  EkMVIX  HAWKINS 

Born  in  Bayou  Chicot,  Eotiisiana,  12  July  1895, 
he  received  his  premedical  training  at  Louisiana 
College  and  his  medical  degree  in  1921  from  Tu- 
lane  University  School  of  Medicine.  The  follow- 
ing year  he  was  Instructor  in  Microscopic  Anat- 
omy at  the  EJniversity  of  Arkansas  School  of 
Medicine,  and  according  to  his  a])plication  for 
Arkansas  licensure,  was  also  “house  surgeon.”  He 
then  entered  private  practice  in  DeAVhtt,  Arkan- 
sas, and  after  two  years  moved  to  Sanatorium, 
Texas.  Lie  died  12  September  1929  of  tuberculosis 
in  San  Angelo,  Texas. 

CHARLES  R.  HENRY 

Dr.  Henry  was  born  in  North  Little  Rock,  2 De- 
cember 1905,  attended  Little  Rock  College  1924- 
25,  and  completed  his  premedical  training  at  the 
University  of  Arkansas  1925-26.  After  completing 
the  first  two  years  of  medical  school  and  receiving 
a Bachelor  of  Science  in  Medicine  (1928),  he  took 
a leave  of  absence  as  a student  (1928-29)  to  serve 
as  Instructor  in  Anatomy.  Dtiring  the  two  years 
1929-31,  he  was  Assistant  in  Anatomy  and  com- 
pleted the  clinical  years,  receiving  his  Doctor  of 
Medicine  degree  in  1931.  He  interned  at  Charity 
Hospital  in  New  Orleans  (1931-32),  and  at  AVMm- 
en’s  Clinic  in  New  York  1932-33.  Residency 
training  in  Obstetrics  and  Gynecology  was  ac- 
complished at  AVomen’s  Clinic  and  at  Polyclinic 
Hospital  in  New  York,  1933-37.  He  returned  to 
Little  Rock  to  enter  private  practice,  and  wtts  a}> 
pointed  successively  Assistant  Profes.sor  (1937), 
Associate  Professor  (1939),  Professor  and  Head 


(1943-47),  and  Clinical  Professor  of  Obstetrics 
and  Gynecolog)^  (1947).  Dr.  Henry  has  been  ac- 
tive in  clinical  investigation,  served  as  President 
of  the  Arkansas  Medical  .Society,  1951-52,  and 
Chief  of  Staff  of  St.  Vincent  Infirmary. 

THOMAS  E.  HODGES 

Dr.  Hodges  was  born  in  1859,  and  resided  in 
AVashington  County,  Arkansas.  He  graduated 
from  the  University  of  Arkansas  in  1880  and  en- 
tered the  Medical  department  in  advanced  stand- 
ing in  1884  from  Boonesboro  in  AVashington 
County,  receiving  his  medical  degree  in  March 
1887.  Nothing  has  been  found  concerning  the 
period  1887  to  1909.  He  became  Assistant  in  Ma- 
teria Aledica  and  Pharmacology  (1909-10),  and 
then  Lecturer  in  Anatomy  (1910-13). 

ROBERT  C.  HOLI.AND 

Born  16  August  1923  in  Bushnell,  Illinois,  Dr. 
Holland  had  his  collegiate  work  interrupted  by 
military  service  during  which  he  cjualified  as  a 
LISAMC  Medical  Laboratory  Technician.  His 
bachelor's  (1948)  and  master’s  (1949)  degrees  were 
obtained  from  the  Lbiiversity  of  AVisconsin.  He 
then  became  Instructor  in  Histology  and  Pathol- 
ogy at  Northwestern  University’s  Dental  School 
(1949-51).  He  comjjleted  doctoral  work  (1955) 
at  the  University  of  AVisconsin,  and  was  ap- 
jiointed  Instructor  and  then  Assistant  Professor 
of  Anatomy  at  the  University  of  North  Dakota 
(1954-60).  He  was  then  appointed  Associate  Pro- 
fessor of  Anatomy  at  Arkansas,  which  position  he 
held  until  1966  when  he  became  A^isiting  Profes- 
sor of  Anatomy  at  Mahidol  University,  Thailand, 
under  Rockefeller  Eoundation  sponsorship.  Dr. 
Holland  investigated  the  neural  connections  con- 
trolling neurohypophysial  activity.  He  has  been 
a member  of  the  American  Association  of  Anato- 
mists since  1960. 

MARGARET  M.  HOSKIN.S 
Born  19  December  1886  in  AVhlliamstown,  Mas- 
sachusetts, she  received  her  bachelor’s  degree 
from  Bryn  Mawr  in  1908,  and  her  doctoral  de- 
gree from  A’ale  Univei'sity  in  1916.  Dr.  Hoskins 
then  became  successively  Instructor  in  Histology 
at  A^ale  University  and  Bellevue  Hospital  Med- 
ical College  (1917-18),  Instructor  in  Histology  at 
the  University  of  Minnesota  (1920),  Associate  Pro- 
fesor  of  Histology  and  Embryology  at  the  Med- 
ical College  of  Virginia  (1920-21),  and  Professor 
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()1  .M icro.scopic  .Viialoniy  ;U  the  .Medical  Depail- 
mcnt  of  the  Ihiicersity  ol  .\rkaii,sas  (l!)21-2,5).  She 
left  .Vrkansas  to  hecoitie  .\,ssi,staiit  Prolessoi  (102,^)) 
and  .Vs.sociate  I’tolessor  (1927)  ol  .\iiatoiny  in  the 
New  Yoik  Ihiiveisity  (College  ol  Dentistiy.  Dr. 
llo.skins  eras  active  iti  re.seaieh  on  the  tliyroid 
and  parathyroid  glands  ol  tats  and  ani|)hibians, 
and  she  eras  a member  ol  the  .\mericati  .Vssoeia- 
tion  ol  .\natomists  trom  1917. 

Cll.VRl.ES  ().  ].\FFKE 

Born  in  New  ^'ork  Ciity,  29  Se|)teml)er  1911).  Dr. 
jallee  received  bachelor's  (191())  and  mastei's 
(1918)  degrees  Irom  New  \’ork  Ihiiversity,  and 
liis  doctoral  degree  Irom  Indiana  Ihiiversity  in 
1952.  He  evas  apjrointed  Instiiictor  iti  Anatomy 
at  .Arkansas  iti  1952,  and  continued  tnuil  1959 
when  he  resigned  to  enter  medical  school.  Alter 
completing  the  jtmior  and  senior  years,  he  with- 
drew to  transler  to  another  medical  school,  but 
no  record  cotiltl  be  lound  that  he  received  a de- 
gree. Dr.  Jallee's  research  was  primarily  in  em- 
bryology with  special  relerence  to  nejihrogenesis. 
He  became  a member  ol  the  American  Associa- 
tion ol  Anatomists  in  1959. 

[A.MES  P.  JFRNIGAN 
Dr.  Jernigan,  born  in  Rector,  Arkansas,  ,S1 
March  1914,  attended  lirst  Jonesboro  Baptist 
College  and  then  Ouachita  Baptist  College,  re- 
ceiving a bachelor's  degree  Irom  the  latter  in 
1939.  Both  the  Bachelor  ol  Science  in  Mcdiicne 
and  Doctor  ol  Medicine  degrees  were  conlerred 
in  1910  by  the  Uidversity  ol  Arkansas.  Alter  in- 
ternship at  University  Hospital  in  Fittle  Rock, 
Dr.  Jernigan  was  appointed  Instructor  in  Anat- 
omy in  1941.  Almost  immediately  he  was  called 
into  military  sendee,  btit  retained  his  laculty 
position  until  military  discharge  in  January  1949. 
He  completed  residency  training  in  surgery  at 
Arkansas  during  the  jteriod  1949-50  and  again 
was  called  into  service  Irom  the  reserves,  serving 
until  his  death  11  September  1998.  Dr.  Jernigan 
published  clinical  reports  in  the  surgical  lield, 
incltiding  one  ol  the  early  reports  on  sickle  cell 
anemia. 

CRANVIFFE  L.  JONES 

.-\  native  Texan,  born  29  January  1900  in 
Blooming  Crove,  Dr.  Jones  completed  his  pre- 
medical preparation  at  Texas  Christian  Univer- 
sity, receiving  a bachelor's  degree  in  1921.  He 


entered  iticdital  school  at  .Arkansas  as  a lesident 
ol  Eiltle  Rock,  and  alter  compicling  the  lirsl  two 
years,  look  a leave  ol  absence  lo  .serve  as  Insli  uctor 
in  Microscopic.  .Anatomy,  1925-29.  Upon  com- 
pletion ol  his  jniiior  year,  he  received  a Bachelor 
ol  Science  in  Medicine  degree  ;I927)  and  :i  year 
later  his  Doctor  ol  Medicine  (1928).  He  , seised 
two  years  as  Intern  at  St.  Eli/abeth's  Hospital 
(Wdishington,  D.  C.).  Subsecpiently  he  spent  itvo 
yeais  with  the  Central  New  Jersey  Mental  Hy- 
giene Clinics,  13  years  as  Clinical  Director  ol  the 
New  Jersey  State  Hospital,  10  years  as  Superin- 
tendent ol  the  State  Hospital  in  A'^irginia,  and 
live  years  as  Stiperintenclent  ol  the  Arkanstis  State 
Hospital  and  jointly  Clinical  Prolessor  ol  P.sychi- 
atry  at  the  medical  school.  In  1991  he  returned 
to  New  Jersey,  appointed  successively  at  the  New 
Jersey  Nemo-Psychiatric  Institute,  New  Jersey 
Drttg  .Addiction  Program,  and  as  Clinical  Di- 
rector ol  the  Fair  Oaks  Hospital  nntil  his  retire- 
ment in  1977.  He  has  been  very  active  in  pidtlic 
allairs,  and  has  written  ntimerotis  papers  concern- 
ing mental  health,  drug  abuse  and  |)hychiatric 
research. 

JON.A'I  HAN  JEFFERSON  JONES 
Dr.  Jones  was  born  in  1817  in  Missouri  and 
served  in  the  Civil  Whir  prior  to  cjbtaining  his 
medical  degree  in  1879  Irom  the  Missouri  Medical 
College  in  St.  Louis.  He  was  one  ol  the  original 
lacidty  members  when  the  Medical  Department 
of  the  .Arkansas  Indtistrial  University  opened  in 
1879.  Ele  and  Dr.  Lorenzo  P.  Gibson  were  listed 
Demonstrators  in  .Anatomy.  Dr.  Jones  was  not, 
however,  reappointed,  and  became  lor  a number 
ol  years  a severe  critic  ol  the  school.  .As  Editor 
of  the  Arkansas  Medical  Monthly  during  its  short 
lifetime,  he  tisecl  the  ptdalication  to  voice  his  per- 
sonal feelings.  Regardless  of  his  motives,  these 
criticisms  did  a great  deal  to  expedite  the  develop- 
ment of  the  medical  school.  In  1909  he  relocated 
to  Philadelphia  and  then  to  Junkinstown,  Penn- 
sylvania, where  he  died  19  Decemebr  1932. 

ORANGE  KING  JUDD 

Born  in  Rantotd,  Illinois,  21  March  1873,  Dr. 
Judd  moved  to  Little  Rock  after  completing  early 
schooling.  He  worked  as  a linotypist  at  the  .Ar- 
kansas Gazette  while  enrolled  in  the  Medical  De- 
partment, and  received  his  medical  degree  in 
1905.  As  a student  in  1904,  he  won  the  Demon- 
strator's prize  for  the  best  dissection,  and  in  1905 
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tlie  State  Medical  Society’s  gold  medal  for  the 
best  over-all  jjerformance.  He  had  postgraduate 
experience  both  at  Johns  Hopkins  and  at  Har- 
vard Universities.  From  1905  he  was  successively 
Prosector,  Lecturer  and  Professor  of  Anatomy 
until  1910,  Professor  of  Medicine  until  1920,  and 
continued  in  juivate  practice  in  Little  Rock  until 
his  death  28  December  1958.  He  served  as  presi- 
dent of  the  Pulaski  County  Medical  Society  in 
1908,  and  superintendent  of  the  Logan  H.  Roots 
Hospital  1907-1912. 

HENRY  HODGEN  KIRBY 
.\  native  Arkansan  and  the  third  generation  to 
follow  medicine.  Dr.  Kirby  was  born  28  October 
1883  in  Hamson.  He  completed  his  premedical 
preparation  at  .-\rkansas  State  FTniversity,  and  his 
medical  schooling  at  'Washington  Elniversity,  St. 
Louis,  in  1906.  He  came  to  Little  Rock  to  prac- 
tice surgery,  and  in  1908  he  was  appointed  jointly 
Assistant  Demonstrator  in  Anatomy  and  In- 
structor in  Dermatology.  Successively  he  was  In- 
structor in  Dermatology  and  Embryology,  Dem- 
onstrator in  Anatomy,  Lecturer  in  Surgical  Anat- 
omy, and  jointly  Associate  Professor  of  Anatomy 
and  Associate  Professor  of  Surgery.  Although  no 
reference  to  military  service  was  found,  his  tenure 
at  the  medical  school  was  discontinued  after  1918 
until  his  appointment  in  1921  as  Clinical  Profes- 
sor of  Gynecology  tvhich  he  held  until  his  death 
9 December  1922  at  the  age  of  39  years.  Dr.  Kirby 
contributed  numerous  papers  to  medical  journals, 
including  one  on  inguinal  hernia  which  was  con- 
sidered outstanding. 

DELM.YS  K.  KITCHEN 
Although  born  in  Benton,  Arkansas,  16  No- 
vember 1906,  Dr.  Kitchen  entered  medical  school 
at  Arkansas  as  a resident  of  El  Dorado.  He  com- 
pleted two  years  of  premedical  work  at  the  Uni- 
versity of  Arkansas  (1925-27),  and  additional 
credits  (1927-28)  at  Hendrix  College  and  Little 
Rock  College,  receiving  a bachelor’s  degree  from 
the  latter  in  1928.  After  completing  his  freshman 
year  in  1928-29,  he  enrolled  in  the  1929  summer 
session  at  the  University  of  Chicago  for  part  of 
his  sophfimore  subjects,  and  completed  the  sopho- 
more year  (1929-30)  while  serving  also  as  In- 
structor in  Anatomy.  He  completed  his  medical 
work  on  schedule  with  both  the  Bachelor  of 
Science  in  Medicine  and  Doctor  of  Medicine  de- 
grees being  conferred  in  1932.  After  interning 


at  Gorgas  Hospital  in  the  Canal  Zone  (1932-33), 
he  was  in  the  jnivate  practice  of  medicine  until 
1936  w’hen  he  joined  Parke,  Davis  8c  Co.  as  clinical 
investigator,  becoming  assistant  to  the  director 
(1942-45).  In  1945  he  joined  Bristol-Myers  Co., 
becoming  vice  president  in  1948,  and  followed 
this  with  concurrent  considtantships  in  the  field 
of  drug  development.  He  has  pioneered  or  been 
associated  with  much  of  the  exciting  develop- 
ments in  antibiotics,  and  their  uses  for  controlling 
especially  the  treponemal  diseases. 

EKKEHARD  KLEISS 

Born  in  Vienna,  15  October  1918,  he  received 
his  Doctor  of  Medicine  degree  in  1942  at  Medi- 
zinische  Fakultiit  der  Universitlit  Wien,  and  sub- 
sequently held  academic  appointments  there  and 
at  Medizinische  Eacidtiit  der  Universitiit  Erlangen 
and  Medizinische  Eacultiit  der  Universitiit  Miin- 
chen.  In  1951  he  became  Professor  of  Anatomy 
and  Embryology  at  the  Facultad  de  Ciencias 
Medicas  de  Universidad  de  Los  Andes  in  Vene- 
zuela: in  1959  he  accepted  the  headship  of  the 
Department  of  Embnology  there.  Invitations 
throughout  the  world  as  guest  lecturer  and  visit- 
ing professor  have  been  numerous,  including  his 
visit  of  a few  weeks  at  Arkansas  in  1973-74  as 
Visiting  Professor  of  Anatomy.  Dr.  Kleiss  is  a 
person  of  wide  research  interests  including  veteri- 
nary anatomy,  teratology  and  stereology.  In  addi- 
tion to  membership  in  scientific  societies  of  many 
countries,  he  has  been  a member  of  the  American 
Association  of  Anatomists  since  1954. 

ROSCOE  C.  KORY 

Born  in  Louisiana  15  October  1884,  the  son  of 
German  immigrants.  Dr.  Kory  received  both  a 
bachelor’s  degree  (1905)  and  a medical  degree 
(1910)  from  Tulane  Lhiiversity.  After  postgrad- 
uate work  at  the  New  York  Eye  and  Ear  Hospital, 
he  came  to  Little  Rock  to  set  up  practice.  He  wns 
appointed  first  Professor  of  Pathology  (1910-11), 
then  successively  Instructor  in  Histology  and  Em- 
bryology (1911-13),  Instructor  in  Clinical  Medi- 
cine (1913-14),  Associate  in  Medicine  (1914-17), 
Associate  Professor  of  Medicine  (1917-18),  As- 
sociate Professor  of  Ear,  Nose  and  Throat  (1922- 
23),  Associate  Professor  of  Eye,  Ear,  Nose  and 
Throat  (1923-26),  Associate  Professor  of  Ophthal- 
mology (1926-27),  Professor  of  Ophthalmology 
(1927-47).  Beyond  this  time  he  continued  active 
practice  until  his  death  28  September  1951.  Dr. 
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Kory  served  as  Captain  in  the  Base  Hospital  at 
Camp  Lee  during  ’W’orld  War  I,  service  which 
only  temporarily  interrupted  his  practice  and  his 
service  to  the  medical  school.  His  publications 
were  substantial  and  noteworthy  in  the  field  of 
his  specialty. 

WILLIAM  C.  LANGSTON 

Dr.  l.angston  was  born  in  a rural  area  of  New- 
berry County,  South  Carolina,  3 January  1890. 
He  completed  work  for  his  bachelor’s  degree 
(1911)  at  Furaian  University.  Thereupon  he  en- 
tered Bowman  Gray  Gollege  of  Medicine,  but 
withdrew  wdthin  the  year  because  of  health.  After 
teaching  several  places,  he  completed  work  for  a 
master’s  degree  at  Middlebury  College  in  1917. 
He  served  in  World  War  I with  the  Army,  and 
after  his  discharge  he  studied  a year  at  the  Sor- 
bonne.  Upon  retuming  to  the  States  he  studied 
medicine  on  a part-time  basis,  first  at  the  Uni- 
versity of  Alabama  and  then  at  the  University  of 
Iowa  where  he  completed  the  work  in  1929.  After 
one  year  on  the  faculty  at  Iowa,  he  w'as  appointed 
Professor  of  Anatomy  at  Arkansas  in  1930.  In 
1941  he  became  chairman  of  the  department,  a 
position  he  held  until  he  became  Emeritus  Pro- 
fessor of  Anatomy  in  1957.  During  this  time  he 
seiwed  as  Assistant  Dean,  1946-48,  and  Acting 
Dean,  1948-50.  His  research  activities  were  varied, 
including  ocular  damage  and  leucopenia  from 
nutritional  deficiencies,  and  the  effects  of  estro- 
gen on  the  female  reproductive  tract.  He  was  a 
member  (1948)  of  the  American  Association  of 
Anatomists,  and  of  other  professional  groups.  He 
died  19  April  1977. 

HOMER  B.  LATIMER 
Dr.  Latimer  was  born  2 March  1882  at  Rock 
Creek,  Ohio.  He  received  his  bachelor's  (1907) 
and  his  master’s  (1908)  degrees  from  the  Univer- 
sity of  Minnesota.  Interrupting  his  graduate 
studies,  he  w-as  Professor  of  Biology  at  Charles 
City  College  (1908-10),  Assistant  Scientist  with 
the  U.  S.  Bureau  of  Eisheries  (1910-11),  Professor 
of  Zoology  at  Nebraska  Wesleyan  (1911-16),  and 
Professor  of  Anatomy  at  the  LTniversity  of  Ne- 
braska (1916-20).  Taking  a leave  of  absence  from 
Nebraska,  he  returned  to  Minnesota  for  more 
graduate  work,  receiving  the  Doctor  of  Philoso- 
phy degree  in  1921.  He  returned  to  Nebraska  for 
several  years,  and  then  became  Professor  of  Anat- 
omy at  the  LTniversity  of  Kansas  Medical  School 


in  1926,  and  Emeritus  Professor  in  1952.  Still  very 
active  after  retirement,  he  filled  temporary  va- 
cancies at  Missouri  (1955-56)  and  Arkansas  (1961- 
62).  He  became  a member  of  the  American  As- 
sociation of  Anatomists  in  1916,  and  was  well 
known  for  his  meticulous  studies  on  quantitative 
anatomy  during  pre-  and  postnatal  growth 
periods. 

CALEB  WRIGHT  LINDSEY 

Born  about  1876,  he  entered  the  University  of 
Arkansas  School  of  Medicine  in  1897  as  a resi- 
dent of  Little  Rock.  He  graduated  in  1901,  and 
served  only  one  year,  1903-04,  as  Assistant  Demon- 
strator of  Anatomy.  At  the  age  of  29,  he  died 
3 July  1905. 

EDGAR  A.  LUCAS 

A Hoosier  by  birth,  28  October  1931  in  Erank- 
lin,  Indiana,  Dr.  Lucas  received  both  his  bach- 
elor’s (1961)  and  master’s  (1965)  degrees  from 
Ball  State  University,  and  his  Doctor  of  Philoso- 
phy degree  (1972)  from  the  LTniversity  of  Cali- 
fornia at  Los  Angeles.  He  joined  the  facidty  at 
Arkansas  in  1971  as  Instructor,  and  since  promo- 
tion in  1973  has  served  as  Assistant  Professor  of 
Anatomy.  Dr.  Lucas  is  active  in  studies  of  the 
neurophysiology  of  sleep,  and  is  publishing  reg- 
idarly  the  results  of  his  w'ork.  He  was  elected  into 
the  American  Association  of  Anatomists  in  1975. 

HORACE  N.  MARVIN 

Born  20  April  1915  in  Camden,  Delaware,  Dr. 
Marvin  received  a bachelor’s  degree  (1936)  and 
an  honorary  Doctor  of  Science  (1969)  from  Morn- 
ingside  College.  Both  the  master’s  degree  (1938) 
and  the  doctoral  degree  (1941)  were  conferred  by 
the  University  of  Wisconsin.  After  a year  in  the 
Carnegie  Institution’s  Department  of  Genetics, 
he  wns  appointed  Instructor  in  Anatomy  at  Ar- 
kansas in  1942.  Except  for  the  year  1948-49  at 
the  M.  D.  Anderson  Hospital,  his  tenure  has  been 
continuous.  Appointed  Professor  and  Chairman 
of  Anatomy  in  1958,  he  served  until  1967  when 
he  became  full-time  Associate  Dean  for  Academic 
Affairs.  He  returned  to  full-time  effort  in  the  De- 
partment of  Anatomy  in  1977.  He  w^as  Consultant 
in  Radiopathology  at  the  Los  Alamos  Scientific 
Laboratories  in  1957,  Eulbright  Eellow  to  the 
University  of  Lagos  School  of  Medicine  (Nigeria) 
in  1963,  and  Commonwealth  Eund  Eellow  in 
1965.  Dr.  Marvin  has  published  in  the  fields  of 
endocrinology  and  hematology.  He  is  a member 
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of  the  Southem  Society  of  Anatomists  and  the 
American  Association  of  Anatomists  (1946),  and 
was  designated  one  of  The  Two  Thousand  Men 
of  Achievement  for  1972. 

RALPH  L.  MAXWELL 

Born  1879,  the  same  year  the  school  was 
founded,  he  entered  medical  school  as  a resident 
of  Little  Rock  and  received  his  medical  degree 
in  1907.  Thereupon  he  was  Prosector  in  Anatomy 
(1907-10)  and  Demonstrator  in  Anatomy  (1910- 
11).  After  a lapse  of  several  years  he  was  listed 
as  Associate  in  Pediatrics  1916-17. 

LOUIS  CARL  MAY 

Dr.  May  was  born  17  May  1922  in  Marine  City, 
Michigan.  After  premedical  preparation  at  the 
University  of  Arkansas,  he  received  a Doctor  of 
Medicine  degree  (1947)  from  the  University  of 
Georgia,  and  completed  his  internship  at  Sparrow 
Hospital,  Lansing,  Michigan.  After  two  years  of 
general  practice  in  Michigan,  Dr.  May  served  only 
six  weeks  in  the  fall  of  1950  as  Instructor  in  Anat- 
omy before  being  called  to  active  duty  in  the 
Navy. 

JEAN  L.  McCOY 

Born  in  Detroit,  Michigan,  9 January  1937  (nee 
Jean  Juday),  Mrs.  McCoy  entered  medical  tech- 
nology school  after  some  college  work,  and  re- 
ceived a bachelor’s  degree  (1959)  with  honors  in 
Medical  Technology  from  Michigan  State  Uni- 
versity. "While  tvorking  concurrently  as  a Grad- 
uate Research  Technician  in  Anatomy  in  the  Col- 
lege of  Veterinary  Medicine,  she  completed  the 
work  for  a master’s  degree  (1960)  awarded  also  by 
Michigan  State  University.  She  was  Research 
Assistant  in  Biology  at  Parke,  Davis  and  Com- 
pany (1960),  Research  Assistant  in  the  Institute 
of  Industrial  Health  of  the  University  of  Michi- 
gan (1961),  and  Research  Associate  in  the  Depart- 
ment at  the  University  of  Texas  Medical  Branch 
(1962-65).  Mrs.  McCoy  was  Special  Instructor  in 
Chemistry  at  Little  Rock  University  (1966),  and 
was  appointed  Instructor  in  Anatomy  for  the 
summer  in  1967  to  teach  Anatomy  and  Physiology 
to  students  in  the  UAMS  College  of  Nursing. 

ALBERT  w.  McCullough 

Born  in  rural  Dearborn  County,  Indiana,  19 
July  1901,  Dr.  McCullougb  received  both  a Bach- 
elor of  Arts  degree  and  Bachelor  of  Science  degree 
from  Central  Missouri  State  Teachers  College  in 
1929.  During  the  ensuing  depression  years  he 


worked  variously  teaching  school,  riding  as  a pro- 
fessional jockey,  and  musician.  Later  he  enrolled 
at  the  University  of  Kansas  for  graduate  work, 
receiving  both  a master’s  degree  and  a doctoral 
degree  in  1937.  He  was  Instructor  in  Anatomy  at 
Arkansas  from  1939  to  1942,  Assistant  Professor 
1942-44,  Associate  Professor  1945-60,  and  Profes- 
sor from  1960  until  his  death  in  1961.  Dr.  Mc- 
Cullough was  a member  of  the  American  Associa- 
tion of  Anatomists  (1945),  and  contributed  to  the 
fields  of  histogenesis  of  blood,  and  to  cardio- 
genesis  with  special  reference  to  anomalies. 

ZENAS  M.  McDonald 
Dr.  McDonald  was  born  26  August  1931  in 
Metter,  Georgia.  He  received  a bachelor’s  degree 
(1952)  from  Mercer  University.  During  the  period 
1955  to  1959,  he  completed  graduate  work  at  the 
University  of  Maryland  School  of  Medicine,  re- 
ceiving his  doctoral  degree  in  1959.  He  was  ap- 
pointed Assistant  Professor  of  Anatomy  in  1960, 
and  terminated  a year  later  to  enter  medical  school 
at  the  University  of  Toronto.  Dr.  McDonald 
held  both  pre-  and  postdoctoral  NIH  fellow- 
ships, and  published  several  papers  relating  to 
obesity  and  cancer. 

ISADORE  MESCHAN 
Born  in  Cleveland,  Ohio,  30  May  1914,  Dr. 
Meschan  received  all  of  his  advanced  education 
at  Case  Western  Reserve  University:  bachelor’s 
degree  (1935),  master’s  (1937),  Doctor  of  Medicine 
(1939),  internship  (1939-40),  and  residency  train- 
ing in  radiology  (1940-42).  Eollowing  military 
service,  he  returned  as  Instructor  in  Radiology 
(1946-47).  In  1947  he  was  appointed  Professor 
and  Chairman  of  Radiology  at  Arkansas,  a posi- 
tion he  held  until  he  accepted  the  chairmanship 
(1955)  at  the  Bowman  Gray  School  of  Medicine. 
He  held  an  adjunct  appointment  as  Professor  of 
Anatomy  (1947-49),  in  recognition  of  his  responsi- 
bilities for  Radiographic  Anatomy.  Dr.  Meschan 
has  written  extensively,  touching  on  Radiobiol- 
ogy, Radiopathology,  and  Diagnostic  and  Thera- 
peutic Radiology,  both  texts  and  research  papers. 
In  addition  to  many  medical  groups,  he  is  a mem- 
ber of  the  American  Association  of  Anatomists 
(1947). 

WILLIAM  HAMILTON  MILLER 

Born  at  Lebanon,  Tennessee,  8 May  1867,  Dr. 
Miller  came  to  Arkansas  in  1885.  His  college  edu- 
cation was  obtained  at  Little  Rock  LTniversity, 
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and  liis  medical  degree  was  conlerred  1 March 
1888  by  the  Medical  Department  of  the  Univer- 
sity of  Arkansas.  After  a year  of  postgraduate 
training  at  New  York’s  Bellevue  Hosj)ital,  he 
returned  to  set  up  practice  in  Little  Rock.  He 
was  Prosector  in  Anatomy  from  1890  to  1897  and 
Adjunct  Professor  of  Obstetrics  for  most  of  that 
period.  He  then  transferred  his  full  attention  to 
Obstetrics,  holding  the  position  first  as  Professor 
until  1930,  then  Emeritus  Professor  of  Obstetrics. 
He  was  a member  of  the  Little  Rock  Medical  So- 
ciety and  served  a term  as  its  j^resident,  and  a 
member  of  the  county  and  state  societies.  He  con- 
tributed numerous  papers  to  the  medical  litera- 
ture in  addition  to  his  practice  and  staff  duties 
at  Baptist  State  Hospital  and  St.  Vincent  Infirm- 
ary. His  busy  and  productive  career  was  termi- 
nated by  death,  23  January  1935. 

CHARLES  EVERETT  OATES 

Born  in  1888,  he  received  his  medical  degree 
in  1914  from  the  LIniversity  of  Arkansas  School 
of  Medicine.  "Wdiile  enrolled  as  a medical  student 
he  was  Lecturer  in  Chemistry  (1911-12)  and  Lab- 
oratory Instructor  in  Chemistry  (1912-14).  After 
his  medical  degree,  he  was  first  Associate  in,  and 
then  Associate  Professor  of.  Chemistry  and  Phar- 
macology (1914-1918).  Thereupon  he  transferred 
to  Anatomy  as  Professor  in  1918  and  continued  in 
this  capacity  until  1929. 

MAHLON  D.  OGDEN 

A native  Little  Rockian,  born  5 December  1881, 
Dr.  Ogden  received  his  medical  degree  at  Arkan- 
sas in  1904.  After  a year  of  postgraduate  training 
at  Johns  Hopkins  Hospital,  he  was  appointed 
Assistant  Demonstrator  in  Anatomy  from  1905  to 
1907.  From  1907  until  1910  he  held  the  position 
of  Professor  of  Histology  and  Pathology  during 
the  time  that  histology  was  taught  within  the  De- 
partment of  Pathology.  Appointed  initially  as 
Associate  Professor  of  Gynecology  in  1910,  he 
became  Professor  in  1913  and  retained  this  rank 
until  1916.  He  served  as  president  of  the  Pulaski 
County  Medical  Society,  and  was  Pulaski  County 
Coroner  for  a number  of  years. 

JOHN  E.  PAULY 

Dr.  Pauly  was  born  17  September  1927  in 
Elgin,  Illinois,  and  received  his  bachelor’s  degree 
from  Northwestern  University  in  1950.  Both  the 
master’s  (1952)  and  the  doctoral  degree  (1955) 
were  conferred  by  Loyola  University  (Chicago). 


Lie  was  apjxiinted  as  Instructor  in  Anatomy 
(1955)  and  Assistant  Professor  of  .\natomy  (1959) 
at  4'he  Chicago  Medical  School.  From  1963  until 
his  appointment  as  Professor  and  Chairman  of 
Anatomy  at  Arkansas  in  1967,  he  was  As.sociate 
Professor  of  .Vnatomy  at  Tulane  LIniversity  where 
he  received  the  Lederle  Medical  Faculty  .\ward 
for  1966-67.  Dr.  Pauly  has  published  extensively 
in  a number  of  areas:  electromyogra|)hy,  stereo- 
logical  anatomy  and  chronobiology.  His  contri- 
butions in  the  form  of  films,  audiovisual  teaching 
units  and  as  co-author  of  five  books  are  note- 
worthy. He  is  a member  of  a Study  Section  of 
the  National  Institute  of  Occupational  Safety  and 
Health.  In  addition  to  membership  and  elected 
offices  in  a number  of  scientific  societies,  he  was 
the  first  secretary-treasurer  of  the  Association  of 
Anatomy  Chairmen,  served  as  president  of  the 
■Southern  .Society  of  Anatomists  (1971-72),  and 
was  secretary-treasurer  of  the  .\merican  Associa- 
tion of  Anatomists  in  which  he  became  a member 
in  1957. 

ERVIN  W.  POWELL 

Born  in  Niles,  Ohio,  8 November  1922,  Dr. 
Powell  received  his  bachelor’s  degree  (1948)  from 
Youngstown  LIniversity  and  his  master’s  (1950) 
and  doctoral  (1953)  degrees  from  Western  Reserve 
University.  Subsequently  he  was  Visiting  Scholar 
(1954)  at  the  LIniversity  of  Michigan,  and  at- 
tended a Neuropathology  Program  (1958)  at  the 
.\nned  Forces  Institute  of  Pathology.  He  was  In- 
structor in  Anatomy  (1954)  and  Assistant  Profes- 
sor of  Anatomy  (1956)  at  Creighton  University 
Medical  School.  He  was  appointed  Associate  Pro- 
fessor of  Anatomy  at  the  University  of  Mississippi 
(1960),  and  has  been  Professor  of  Anatomy  at  Ar- 
kansas since  1966.  Dr.  Powell  has  published  ex- 
tensively in  several  areas  of  Neuroscience,  with 
particular  interest  in  the  septal  region.  He  has 
served  on  editorial  boards,  grant  review  commit- 
tees and  as  Visiting  Lecturer  for  the  National  In- 
stitutes of  Health.  In  addition  to  memberships 
in  neuroscience  organizations,  he  is  a member  of 
the  American  Association  of  ,\natomists  (1961). 

DAMON  ARTELLE  RHINEHART 

A Hoosier  by  birth,  born  5 June  1887  in  Pu- 
laski, Indiana,  he  received  bachelor’s,  master’s  and 
medical  (1913)  degrees  from  the  University  of  In- 
diana. He  was  a Teaching  Fellow  in  Anatomy 
(1910-11)  and  Associate  in  Anatomy  (1911-12) 
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while  enrolled  as  a medical  student.  No  indica- 
tion of  an  internship  was  found,  but  during  the 
first  jxrstgraduate  year  (1913-14)  he  was  Instructor 
in  Anatomy  at  Indiana.  At  Arkansas  he  was  As- 
sociate Professor  (1914-16)  and  Professor  (1916-19) 
of  Anatomy,  and  Professor  of  Applied  Anatomy 
(1919-47).  Also  he  was  Instructor  in  Physical  Di- 
agnosis (1917-18):  Instructor  (1921-28)  and  Pro- 
fessor (1928-49)  of  Radiology;  Clinical  Professor 
of  Radiology  (1949-51);  and  Professor  Emeritus 
of  Radiology  and  Anatomy  from  1951  until  his 
death  22  May  1954.  He  was  a dedicated  teacher 
and  physician,  a clinical  investigator,  and  the 
author  of  a text  on  roentgenographic  technique. 
He  was  elected  into  the  American  Association  of 
Anatomists  in  1913. 

BYRON  L.  ROBINSON 

Born  in  Oconomowoc,  Wisconsin,  30  March 
1892,  Dr.  Robinson  received  a bachelor’s  degree 
(1914)  and  a master’s  degree  (1917)  from  the  Uni- 
versity of  4Visconsin.  "Wdiile  enrolled  in  school, 
1914-1918,  he  taught  part-time  at  Wisconsin, 
Marquette,  Mississippi  and  Minnesota.  He  had 
obtained  some  medical  school  credit  prior  to 
military  service  1918-1920,  and  completed  the  re- 
quirements in  1924,  again  teaching  part-time 
while  in  school.  After  his  medical  degree,  he  was 
Assistant  Professor  of  Anatomy  at  the  University 
of  Iowa  (1924-25)  and  then  Professor  at  Arkansas 
(1925-41).  After  spending  five  years  as  Dean  at 
Arkansas,  he  returned  to  the  department  for  one 
year.  In  1947  he  became  Professor  of  Anatomy  at 
the  Chicago  Medical  School,  and  held  this  posi- 
tion until  joining  the  Veterans  Administration  in 
1953.  He  retired  from  the  VA  about  1962  locat- 
ing in  Springfield,  Missouri,  among  his  beloved 
Ozarks  where  he  died  in  1973.  Dr.  Robinson  was 
a member  of  the  American  Association  of  Anato- 
mists, and  contributed  to  the  fields  of  Endocri- 
nology and  Neuroanatomy. 

GARLAND  .STANLEY  RUSHING 
Dr.  Rushing  was  born  17  July  1899  in  Chi- 
dester,  Arkansas,  and  received  a bachelor’s  degree 
in  education  from  the  Elniversity  of  Arkansas.  He 
entered  the  freshman  medical  class  in  1925-26  at 
the  University  of  Arkansas,  completing  only  the 
first  two  years.  During  the  sophomore  year  and 
the  two  academic  years  following  it,  he  was  In- 
structor in  Anatomy.  Next  he  transferred  to  the 
Rush  Medical  School  of  the  University  of  Chi- 


cago where  he  received  his  medical  degree  in  1931. 
After  internship  at  the  Denver  General  Hospital, 
he  established  practice  in  Longview,  Texas,  where 
he  continued  until  his  death  19  June  1973.  In 
Longview  he  was  associated  with  the  Good  Shep- 
herd Hospital. 

DWIGHT  L.  RYERSON 
Dr.  Ryerson  w'as  born  18  November  1908  in 
Onaga,  Kansas.  He  received  a bachelor’s  degree 
from  the  University  of  Arizona  in  1931.  He 
served  on  the  staff  at  the  University  of  Colorado 
1931-33,  then  returned  to  Arizona  as  a Fellow  in 
Zoology'.  After  recei\'ing  his  master’s  degree  there 
in  1936,  he  was  Instructor  in  Zoology,  1936-38. 
Next  he  was  Assistant  in  Parasitology  at  the  Uni- 
versity of  California  at  Los  Angeles  1938-40  while 
w'orking  on  his  doctorate  which  was  conferred  in 
1941.  Following  a year  (1941-42)  as  a Hargitt  Fel- 
low at  Duke  Elniversity,  he  was  appointed  In- 
structor in  Anatomy  at  Arkansas  in  1942  and  As- 
sistant Professor  in  1944.  Dr.  Ryerson  left  Ar- 
kansas in  1946  to  become  Professor  of  Zoology  at 
Pomona  College,  a position  he  still  holds.  He 
was  a Scripps  Research  Fellow'  1952-53  at  the 
Oceanographic  Institute,  and  Fulbright  Fellow 
to  Pakistan  in  1960.  He  is  a member  ot  the 
.American  Association  of  Anatomists,  and  is 
known  for  his  studies  in  comparative  hematology, 
cytology,  and  histochemistry. 

LAWRENCE  E.  SCHEVING 

Born  in  Hensel,  North  Dakota,  20  October 
1920,  and  initially  prepared  for  a business  career. 
Dr.  Scheving  served  six  years  in  the  Army  prior 
to  enrolling  in  college.  He  received  bachelor’s 
(1949)  and  master’s  (1950)  from  De  Paul  Univer- 
sity. In  1950  he  became  Instructor  in  Biology  at 
Lew'is  College,  and  finally  Associate  Professor  and 
Chairman  of  the  Department  of  Biological  Sci- 
ences there.  Concurrently  he  completed  his  doc- 
toral work  at  Loyola  University  (Chicago)  and 
the  degree  w'as  conferred  in  1957.  Appointed  In- 
structor in  Anatomy  (1957)  at  The  Chicago  Med- 
ical School,  he  progressed  to  Professor  of  Anatomy 
in  1966.  Following  a professorship  in  the  medical 
center  at  Louisiana  State  University  (New  Or- 
leans), he  W'as  appointed  Professor  of  .\natomy 
(1970)  at  Arkansas,  and  the  first  Rebsamen  Pro- 
fessor of  Anatomical  Science  in  1974.  Dr.  Schev- 
ing is  one  of  the  pioneers  in  research  dealing  with 
circadian  rhythms,  and  has  published  extensively 
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in  this  area.  He  is  the  recipient  of  several  awards 
recognizing  these  achievements,  and  is  a member 
of  both  the  Sotithern  Society  of  Anatomists  and 
the  American  Association  of  Anatomists  (1960). 

TURE  W.  SCHOULTZ 

Born  in  Alhambra,  California,  6 June  1940, 
Dr.  Schoultz's  bachelor's  degree  (1965)  was  ob- 
tained at  Colorado  State  University  and  his  mas- 
ter's (1967)  and  doctoral  (1971)  degrees  at  the  Uni- 
versity of  Colorado.  After  one  year  as  Instructor 
in  Physiology  at  New  York  University  Medical 
School,  Dr.  Schoultz  came  to  Arkansas  first  as  In- 
structor in  Anatomy  (1972)  and  then  Assistant 
Professor  (1973).  Research  has  been  directed  to- 
ward nervous  tisstie  fine  structure  and  catechol- 
amine-related responses.  He  is  a member  of  the 
American  Association  of  Anatomists  (1975).  Since 
January  1977,  Dr.  Schoidtz  has  been  spending  the 
greater  part  of  his  time  as  Assistant  Dean  for  Stu- 
dent Affairs. 

GEORGE  HENRY  SCIARONI 

Born  in  1890,  he  entered  the  University  of  Ar- 
kansas School  of  Medicine  from  Stitter  Creek, 
California.  He  received  his  degree  in  1914,  and 
while  a senior  medical  student,  he  was  Assistant 
in  Bacteriology  and  Assistant  Demonstrator  in 
Anatomy.  After  graduation  he  was  Associate  in 
Pathology  and  Bacteriology  from  1914  to  1916. 

JE4  E OTTO  SCOTT 

Born  in  DeQueen,  Arkansas,  13  December 
1904,  Dr.  Scott  received  a bachelor’s  degree  from 
the  University  of  Arkansas  and  then  entered  the 
University  of  Arkansas  School  of  Medicine  in 
1928  as  a resident  of  Ashdown,  Arkansas.  He 
completed  the  first  two  years  on  schedule,  and 
then  enrolled  as  a half-time  junior  for  the  next 
two  years,  1930-32.  During  this  same  period  he 
served  also  as  Instructor  in  Anatomy.  He  received 
a Bachelor  of  Science  in  Medicine  degree  3 June 
1930,  and  the  Doctor  of  Medicine  degree  5 June 
1933.  Subsequently  he  practiced  in  Little  Rock 
until  about  1937  when  he  relocated  in  Hot 
Springs.  There  he  continued  practice  until  his 
deatli  8 November  1968.  He  was  on  the  staffs  of 
Ouachita  Memorial  Hospital  and  St.  Joseph’s 
Hospital,  and  a member  of  the  American  Medical 
Association  and  the  state  and  county  medical  so- 
cieties. Also  he  served  in  the  Armed  Forces  dur- 
ing 'World  "War  II. 


UDHISHTRA  D.  SHARMA 

Dr.  Sharma  was  a citizen  of  India,  born  16  Au- 
gust 1928  in  Amritsar.  He  received  a Bachelor  of 
'Veterinary  Science  degree  in  1948  from  Punjab 
Agricultural  LIniversity,  and  then  enrolled  at  the 
University  of  Illinois  for  graduate  work.  He  re- 
ceived a master's  degree  (1954)  and  a doctoral  de- 
gree (1957)  from  Illinois,  and  worked  part  of  a 
year  at  the  American  Foundation  for  Biological 
Research  before  returning  to  India.  He  served  as 
Professor  of  Animal  Genetics  in  the  Indian  'Vet- 
erinary Research  Institute  1958-64,  and  Professor 
of  Animal  Husbandry  at  Punjab  .\gricultural 
University,  1964-65.  In  1965  he  was  appointed 
'Visiting  Professor  of  Anatomy  at  the  LIniversity 
of  Arkansas  for  the  one  academic  year.  He  has 
continued  his  residence  in  the  United  States  since 
1966,  and  presently  is  Professor  of  Biology  at  Ala- 
bama State  LIniversity.  Dr.  Sharma  is  the  author 
of  many  papers  dealing  with  veterinary  physiol- 
ogy and  is  serving  as  consultant  to  local 
veterinarians. 

SAMUEL  L.  SHAVER 
A native  Arkansan  born  1 December  1924  in 
El  Dorado,  Dr.  Shaver  attended  'Washington  State 
College  under  the  Army  Specialized  Training 
Program  1943-44.  After  military  service  he  com- 
pleted requirements  for  a bachelor’s  degree  at 
the  American  International  College.  His  doctoral 
degree  was  conferred  (1951)  by  the  University  of 
Rochester.  He  was  appointed  Assistant  Professor 
of  Anatomy  in  1951,  but  later  resigned  in  1956 
to  become  a full-time  medical  student.  Dr. 
Shaver’s  research,  begun  at  Rochester  under 
Atomic  Energy  Commission  sponsorship,  was  con- 
cernetl  with  normal  structure  and  function  of  the 
testis  and  epididymis,  and  alterations  induced  by 
irradiation.  He  became  a member  of  the  Ameri- 
can Association  of  Anatomists  in  1954. 

JEROME  K.  SHERMAN 

Born  in  Brooklyn,  New  York,  14  August  1925, 
Dr.  Sherman  received  a bachelor’s  degree  from 
Brown  University  (1947),  a master’s  from  "Western 
Reserve  University  (1949),  and  his  doctoral  de- 
gree from  the  University  of  Iowa  (1954).  Follow- 
ing his  tenure  as  Research  Associate  at  the  Ameri- 
can Foundation  for  Biological  Research  (1954-58), 
he  was  appointed  Assistant  Professor  of  Anatomy 
at  Arkansas  (1958),  Associate  Professor  (1962),  and 
Professor  of  Anatomy  in  1967.  On  sabbatical 
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leave  (1973-74),  he  was  Special  Chair  Professor 
of  Cryobiology  at  the  National  Chung-Hsin  Uni- 
versity in  Taiwan.  He  received  a Lederle  Med- 
ical Faculty  Award  for  1961-64,  and  a Fulbright 
Senior  Research  Award  for  work  at  the  Univer- 
sity of  Munich  in  1965-66.  Dr.  Sherman’s  research 
has  resulted  in  an  extensive  list  of  publications 
concerned  with  the  cryobiological  aspects  of  the 
jweservation  of  sperm  and  other  cells.  Because 
of  this  he  has  been  involved  internationally  in 
consultative  and  editorial  efforts.  He  is  a mem- 
ber of  the  American  Association  of  Anatomists 
{I960),  among  many  others  in  his  specialty. 

CLARENCE  LEE  SHILLADAY 

Other  than  having  a Master  of  Science  degree, 
and  holding  the  rank  of  Assistant  Professor  of 
Histology  and  Embryology  (1927-29),  no  infor- 
mation has  been  obtained. 

ROBERT  D.  SKINNER 
A Texan  by  birth  23  November  1942,  Dr. 
Skinner  received  his  bachelor’s  degree  (1965)  from 
the  University  of  Texas  at  Arlington,  and  his 
doctoral  degree  (1969)  from  the  LIniversity  of 
'Fexas  Southwestern  Medical  School  at  Dallas 
where  he  held  a National  Instittites  of  Healtli 
Predoctoral  Fellowship.  After  one  year  (1969-70) 
as  a Postdoctoral  Fellow  in  Physiology  at  the  Har- 
vard Medical  School,  he  was  appointed  Instrtictor 
in  Anatomy  (1970)  and  then  Assistant  Professor 
(1971)  at  Arkansas.  Dr.  Skinner’s  research  interest 
centers  in  the  spinal  cord  and  the  evoked  poten- 
tials produced  by  stimuli.  In  addition  to  specialty 
memberships,  he  is  a member  of  the  American 
Association  of  Anatomists  (1971). 

^VILL1AM  ANDERSON  SNODGRASS 

.\  native  Kentuckian  born  1872  in  Murray,  Dr. 
Snodgrass  came  w’ith  his  parents  to  Little  Rock 
when  he  was  ten  years  old.  His  premedical  work 
was  completed  in  Little  Rock,  and  he  entered  the 
LIniversity  of  Arkansas  Medical  Department  in 
1894  to  receive  his  medical  degree  8 April  1897. 
He  immediately  set  up  practice  in  Little  Rock 
and  began  his  participation  as  a member  of  the 
faculty.  He  was  Prosector  in  Anatomy  (1897-98), 
Assistant  to  the  Chair  in  Anatomy  (1898-1900), 
and  Prosector  in  Anatomy  (1900-02).  In  1902  he 
had  postgraduate  work  in  New  Orleans  and  then 
returned  as  Assistant  to  the  Chair  in  Gynecology 
(1903-06).  Additional  training  in  surgery  was  ob- 
tained in  the  clinics  in  Vienna,  and  he  returned 


as  Associate  Professor  of  Surgery,  1910-18.  He 
served  during  the  Spanish-American  "War,  and 
again  in  World  War  I,  receiving  the  Distinguished 
Service  Award  for  bravery  during  the  Battle  of 
the  Marne.  He  organized  the  only  Arkansas  Red 
Cross  unit  to  serve  overseas.  In  1919  he  returned 
to  his  former  position  in  which  he  served  until 
1939;  he  was  Emeritus  Professor  of  Surgery  from 
1939  until  his  death  4 January  1943.  Dr.  Snod- 
grass was  author  of  a number  of  papers  on  clinical 
stirgery,  and  was  an  officer  in  both  county  and 
state  medical  societies. 

BERNARD  L.  SOLOFE 
Dr.  Soloff  was  born  21  June  1931  in  New  York 
City,  and  received  both  his  bachelor’s  (1953)  and 
master’s  (1956)  degrees  from  the  University  of 
Cincinnati.  His  doctoral  degree  was  conferred 
(1961)  by  Rice  University.  He  was  Assistant  Pro- 
fessor of  Biology  at  Stephen  E.  Austin  State  Col- 
lege for  one  year  prior  to  becoming  a Postdoctoral 
Eellow  at  the  Marine  Laboratory  of  the  Univer- 
sity of  Miami  in  1962.  He  then  was  Research 
Associate  in  Anatomy  (1963-64)  and  Postdoctoral 
Trainee  in  Anatomy  (1964-65)  at  the  University 
of  Tennessee  Medical  Units.  Since  1965  he  has 
held  tlie  position  of  Electron  Microscopist  at  the 
Little  Rock  Veterans  Administration  Hospital 
with  an  adjunct  appointment  as  Instructor  in 
.Anatomy  (1966)  and  Assistant  Professor  of  Anat- 
omy (1970)  in  the  medical  school.  Dr.  Soloff’s  re- 
search  has  been  concerned  both  with  the  tech- 
nology of  electron  microscopy  and  the  ultrastruc- 
ture of  leukemic  and  malignant  cells.  He  is  a 
member  of  the  Southern  Society  of  Anatomists. 

SAMUEL  S.  STEWART 
Born  in  1872,  he  was  graduated  from  the  Wash- 
ington University  Medical  Department  in  1898. 
He  served  one  year  (1906-07)  as  Assistant  Demon- 
strator in  Anatomy.  After  a short  leave  from  the 
facidty  he  returned  as  Associate  Professor  of  Ob- 
stetrics, 191 1-1913. 

HOWARD  K.  SUZUKI 
Dr.  Suzuki  was  born  3 April  1927  in  Ketchikan, 
Alaska,  and  received  both  bachelor’s  (1949)  and 
master’s  (1951)  degrees  from  Marquette  Univer- 
sity. Two  summers  (1950  and  1951)  were  spent 
in  herpetological  work  at  the  University  of  Michi- 
gan Biological  Station.  His  doctoral  degree  was 
conferred  (1955)  by  Tulane  University.  He  was 
Instructor  in  Anatomy  at  Yale  University  from 
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1955  before  being  appointed  Assistant  Professor 
of  Anatomy  at  Arkansas  in  1958.  He  was  pro- 
moted to  Associate  Professor  in  1962,  and  Pro- 
fessor of  -Anatomy  in  1967.  Dining  the  summer 
of  1962,  Dr.  Suzuki  held  an  ofl'-campus  assign- 
ment at  the  University  of  Utah  related  to  ad- 
vanced, specialized  technicpies.  In  1970  he  ac- 
cepted the  Associate  Deanship  of  the  University 
of  Florida’s  College  of  Health  Related  Profes- 
sions. Dr.  Suzuki  is  a member  of  the  American 
As.sociation  of  .Anatomists  (1958),  and  is  noted  for 
his  investigations  of  the  relation  of  endocrine 
substances  to  bone  metabolism  in  various 
vertebrates. 

ARTHUR  E.  SWEATLAND 

Little  was  learned  about  Dr.  Sweatland  other 
than  his  birthdate  in  1869.  According  to  the 
Medical  Directory  he  received  his  medical  degree 
in  1905  from  the  Bellevue  Hospital  Medical  Col- 
lege in  New  A’ork.  In  conflict  with  this,  the  bulle- 
tins of  the  Medical  Department  list  a person  by 
the  same  name  as  Third  Assistant  Demonstrator 
in  Anatomy  1903-04,  and  Assistant  Demonstrator 
in  Anatomy  1904-06.  After  an  absence  his  name 
again  appeared  on  the  faculty  list  as  Lecturer  in 
Surgical  Anatomy  (1910-12).  The  reported  dates 
conflicting  about  1903-05  Itetween  Arkansas  and 
New  York  have  not  been  resolved. 

ANDREW  TAYLOR 

A Scotsman  by  birth,  Glasgow,  4 June  1902, 
Dr.  Taylor  was  brought  by  his  family  to  I.ittle 
Rock  shortly  before  World  War  I.  He  attended 
high  school  in  Little  Rock,  and  later  Park  Col- 
lege in  Parksville,  Missouri,  and  the  University 
■of  Chicago  for  premedical  preparation.  He  en- 
rolled in  the  medical  school  of  the  University  of 
Arkansas  in  1922  and  completed  the  first  two 
years.  A year’s  leave  of  absence  made  jjossible 
his  serving  full-time  as  Instructor  in  Anatomy, 
1924-25.  In  March  1925  he  tran,sferred  to  Rush 
Medical  College  of  the  LIniversity  of  Chicago,  re- 
ceiving the  medical  degree  in  1929.  He  did  not 
return  to  Arkansas,  choosing  rather  to  practice  in 
Hartford,  Connecticut,  until  his  death  23  October 
1949. 

JEPTHA  J.  THIBAULT 

Born  in  Scott,  Arkansas,  3 November  1912,  Dr. 
Thibault  completed  two  years  of  premedical 
preparation  at  the  Little  Rock  Junior  College. 
He  entered  the  School  of  Medicine  in  Little  Rock 


in  1931  and  completeil  the  first  three  years  on 
schedule.  At  the  end  of  a half-time  senior  year, 
he  received  a Bachelor  of  Science  in  Medicine, 
and  his  Doctor  of  Medicine  degree  after  the  .sec- 
ond half-time  senior  year,  8 June  1936.  While  a 
half-time  senior,  1934-36,  he  served  as  Instructor 
in  Anatomy.  .Although  he  began  residency  train- 
ing in  surgery  at  the  Piedmont  Hospital  in  At- 
lanta, Georgia,  in  1936,  he  died  23  November 
1936  at  the  age  of  24  years.  He  was  a member  of 
a family  devoted  to  medicine,  and  himself  an 
outstanding  scholar  as  a student. 

EIEN-HU  ISAI 

Born  in  KaoHsiung,  Taiwan,  20  April  1924, 
Mr.  ’Tsai  received  his  bachelor’s  degree  (1952) 
from  the  National  Taiw'an  University.  After  ex- 
perience variously  as  technician,  chemist  and 
teaching  and  research  assistant  in  Japan  and  Tai- 
wan, he  received  a master’s  degree  (1962)  from 
the  University  of  Tennessee.  Subseipiently  he 
was  Research  Assistant  in  Anatomy  (1962-67)  at 
The  Ghicago  Medical  School,  Research  Associate 
in  Anatomy  at  the  Louisiana  State  Ihiiversity 
Medical  Center  (New  Orleans),  and  was  ap- 
pointed Instructor  in  Anatomy  (1970)  at  Arkan- 
sas. Publishing  first  biochemical  research,  more 
recently  he  has  been  active  in  studies  in  chrono- 
biology. 

CARL  K.  UYEDA 

Born  in  San  Bernadino,  California,  11  July 
1922,  Dr.  Uyecla  completed  both  his  bachelor’s 
(1947)  and  master’s  (1949)  degrees  at  Syracuse 
University.  He  held  overlapping  appointments 
in  the  Maryland  State  Department  of  Health  and 
Johns  Hopkins  University’s  Department  of  Gyne- 
cology and  Obstetrics  until  1965,  concerned  w'ith 
cytologic  diagnosis  of  malignancies.  While  In- 
structor in  Cytopathology  and  in  Anatomy  at  the 
University  of  Maryland,  he  received  his  Doctor 
of  Philosophy  tlegree  (1966)  from  that  institution. 
He  became  Senior  Cytologist  at  the  Johns  Hopkins 
Cytological  Screening  Center  in  1965,  a position 
he  held  until  appointed  here  in  December  1967. 
At  Arkansas  he  held  joint  apjjointments  as  .As- 
sistant Profe.s.sor  of  Pathology  and  .Assistant  Pro- 
fessor of  .Anatomy  until  1972  when  he  terminated 
his  affiliation  with  the  Department  of  Anatomy. 
Subseipiently  he  devoted  full  time  to  the  Depart- 
ment of  Pathology  :is  Director  of  the  School  of 
Cytotechnology.  He  left  Arkansas  to  return  to 
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California  in  March  1977.  Dr.  llyecla  is  a mem- 
ber of  the  .American  .Association  of  Anatomists 
(1970),  and  has  j)iihlished  results  of  research  con- 
cerned with  cytological  diagnosis  of  cancer. 

SAMUEL  RAUL  A'.AITGIITER 

A native  of  Georgia,  Dr.  Vaughter  was  born 
6 February  1871  near  Conway  in  rural  Franklin 
County,  Georgia.  He  was  tutored  by  his  father, 
a professional  educator,  both  before  and  after  the 
family  moved  to  Conway,  .Arkansas.  The  tutor- 
ing was  sufficiently  successful  that  he  met  the 
entrance  requirements  for  admission  into  the 
Medical  Department  of  the  University  of  .Arkan- 
sas. After  receiving  his  medical  degree  in  1892, 
he  returneil  to  Conway,  .Arkansas,  where  he  prac- 
ticed until  1898.  His  first  appointment  was 
Fourth  .Assistant  Demonstrator  in  .Anatomy  for 
one  )ear,  1903-04.  He  transferred  to  the  new  Col- 
lege of  Physicians  and  Surgeons  until  1910,  when 
he  returned  to  the  llniversity  to  hold  faculty  rank 
as  Demonstrator  in  Anatomy  1910-11.  Sub.se- 
quently  he  became  first  l.ecturer  and  then  In- 
structor in  .Materia  Medica,  1911-18.  He  con- 
tinued as  a member  of  the  Clinical  Faculty  until 
illness  prevented  activity  in  1920.  In  addition  to 
teaching  and  practice,  he  served  two  stints  in  the 
elected  post  of  County  Coroner,  1902-08  and  1916 
until  his  death  4 Alay  1921. 

FR.AXK  E.  4VAKEFIELD 

.An  Instructor  in  Anatomy  for  two  terms,  1922- 
24,  Mr.  Wakefield  was  listed  as  a member  of  the 
faculty  of  the  Department  of  Anatomy.  Holding 
only  a bachelor’s  degree,  he  may  have  fallen  vic- 
tim to  the  process  at  that  time  of  recpiiring  all 
faculty  to  have  advanced  degrees. 

DAA'ID  CROCKEl'E  WALl 

Dr.  Walt  was  born  20  December  1863  in  Mem- 
phis, Tennessee,  and  was  educated  in  the  Mem- 
phis public  schools  and  Christian  Brothers  Col- 
lege of  that  city.  His  medical  degree  was  obtained 
from  the  Memphis  Hospital  Medical  College  in 
1884,  and  he  completed  a year  of  postgraduate 
training  at  the  New  York  Polyclinic  (1884-8,5). 
He  practiced  first  in  Cuba,  .Shell)y  County,  Ten- 
nessee, then  successively  in  Little  Rock,  Wabba- 
seka  until  1892,  Altheimer  until  about  1908,  and 
back  again  in  Little  Rock.  After  his  return  to 
Little  Rock  in  1910,  he  w'as  appointed  Demon- 
strator in  Anatomy,  apparently  for  tlrat  year  only. 
He  was  one  of  the  first  insurance  examiners,  a 


member  of  the  county  and  state  medical  societies, 
and  continued  in  practice  until  his  death  22  July 
1931. 

JOHN  WATER.S 

The  earliest  information  found  lists  him  as  the 
first  postgraduate  student  during  the  Medical 
Department’s  first  year  1879-80.  From  1880  until 
1886  he  was  Profes.sor  of  Clinical  Medicine,  and 
also  held  the  title  of  Prosector  in  .Anatomy  for 
the  same  period.  Between  1886  and  1889  he  was 
Professor  of  the  Institute  of  Medicine,  which  con- 
cludes his  faculty  record. 

ANDERSON  W.ATKINS 

.A  native  Little  Rockian,  born  19  July  1876  and 
educated  in  the  public  schools.  Dr.  Watkins  com- 
pleted his  two-year  premedical  preparation  at  the 
University  of  Tennessee.  He  entered  the  Medical 
Department  of  the  University  of  Arkansas  in 
1894,  and  received  his  medical  degree  8 .April 
1897.  During  his  final  year  as  a student  he  was 
Prosector  in  .Anatomy  and  then  successively  .As- 
sistant Demonstrator  in  .Anatomy  (1897-1903), 
.Adjunct  Professor  of  Physiology'  (1903-05),  .Assist- 
ant to  the  Chair  in  Clinical  Surgery  (1905-07), 
Professor  of  Principles  and  Practice  of  Surgery 
until  1910,  jointly  .Associate  Profe.s,sor  of  Surgery 
and  Professor  and  Chairman  of  Genito-Urinary 
Disease  (1910-16),  Profe,ssor  of  Surgery  (1916-35), 
and  Emeritus  Professor  of  Surgery  from  1935  until 
his  death  26  May  1943.  During  'WMrld  War  I he 
served  on  the  Council  of  Defense  of  Pulaski 
County.  He  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  surgical 
staffs  of  three  Little  Rock  Hospitals. 

ERNEST  HARL  ’WHITE 

A native  Kentuckian,  born  in  1883  in  Comer, 
he  attended  Southern  Normal  School  (later  to 
become  WTstern  Kentucky  State  Normal  School, 
Bowling  Green)  for  two  years.  He  received  a 
traditional  education  in  mathematics,  science  and 
Greek  and  Latin,  and  a B.S.  degree.  Subsequently 
he  enrolled  at  Clark  College  for  two  more  years 
and  received  a B..A.  degree  in  1911.  .After  receiv- 
ing a Afaster  of  Science  degree  from  the  Univer- 
sity of  Chicago  in  .September  1915,  he  moved  to 
.Argenta  (North  Little  Rock),  .Arkansas,  and  en- 
tered the  Medical  Department  of  the  Ihiiversity 
of  .Arkansas  in  1917,  receiving  transfer  credit  for 
many  of  the  courses  taken  at  Chicago.  During  the 
])eriod  1918-20,  he  was  Professor  of  Microscopic 
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Anatomy  before  transferring  to  Harvard  Medical 
School  where  he  received  his  medical  degree  in 
1922.  After  internship  at  Barnes  Hospital  in  St. 
Louis,  and  returning  to  Little  Rock  to  practice 
obstetrics  and  gynecology,  he  held  appointments 
at  the  medical  school:  Instructor  in  Obstetrics 
and  Gynecology  (1922-26),  Assistant  Professor 
(1926-28),  Associate  Professor  (1928-37),  Professor 
(1937-40)  and  Chairman  from  1940  until  his  death 
in  1942. 

PAUL  WITHERSPOON  WILSON 

Dr.  Wilson  was  born  in  Hope,  Arkansas,  21 
March  1896,  and  attended  the  University  of  Ar- 
kansas until  called  into  military  service.  After 
discharge  his  premedical  preparation  was  com- 
pleted at  Tulane  University,  and  he  entered  the 
University  of  Arkansas  School  of  Medicine  in 
1919.  The  first  two  years  were  completed  on 
schedule,  and  the  Bachelor  of  Science  in  Medicine 
conferred  8 June  1921  at  the  end  of  the  second 
year.  During  this  period  he  was  Student  Assistant 
in  Chemistry  and  Pharmacology.  During  the 
1921-22  year  he  was  on  academic  leave,  teaching 
as  Instructor  in  Anatomy.  His  last  two  years  of 
School  were  completed  (1922-24)  without  inter- 
ruption and  he  received  the  medical  degree  5 
June  1924.  Immediately  following  graduation, 
he  w'as  appointed  Instructor  of  Anatomy  (1924- 
25)  and  then  Assistant  Professor  of  Gross  Anat- 
omy (1925-26).  He  then  practiced  about  four 
years  in  Huttig,  Arkansas,  returning  to  North 
Little  Rock  in  1930  as  a staff  member  of  the  Vet- 
erans Administration.  This  position  he  held,  in- 
terrupted only  by  service  in  World  War  II,  until 
retirement  in  1958.  He  spent  his  retired  years  in 
North  Little  Rock,  dying  8 February  1967. 

JOE  G.  WOOD 

A native  Texan,  born  8 December  1928  in  Vic- 
toria, Dr.  Wood  received  his  bachelor’s  degree  in 
1953  from  the  University  of  Houston.  After  serv- 
ing in  the  U.  S.  Army  Counterintelligence  Corps 
(1954-56),  he  returned  to  the  University  of  Llotis- 
ton  where  he  received  a master’s  degree  in  1958. 
Transferring  to  the  University  of  Texas  Med- 
ical Branch,  he  completed  requirements  for  his 
doctorate  in  1962.  He  was  Instructor  in  Anatomy 


at  Yale’s  School  of  Medicine  1962-63,  before  be- 
coming Assistant  Professor  of  Anatomy  at  Arkan- 
sas in  1963.  In  1966  he  relocated  to  the  Univer- 
sity of  Texas  Medical  School  at  San  Antonio  as 
Associate  Professor  of  Anatomy,  with  adjunct  ad- 
ministrative appointments  in  the  Dean’s  Office. 
In  1971  he  was  appointed  to  the  newly  formed 
faculty  of  the  University  of  Texas  Medical  School 
at  Houston.  Dr.  Wood  is  a member  of  the  Ameri- 
can Association  of  Anatomists  (1963),  and  is 
known  for  his  studies  on  amine  transmitters  of 
the  nervous  system. 

RALPH  M.  WYNN 

Dr.  Wynn  was  born  1 November  1930  in  Brook- 
lyn, New  York,  received  an  A.B.  degree  from 
Harvard  (1951),  and  completed  work  for  his  med- 
ical degree  at  New  York  University  School  of 
Medicine  in  1954.  In  succession  he  interned  at 
Bellevue  Hospital  in  New  York  (1954-55),  and 
received  residency  training  in  Obstetrics  and 
Gynecology  there  1957-61.  Concurrently  he  was 
Assistant  in  OB-GYN  at  New  York  University, 
and  subsequently  Instructor,  Assistant  Professor 
and  Associate  Professor  of  OB-GYN  over  the 
period  1961  to  1968  at  the  State  University  of 
New  York  Downstate  Medical  Center.  He  next 
was  appointed  Professor  and  Chairman  of  OB- 
GYN  at  the  University  of  Illinois  Medical  Center 
in  1968.  In  1978  he  became  Professor  and  Chair- 
man of  the  Department  of  OB-GYN  at  Arkansas, 
where  he  holds  also  a joint  appointment  as  Pro- 
fessor of  Anatomy.  Important  to  an  anatomist. 
Dr.  Wynn  held  USPHS  Postdoctoral  Fellowships, 
first  at  the  Royal  Veterinary  College  in  London, 

1962,  and  in  the  Department  of  Anatomy  at 
Washington  University  School  of  Medicine  in 

1963.  In  addition  to  membership  in  the  Ameri- 
can Association  of  Anatomists  (1969),  he  is  a mem- 
ber or  honorary  member  of  societies  of  his  spe- 
cialty, both  national  and  international.  His  re- 
search in  the  anatomical  field  includes  compara- 
tive placentation  and  the  fine  structure  of  the 
uterus  and  fetal  membranes.  Blessed  with  a 
prodigious  memory  and  widely  read,  he  is  both 
contributor  and  editor  for  numerous  texts  and 
scientific  journals. 
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ELECTROCARDIOGRAM  OF  THE  MONTH 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 


(See  Answer  on  Page  426) 


HISTORY:  M.  M.  is  an  82-year-old  woman  who  has  presented  because  of  syncope  and  exertional  dyspnea. 
Her  physical  examination  reveals  a blood  pressure  of  180/80  mmHg,  occasional  cannon  A-waves  in  her  neck 
veins,  and  rales.  Her  ECG  is  shown  below. 

Based  upon  her  history,  physical,  and  ECG,  what  would  be  the  therapy  of  choice? 


John  W.  Watson,  M.D. 

Assistant  Professor 
Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Coccygodynia 


Philip  H.  Johnson,  M.D. 


occygodynia  is  a word  jrroposed  by  Simpson 
in  1859d®  to  represent  painfnl  coccyx.  It  is 
merely  a symptom,  and  is  no  more  a specific  dis- 
ease than  is  headache.  The  same  diseases  that 
affect  the  body  elsetvhere  may  involve  the  coccyx 
as  well.  Fractures,  dislocations,  infections,  ar- 
thritis, and  tumors  may  all  involve  the  coccyx 
primarily.  Pain  may  also  be  referred  to  the  coc- 
cyx from  the  lumbosacral  spine,  sacrum,  anus, 
rectum,  and  genitourinary  tract. 

Historical  Review 

The  earliest  reports  regarding  the  coccyx  ap- 
peared in  the  16th,  17th,  and  18th  centuries  and 
dealt  with  fractures,  dislocations,  and  birth  trau- 
ma. In  1840,  Blundell-  described  several  patho- 
logic processes  for  which  he  recommended  coc- 
cygectomy.  Xott,!'^  in  1844,  was  the  first  to  de- 
scribe coccygectomy  in  the  Ibiited  States  as  treat- 
ment for  infection.  In  1859,  Simpson^®  coined 
the  term  “coccygodynia”  for  pain  secondary  to 
fractures,  dislocations,  obstetrical  trauma,  and 
tumors.  He  recommended  surgical  stripping  of 
the  coccyx  as  treatment.  A series  of  papers  in  the 
late  19th  and  early  20th  centuries  reported  in- 
fections about  the  coccyx,  including  tuberculosis 
for  which  surgical  excision  was  recommended. 
Hecksher,®  in  1928,  described  an  ossified  coccyx, 
producing  obstruction  to  delivery,  and  GrafP  in 
1924  performed  coccygectomy  during  labor.  Ely,'* 
in  1910  was  the  first  to  describe  massage  of  the 
coccyx  and  intrapelvic  muscles  as  treatment  for 
painful  coccyx.  Thiele*®  has  been  a strong  pro- 
ponent of  massage,  first  describing  his  findings 
and  treatments  in  1937.  Following  this,  a series 
of  authors  confirmed  the  efficacy  of  massage.  In 

•Little  Rock  Orthopedic  Clinic.  P.A.,  9500  Lile  Drive,  P.  O.  Box 
5270,  Little  Rock,  Arkansas  72205. 


1963  a classic  article  by  Thiele,*^  in  The  Diseases 
of  Colon  and  Rectum,  describes  in  detail  the  tech- 
niques for  massage  of  the  spastic  levator  ani,  and 
neighboring  structures. 

Yeomans,--  in  1914,  reported  injection  about 
the  coccyx  with  alcohol.  Thereafter,  a series  of 
authors  (Mandl,**  Shermondt,*^  Kleckner,*® 
Waters,2i  Spence,***  and  Marmor*^)  have  injected 
the  coccyx  with  local  anesthetics,  cpiinine,  urea, 
and  cortisone.  Injection  still  remains  a popular 
and  effective  treatment. 

Baastrup,*  in  1915,  recommended  radiation 
therapy.  In  1959  Holworth,^  in  an  article  in 
Clinical  Orthopedics,  presented  an  excellent  re- 
view of  the  entire  subject  of  coccygodynia. 

During  the  last  twenty  years  an  assortment  of 
pathologic  conditions  producing  pain  about  the 
coccyx  have  been  described,  including  tumors  of 
various  types.  The  same  treatments  which  have 
been  historically  advanced  have  been  employed, 
but  with  less  emphasis  on  operative  management. 
More  importance  has  been  placed  upon  finding 
the  etiologic  cause  for  pain  in  the  coccyx.  In  1975 
Grant,®  et  al,  in  a comprehensive  review  of  316 
cases,  has  reemphasized  the  importance  of  mas- 
sage, heat,  and  muscle  relaxants. 

Anatomy 

The  coccyx  is  made  up  of  three  to  five  bony 
segments,  located  at  the  end  of  the  sacrum  (Fig- 
ure 1).  The  first  coccygeal  segment  has  a trans- 
verse process  and  a large  upward  bony  projection 
(cornu)  representing  a superior  articidar  process, 
bilaterally. 

The  sacrococcygeal  joint  is  a synarthrosis.  An 
intervertebral  disc  is  present,  as  in  the  other 
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segments  of  the  vertebral  column.  There  is  usu- 
ally an  intervertebral  disc  between  the  first  and 
second  coccygeal  segments,  but  bony  fusion  usu- 
ally occurs  between  the  lower  coccygeal  segments 
by  middle  age.  The  coccygeal  segments  decrease 
in  size  from  proximal  to  distal,  the  fifth  being  a 
small  bony  nubbin,  sometimes  bifid.  Anteriorly, 
posteriorly,  and  laterally,  sacrococcygeal  liga- 
ments are  present,  which  attach  the  coccygeal 
segments  to  each  other,  and  bridge  the  sacrococ- 
cygeal junction.  Around  these  ligamentous  ex- 
tensions of  the  sacrospinous  and  sacrotuberous 
ligaments  fan  out  from  the  pelvis  (ischium)  to 
the  lower  sacrum  and  coccyx. 

The  muscular  attachments  of  the  coccyx  are 
quite  important  to  its  function.  On  the  anterior 
(ventral)  surface  of  the  coccyx,  the  muscles  of  the 
pelvic  diaphragm  (levator  ani  and  coccygeus) 
border  on  the  coccyx.  The  three  muscles  con- 
stituting the  levator  ani  cover  the  entire  floor  of 
the  pelvis  and  act  as  a sling  about  the  anus,  ex- 
tending down  to  the  tip  of  the  coccyx,  l ire  coc- 
cygeus muscles  arise  from  the  spine  of  the  ischium 
and  insert  over  the  whole  distance  of  the  distal 
sacrum  and  coccyx  on  the  anterior  surface.  The 
gluteus  maximus  borders  the  upper  coccyx  on  the 
dorsal  (posterior)  surface,  and  the  external  anal 
sphinctor  attaches  to  the  tip.  Contraction  of  all 
of  these  muscles  produces  forward  flexion  of  the 
coccyx.  There  is  no  muscle  which  extends  the 
coccyx.  Unilateral  muscle  spasm  may  produce  a 
deviation  of  the  coccyx  to  one  side.  There  is 
approximately  30  degrees  of  AP  motion  present  in 
the  sacrococcygeal  joint,  and  on  palpation  of  the 
tip  of  the  coccyx,  one  centimeter  of  lateral  motion 
may  be  considered  normal. 

The  female  coccyx  is  more  prone  to  injury,  due 
to  normal  anatomic  variation.  The  distance  be- 
tween the  ischial  tuberosities  is  usually  greater, 
and  the  coccyx  is  less  forward  flexed  and  posi- 
tioned more  upright.  This  combination  makes 


the  coccyx  more  exposed  to  direct  pressure  dur- 
ing sitting.  Coccygodynia  is  five  times  more  fre- 
quent in  females. 

Etiology 

1.  Acute  Trauma — Direct  injury  to  the  coc- 
cyx, usually  from  a fall  on  the  buttocks,  may  pro- 
duce fracture,  dislocation  or  acute  sprain  of  the 
coccyx.  The  next  most  common  cause  of  acute 
injury  to  the  coccyx  is  childbirth.  Associated  with 
this  trauma,  there  is  the  anticipated  swelling, 
hemorrhage,  ecchymosis  and  exquisite  tenderness. 
This  sometimes  requires  several  weeks  to  subside. 
In  the  case  of  acute  fracture  or  dislocation  with 
marked  angulation,  sometimes  digital  manipula- 
tion may  be  necessary  to  correct  malalignment. 

2.  Chronic  Trauma  — The  most  common 
cause  for  the  painful  coccyx  is  poor  sitting  pos- 
ture. Sitting  normally  in  an  upright  position 
produces  no  pressure  on  the  coccyx,  as  weight  is 
borne  on  the  ischial  tuberosities  and  posterior 
thighs.  Sitting  in  a slumped  position  with  re- 
versal of  the  normal  lumbar  lordotic  curve,  will 
produce  direct  pressure  on  the  coccyx.  Thiele^o 
has  coined  the  term  “television  bottom”  to  refer 
to  this  condition  of  chronic  recurrent  trauma. 
Long  automobile  rides  account  for  the  next 
largest  jrercentage  of  these  cases.  Riding  on  trac- 
tors, jeeps,  and  snowmobiles  accounts  for  the  in- 
frequent occurrence  of  this  condition  in  males. 
This  chronic  traumatic  process  leads  to  the  pro- 
duction of  osteoarthritis  in  the  sacrococcygeal  and 
coccygeal  joints,  which  is  frequently  evident  on 
x-ray. 

3.  Pelvic  Injection  — The  most  common  cause 
for  coccygodynia  in  the  325  cases  presented  by 
Thiele^®  in  1963  was  that  of  ano-rectal  infection 
(45%  of  the  cases).  Inflammatory  disease  in  the 
perianal  area  and  pelvis  may  produce  referred 
pain  to  the  coccyx.  Cryptitis  papillitis,  anal 
ulcer,  and  fistulas  all  produce  lymphadenitis  and 
levator  ani  spasm,  which  results  in  referred  coc- 
cygeal pain.  This  is  sometimes  referred  to  as 
“levator  syndrome.”  Bladder  irritability  and 
vaginal  discharge  in  the  female,  and  prostatitis, 
urethritis  and  seminal  vesicleitis  in  the  male  may 
produce  the  same  syndrome.  This  group  of  con- 
ditions usually  present  with  a nontender  coccyx 
to  palpation,  negative  x-rays,  and  spasm  of  the 
levator  ani  muscle.  Any  treatment  directed  sim- 
ply toward  the  coccyx  in  this  group  of  cases  will 
have  poor  results. 
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4.  Intemertebral  Liirnbar  Disc  Disease  — Disc 
disease  in  the  lumbar  spine,  with  central  hernia- 
tion and  pressure  on  sacral  and  coccygeal  nerve 
roots,  may  produce  pain  in  the  coccyx.  One  rea- 
son that  coccygectomy  has  fallen  into  disrepute 
has  resulted  from  coccygectomy  in  lumbar  disc 
disease.  Many  patients  with  coexistent  coccygeal 
and  lumbar  disease  can  distinguish  the  difference 
in  lumbar  discogenic  pain  and  coccygeal  pain.  It 
behooves  the  physician  to  make  the  distinction 
clear. 

5.  T'utttors  — Primary  tumors  involving  the 
coccyx  are  extremely  rare.  Giant  cell  tumor, 
teratomas,  and  interosseous  lipoma"  have  been 
reported.  Metastatic  tumors  are  less  rare.  Sacral 
chordomas,  ependymoma  and  giant  cell  tumors 
produce  referred  pain  to  the  sacrococcygeal  area. 

Clinical 

Coccygodynia  is  most  common  in  females  30  to 
50  years  of  age,  but  all  ages  and  both  sexes  may 
be  affected.  The  patient  usually  presents  in  the 
physician’s  office  sitting  on  one  buttock,  trying 
to  support  their  weight  with  their  anus.  Pain  and 
tenderness  in  the  area  of  the  coccyx  and  adjacent 
muscles  and  soft  tissues  is  the  primary  presenting 
complaint.  Depending  on  the  etiology,  pain  may 
be  sudden  or  gradual  in  onset.  Pain  on  defecation 
is  usually  only  present  with  acute  trauma.  Pain, 
however,  is  most  severe  with  sitting.  Exacerba- 
tions of  pain  occur  with  activities  which  produce 
contraction  of  any  muscle  attaching  about  the 
coccyx.  This  may  occur  with  walking,  stooping, 
or  lying  on  the  back.  Rarely  patients  complain 
of  pain  in  the  gluteal  region,  radiating  down  the 
leg.  This  has  been  attributed  to  piriformus 
muscle  spasm. Dyspareunia  secondary  to  leva- 
tor ani  spasm  is  not  an  uncommon  complaint. 
Pressure  over  the  coccyx  and  manipulation  of  the 
coccyx  on  rectal  examination  is  very  helpful  in 
determining  etiology.  4Vith  primary  coccygeal 
lesions,  palpation  produces  pain,  usually  quite 
exquisite.  Ano-rectal  infection  frequently  pro- 
duces spasm  of  the  levator  ani  muscle,  which  can 
be  palpated  on  rectal  examination.  The  anterior 
surface  of  the  coccyx  and  lower  sacrum,  as  well 
as  pelvic  muscles,  can  be  examined  in  this  manner. 

X-rays  of  the  sacrum  and  coccyx  will  reveal 
congenital  anomalies,  fracture,  dislocation,  osteo- 
arthritis, unilateral  muscle  spasm,  and  destruc- 
tion of  the  coccyx  by  infection  or  tumor.  Nega- 
tive x-rays  and  a nontender  coccyx  should  suggest 


referred  pain  from  the  lumbar  spine,  genitouri- 
nary organs,  anus  or  rectum. 

An  unusual  condition  referred  to  as  proctalgia 
fugax®  has  been  desaibed  by  several  authors. 
This  is  a recurrent  fidminating  coccygodynia 
manifested  by  nocturnal  paroxysms  of  extreme 
pain  lasting  fifteen  to  twenty  minutes,  followed 
by  quick  disappearance  of  symptoms.  This  con- 
dition is  more  common  in  intellectuals  in  young 
adulthood,  and  the  etiology^  is  ob.scure.  Potthart^'* 
suggested  the  possibility  of  rectal  mucosal  intus- 
suseption.  Finger  pressure  within  tlie  rectum  is 
frequently  performed  by  the  patient  for  relief. 
Cold  enemas,  nitroglycerine  and  amyl  nitrate 
have  been  recommended.  Spontaneous  improve- 
ment occurs  with  the  approach  of  middle  age. 

Treatment 

The  primary  rule  of  treatment  in  acute  or 
chronic  trauma  is  to  keep  the  weight  off  the  af- 
fected joints  until  healing  occurs.  This  means 
instruction  in  proper  sitting  posture.  A foam 
doughnut  pad  or  inflatable  plastic  ring  is  some- 
times quite  helpful. 

Injections  of  local  anesthetic  and  cortisone 
combinations  usually  are  beneficial  in  chronic 
sprain  and  osteoarthritis.  This,  of  course,  gives 
temjjorary  relief  and  usually  breaks  the  muscle 
spasm  cycle  where  the  coccyx  is  the  primary  of- 
fender. Hot  sitz  baths,  muscle  telaxants  and 
analgesics  are  helpful.  Referral  to  a proctologist 
for  treatment  of  ano-rectal  pathology  may  be  in- 
dicated. In  these  cases  digital  massage  per  rectum 
of  spastic  levator  ani  muscles  has  proven  to  be 
extremely  effective. 

Coccygectomy  is  indicated  only  for  primary 
coccygeal  pathology  and  only  after  a conscientious 
trial  on  conservative  measures  has  failed.  Coc- 
cygectomy, even  in  a busy  orthopedic  practice,  is 
unusual. 

Summary 

Coccygodynia  is  a symptom  of  an  underlying 
disease.  The  most  common  cause  for  pain  about 
the  coccyx  is  trauma,  usually  chronic.  This  is 
most  commonly  seen  in  females,  aged  30  to  50, 
with  poor  sitting  posture.  Injection  of  affected 
coccygeal  joints  affords  temporary  relief.  When 
the  coccyx  is  nontender  and  x-rays  of  the  coccyx 
are  negative,  proctologic  examination  to  rule  out 
ano-rectal  infection  is  indicated.  Coccygectomy 
is  rarely  indicated,  and  is  only  considered  after 
failure  to  respond  to  conservative  treatment. 
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Pertaining  to  the  Heart 

Alfred  Kahn,  Jr.,  M.D. 


ardiac  research  has  resulted  in  many  new 
clinical  concepts.  Hypertrophy  of  the  myocardi- 
um has  been  knowm  and  appreciated  in  hyper- 
tensive disease,  valvular  heart  disease,  and  other 
purely  mechanical  cardiac  disorders  for  a very 
long  period  of  time.  So-called  idiopathic  cardiac 
hyjjertrophy  is  a clinical  disorder  which  has  been 
the  subject  of  a good  deal  of  study  in  the  more 
recent  past;  it  is  still  somewhat  of  a mystery.  In 
the  June,  1980,  issue  of  The  American  Journal  of 
Medicine  (Volume  68,  page  797),  J.  F.  Goodw'in 
has  published  an  editorial  entitled  “An  Apprecia- 
tion of  Hypertrophic  Cardiomyopathy.”  In  this 
excellent  editorial,  Goodwdn  states  that  so-called 
obstructive  cardiomyopathy  “does  not  exist;”  the 
pseudo-obstruction,  he  says,  is  the  result  of  the 
marked  cardiac  muscle  hypertrophy  contracting 
against  an  irregular  shaped  cavity;  this  altered 
function  he  calls  “a  gradient”  rather  than  an  ob- 
struction. The  degree  of  gradient  is  not  a good 
clinical  prognostication.  Goodwin  says  that  a 
fixed  gradient  might  indicate  a hidden  second 
disease  — and  as  such  knowledge  of  the  gradient 
is  important  in  the  clinical  evaluation.  Of  in- 
terest to  the  clinician  is  the  author’s  discussion 
of  how  hypertrophic  cardiomyopathy  may  mimic 
other  diseases  — and  be  hard  to  find  if  there  is  no 
gradient  — for  example,  angina  pectoris  with  nor- 
mal coronary  arteries;  careful  echocardiography 
can  be  used  as  a diagnostic  tool  in  these  cases. 
Goodwin  feels  that  there  are  distinctive  patho- 
logical features  of  hypertrophic  muscle,  hyper- 
trophy with  a circular  formation  and  myofibril- 
lar changes  visible  by  electron  microscopy.  Fie 
recommends  cardiac  angiography  as  a good  di- 
agnostic tool  but  he  cautions  that  some  cases  may 
have  dilated  ventricular  cavities.  An  intriguing 
cause  of  hypertrophic  cardiomyopathy  is  sug- 
gested by  amines.  For  example,  non-adrenalin 


administration  is  said  to  simulate  this  order;  and 
there  is  an  association  with  pheochromocytoma 
and  thyrotoxicosis.  Sudden  death  in  this  disease 
is  probably  arrhythmic  — not  obstruction.  Anti- 
rhythmic drugs  may  be  helpful  in  properly  identi- 
fied cases  used  for  diseased  coronary  arteries  in- 
effective as  these  patients  have  large  narrowed 
coronary  vessels  is  most  instances. 

Another  interesting  facet  of  cardiac  disease  has 
Ijeen  reported  by  Darsee,  Miklozek,  Heymsfield, 
Hopkins,  and  Wenger.  It  is  entitled  “Mitral 
Valve  Prolapse  and  Ophihalmoplegia:  A Progres- 
sive, Cardioneurologic  Syndrome”  (.Annals  of  In- 
ternal Medicine,  Volume  92,  page  735,  June, 
1980).  They  state  that  there  are  a group  of  dis- 
orders in  which  there  is  a combination  of  skeletal 
muscle  abnormality  syndrome.  They  have  studied 
seven  cases  in  whom  there  is  a progressive  neuro- 
logic disorder  with  ophthalmoplegia,  ataxia,  and 
neuromyopathy.  All  of  their  cases  had  mitral 
valve  prolapse  and  had  a similar  course.  The 
syndrome  described  here  falls  into  a general  group 
knowm  as  “Ophthalmoplegia  Plus,”  and  Darsee, 
et  al,  feel  that  this  is  the  third  type  reported  in 
which  there  appears  to  be  “an  underlying  meta- 
bolic defect,  namely  defective  pyruvate  metabo- 
lism. These  patients  also  have  an  immunologic 
defect  characterized  by  a low  level  of  the  fourth 
complement  component  and  binding  of  immuno- 
globulin to  felero  blasts. 

Twm  articles  appeared  in  Circulation  (Volume 
62,  i^age  8 and  page  17,  July,  1980)  on  the  use  of 
digitalis  in  the  presence  of  myocardial  infarction. 
Morrison  and  his  colleagues  studied  a group  of 
patients  w'ith  acute  myocardial  infarction;  they 
did  not  include  cases  of  cardiogenic  shock,  pul- 
monary edema,  high  blood  pressure,  valvular 
heart  disease,  history  of  past  infarction,  or  right 
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ventricular  infarction.  Their  cases  tended  to  have 
low  ejection  fractions  and  large  infarcts.  They  con- 
cluded that  Digoxin  had  no  ill  effect;  left  ventricu- 
lar function  is  said  to  have  improved  slightly.  They 
did  not  show  that  Digoxin  influenced  the  size  of 
tlie  infarct.  Marcus,  in  an  editorial  just  after  the 
article  by  Morrison,  warns  that  digitalis  prepa- 
rations given  to  patients  with  myocardial  infarc- 
tion may  get  increased  bulging  of  the  infarcted 
area  due  to  stronger  heart  muscle  contractions 
and  secondly  digitalis  may  cause  systemic  vaso- 
constriction, thus  causing  the  heart  to  have  to 
work  harder  to  perfuse  the  peripheral  tissues.  He 
specifies  the  use  of  digitalis  according  to  severity 
of  the  infarct.  Firstly,  he  does  not  recommend 


digitalis  in  infarction  without  heart  failure;  he 
does  suggest  the  use  of  digitalis  in  infarction  with 
mild  heart  failure.  Marcus  does  not  start  patients 
with  myocardial  infarction  and  severe  heart  fail- 
ure on  digitalis,  but  he  does  use  it  in  selected 
cases  if  the  indications  are  appropriate.  Marcus 
avoids  digitalis  in  cardiogenic  shock.  He  recom- 
mends digitalis  for  the  atrial  arrhythmias  seen 
with  myocardial  infarction.  This  editorial  em- 
phasizes two  additional  points  concerning  digi- 
talis and  myocardial  infarction;  first  of  all,  Di- 
goxin may  be  absorbed  more  slowly  in  the  pres- 
ence of  infarction;  secondly,  the  sensitivity  to 
digitalis  may  be  increased  in  patients  with 
infarction. 


Otkef* 

Journal  of  the  State  Medical  Society  of  Arkansas 
Vol.2  No.  1 July,  1891  p.  39-40 
A GOOD  ILLUSTRATION 
Recently  a physician  was  called  from  Little 
Rock  to  see  a patient  in  the  country.  He  found 
a lady  suffering  from  a prolonged  sjiell  of  ma- 
larial fever.  The  mother  of  the  girl  was  very 
solicitous  and  asked  the  doctor  if  there  was  not 
some  medicine  that  would  break  her  fever  and 
cause  her  speedy  recovery.  The  physician  ex- 
plained to  her  that  the  general  impression  among 
the  people  that  there  was  a specific  remedy  for 
each  disease  was  incorrect,  and  that  the  physician 
could  only  put  a patient  in  the  best  condition  to 
get  well,  but  could  not  by  known  means  force  a 
recovery  any  more  than  the  farmer  could  make 
his  cotton  grow,  in  spite  of  the  soil,  weather,  etc. 

He  was  illustrating  his  meaning  by  comparing  a 
good  physician  to  a well-informed  farmer,  when 
the  old  lady  interrupted  with  the  remarks,  “Oh, 

I see,  I see.  I understand  now.  It’s  just  like 
my  old  man  was  onct.  There  was  goin’  to  be  a 
barbecue,  and  he  wanted  to  have  the  first  cotton 
bloom  to  show  to  his  neighbors  when  they  met; 
so  he  selected  a few  stalks  on  some  rich  ground 
close  to  the  house,  and  watered  them  every  day 
it  didn’t  rain,  and  they  was  the  last  stalks  to  bloom 
on  the  place.’’  How  many  recoveries  from  sick- 
ness have  been  retarded  by  too  much  medicine! 

From  the  University  of  Arkansas  for  Medical  Sciences  Library, 
History  of  Medicine/Archives  Division. 


ERIL\TUM  to  “The  Journal  of  the  Arkan- 
sas Medical  Society,”  Vol.  77,  No.  7,  Decem- 
ber, 1980,  page  268. 

The  following  reference  was  omitted  in 
the  editorial  entitled  “Lawley,  James  and 
Jones  in  Circulating  Immune  Complexes”: 

“Gastroenterology,”  Vol.  78,  No.  3,  March, 
1980,  page  626. 


ERRATUM  to  December,  1980,  issue  of 
The  Journal  of  the  Arkansas  Medical  So- 
ciety, Vol.  77,  No.  7,  page  2.58: 

. . . Compounding  this  problem,  provision 
for  faculty  research  was  totally  inadequate, 
a deficiency  that  had  not  gone  unnoticed  by 
accreditation  teams  of  the  American  Medical 
Association  and  the  Association  of  American 
Medical  Colleges. 

(The  word  omitted  in  issue  was  NOT.) 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  Her  ECG  shows  an  atrial  rate  of  88/minute 
and  a ventricular  rate  of  30/minute.  The  P-waves  march 
freely  through  the  trace  initiating  none  of  the  QRS  com- 
plexes. The  QRS  complexes  are  in  right  bundle  branch 
block  pattern.  Thus,  the  ECG  shows  complete  heart  block 
and  pacing  would  be  indicated. 
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MEDICINE  IN  THE  NEWS 


THE  MONTH  IN  WASHINGTON 

The  Reagan  Administration  formally  took 
over  the  reins  of  office  with  high  hopes  for 
ameliorating  the  nation’s  problems  at  home  and 
abroad  but  with  no  illusions  that  the  job  will  be 
easy.  The  new  Congress,  its  ranks  swelled  with 
conservatives,  met  for  the  first  time  with  its  lead- 
ers pledging  their  best  efforts  to  help  Reagan 
carry  out  his  legislative  programs. 

One  of  the  first  orders  of  business  was  confirma- 
tion of  Reagan’s  cabinet  appointments,  includ- 
ing that  of  former  Sen.  Richard  Schweiker  (R., 
Pa.)  to  be  Secretary  of  the  Health  and  Human 
Services  (HHS)  Department. 

Congress  faces  a heavy  agenda  on  health. 

AVhether  national  health  insurance  will  be  seri- 
ously considered  depends  whether  the  Reagan 
Administration  chooses  to  push  some  plan  such  as 
“pro-competition”  or  catastrophic,  both  of  which 
were  cited  favorably  during  the  campaign. 

Administration  plans  to  deregulate  aspects  of 
health,  to  make  economies,  and  possibly  to  elimi- 
nate some  programs  appear  to  be  in  the  works. 

Many  major  health  programs  are  due  to  expire 
in  the  new  two  years  and  must  be  re-authorized 
by  Congress.  This  affords  the  Administration  a 
timely  opportunity  to  request  major  changes  in 
them. 

The  list  of  programs  recpiiring  congressional 
action  includes  Health  Services  Research,  Sta- 
tistics and  Technology;  Grants  to  States  for 
Health  Services;  Primary  Health  Centers;  Na- 
tional Health  Service  Corps;  Home  Health  Serv- 
ices; Primary  Care  Research  and  Demonstration 
Projects;  Afedical  Libraries;  National  Research 
Institutes;  Health  Research  and  Teaching  Facili- 
ties and  Training  of  Professional  Health  Person- 
nel; Student  Assistance;  Capitation  Grants  to 
Schools  of  Medicine,  etc.;  Nurse  Training;  Fam- 
ily Planning;  Genetic  Diseases;  Sudden  Infant 
Death  Syndrome;  Hemophilia;  Health  Mainte- 
nance Organizations;  Health  Planning;  Health 
Resources  Development;  Health  Information  and 
Health  Promotion;  President’s  Commission  on 


Ethics  and  Research;  Developmental  Disabili- 
ties Protection  and  Alcohol  and  Drug  Abuse 
Programs. 

The  last  Congress  failed  to  act  on  important 
bills  that  carry  over  into  the  new  session.  The 
HHS  Department  appropriations  measure  and 
aid-for-medical-education  are  the  two  major  bills 
in  this  category.  The  Child  Health  Assurance 
bill,  a priority  of  the  Carter  Administration,  may 
be  put  on  the  shelf  in  the  new  Congress,  though 
there  is  still  substantial  support.  The  Hospital 
Cost  Containment  bill  is  beyond  salvage. 

The  medical  education  bill  may  face  rough 
scrutiny.  Both  House  and  Senate  last  year  ap 
proved  measures  reducing  capitation  aid  for 
medical  schools,  but  they  could  not  agree  on 
specifics. 

Health  Maintenance  Organizations  are  worried 
that  their  allotments  from  the  government  will 
be  pared.  The  National  Health  Service  Corps 
comes  under  a HHS  Secretary  in  Schweiker  who 
has  been  very  critical  of  its  growth.  The  Health 
Planning  bill  awaits  formidable  conservative 
opposition. 

The  new  membership  of  the  two  major  Senate 
health  committees  was  formed.  The  Republicans 
hold  a two-seat  edge  on  both  groups  — Senate 
Finance  and  Senate  I.abor  and  Human  Resources. 

Sen.  Edward  Kennedy  (D.,  Mass.)  chose  to  be- 
come the  ranking  minority  member  of  the  Hu- 
man Resources  Committee  rather  than  of  the 
Senate  Judiciary  Committee,  giving  Kennedy  a 
forum  from  which  to  lead  the  opposition  on 
health  affairs.  Sen.  Harrison  Williams  (D.,N.  J.), 
former  chairman  of  the  committee,  chose  to  be 
the  top  Democrat  on  another  committee. 

Here  is  the  membership  of  the  two  committees 
that  guide  most  health  legislation  in  the  Senate: 

SENATE  FINANCE 
Republicans 

Robert  Dole  (Kans.) 

Bob  Packwood  (Ore.) 

William  Roth  (Dela.) 

John  Danforth  (Mo.) 
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John  Chafee  (R.  I.) 

John  Heinz  (Pa.) 

Malcolm  Wallop  (Wyo.) 

David  Durenberger  (Minn.) 

William  .Armstrong  (Colo.) 

Steven  Symms  (Idalio) 

Charles  Grassley  (Iowa) 

Democrats 

Russell  Long  (La.) 

Harry  Byrd  (Va.) 

Lloyd  Bentsen  (Texas) 

Spark  Matsunaga  (Hawaii) 

Daniel  Moynihan  (N.Y.) 

Max  Baucus  (Mont.) 

David  Boren  (Okla.) 

Bill  Bradley  (N.J.) 

George  Mitchell  (Maine) 

SENATE  LABOR  AND  HUMAN  RESOURCES 
Republicans 

Orrin  Hatch  (Utah) 

Robert  Stafford  (Vt.) 

Gordon  Humphrey  (N.  H.) 

Dan  Quayle  (Ind.) 

Don  Nickles  (Okla.) 

Jeremiah  Denton  (Ala.) 

Paula  Hawkins  (Fla.) 

Lowell  Weicker  (Conn.) 

John  East  (N.C.) 

Democrats 

Edward  Kennedy  (Mass.) 

Harrison  Williams  (N.J.) 

Jennings  Randolph  (W.  Va.) 

Claiborne  Pell  (R.  L) 

Thomas  Eagleton  (Mo.) 

Donald  Riegle  (Mich.) 

Howard  Metzenbaum  (Ohio) 

On  the  House  side,  Rep.  Dan  Rostenkowski 
(D.,  111.)  assumes  the  chairmanship  of  the  House 
Ways  and  Means  Committee  in  the  next  Congress 
rather  than  take  a leadership  whip  post.  Present 
chairman,  A1  Ullman  (D.,  Ore.),  was  defeated  for 
reclection. 

* # * * 

The  nomination  of  former  Sen.  Richard 
Schweiker  (R.,  Pa.)  to  be  Secretary  of  Health  and 
Human  Services  (HHS)  brings  to  the  post  a man 
widely  versed  in  health  affairs. 

The  54-year-old  Schweiker,  who  had  announced 
last  year  that  he  would  not  seek  re-election  to 
the  Senate,  was  the  front  runner  from  the  start 
in  speculation  about  the  HHS  post.  Schweiker 


has  been  a close  friend  of  Reagan’s  since  he  agreed 
to  be  his  vice  presidential  running  mate  in  event 
Reagan  had  captured  the  GOP  nomination  four 
years  ago. 

As  ranking  Republican  member  on  the  Senate 
Labor  and  Human  Resources  Committee  and  on 
its  Health  subcommittee,  Schweiker  has  an  ex- 
tensive knowledge  of  health  legislation  and  of 
the  Federal  health  structure. 

Schweiker  has  expressed  strong  convictions 
about  certain  aspects  of  health,  notably  reserva- 
tions about  the  extent  of  aid  for  medical  educa- 
tion and  for  the  National  Health  Service  Corps. 

In  an  interview  last  summer,  Schweiker  said  a 
Reagan  Administration  will  not  endorse  national 
health  insurance  or  hospital  cost  containment 
and  will  move  to  “deregulate.” 

Schweiker  is  the  author  of  a “pro-competition” 
plan  that  would  eliminate  most  of  the  present  tax 
deductions  for  private  health  insurance  in  an  ef- 
fort to  encourage  more  cost-consciousness  by  busi- 
ness and  consumers. 

“You  certainly  will  see  a stop  to  the  njsh  to 
federalize  things,”  Schweiker  said.  But  he  cau- 
tioned that  reversing  the  trend  will  take  time. 
“There  is  so  much  momentum  that  it  will  take 
acts  of  Congress  to  repeal  some  programs,”  he 
said. 

Federal  involvement  in  health  has  not  pro- 
duced solutions  to  the  nation’s  health  problems, 
he  said.  “We  are  cautious  and  skeptical  about  in- 
volving the  government  further.  In  fact,  we  are 
looking  at  ways  to  disinvolve  the  government.” 

The  senator  said  Health  Maintenance  Organi- 
zations should  have  their  “full  day  in  the  sun,” 
but  “we  should  not  build  upon  a system  that 
favors  one  mode  of  competition  over  another.” 

As  for  medical  scliools,  he  said  “we  must  give 
them  protection  if  we  step  on  the  brakes.  We 
can’t  leave  them  high  and  dry.” 

Schweiker  said  the  organizational  structure  at 
HHS  is  haphazard  and  suggested  there  would  be 
moves  to  get  the  “health  components  working 
together.” 

Commenting  on  the  National  Health  Service 
Corps,  Schweiker  said  “federal  support  on  the 
current  scale  will  slow  permanent  solutions  to 

physician  maldistribution.” 

* * * # 

The  nominations  of  Schweiker  to  be  HHS  Sec- 
retary and  of  former  Rep.  Dave  Stockman  (R., 
Mich.)  to  be  Director  of  the  Office  of  Manage- 
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meat  and  Budget  brought  to  the  cabinet  two  pro- 
ponents of  the  so-called  “pro-competition”  health 
j)lan. 

“Pro-competition”  measures  remove  the  cur- 
rent federal  tax  subsidy  for  purchase  of  private 
health  insurance.  People  would  receive  tax-free 
rebates  when  they  choose  plans  costing  less  than 
a set  amount  of  premiums.  High  deductibles  and 
co-insurance  are  encouraged.  Most  such  bills 
before  Congress  include  a catastrophic  benefit 
as  a requirement  for  private  insurors.  The  intent 
is  to  foster  competition  among  insurors  to  pro- 
duce innovation  and  efficiency  and  to  reduce 
waste.  Much  of  the  present  regulatory  apparatus 
would  be  stripped  away,  including  Professional 
Standards  Review  Organizations  (PSRO's)  and 
health  planning. 

One  of  the  major  bills  before  the  House  was 
sponsored  by  Stockman  and  Rep.  Richard  Gep- 
hardt (D.,  Mo.).  Sen.  David  Durenberger  (R., 
Minn.),  who  may  be  chairman  of  the  Senate  Fi- 
nance Subcommittee  on  Health,  is  a pro-competi- 
tion backer. 

# # # * 

The  HHS  Deparimeni  is  anticipating  changes 
with  the  new  Administration.  The  agency  fore- 
sees wide  organizational  shifts.  The  Reagan  team 
has  been  considering  proposals  to  bring  educa- 
tion back  into  the  agency,  undoing  the  brand  new 
Education  Department  that  was  created  by  Presi- 
dent Carter.  Significant  changes  appear  inevi- 
table at  the  Health  Care  Financing  Administra- 
tion (HCFA)  wiiich  runs  Medicare  and  Medicaid. 
There  is  sentiment  for  creation  of  a cabinet-level 
Health  Department.  A stronger  policy  role  is  in 
the  works  for  the  Public  Health  Service  (PHS). 

Former  HHS  Secretary  Patricia  Harris  pro- 
posed a new  structure  consisting  of  two  HHS 
llmler  Secretaries,  one  for  health,  the  other  for 
Social  Security.  This  w’ould  help  solve  problems 
created  by  the  present  awkward  arrangement 
under  which  HCFA,  controlling  the  two  largest 
health  programs,  is  separate  from  the  Public 
Health  Service.  Harris  proposes  that  HCFA  re- 
port to  the  Health  Under  Secretary. 

* * * * 

Scores  of  changes  were  made  in  the  Medicare 
and  Medicaid  programs  as  a restilt  of  the  passage 
of  the  Budget  “Reconciliation”  bill  late  in  the 
Congiessional  “lame  duck”  session. 

Most  of  the  controversial  provisions  affecting 
the  medical  profession  were  dropped  from  the 


bill  as  were  the  sweeping  changes  in  hospital  re- 
imbursement that  had  been  approved  by  the 
Senate. 

Here  are  some  of  the  major  provisions  that 
rvere  enacted: 

• Professional  Standards  Review  Organiza- 
tions—No  PSRO  will  be  required  to  make  rec- 
ords available  pursuant  to  a Freedom  of  Infor- 
mation Act  request  until  one  year  after  tlie  entry 
of  a final  Court  order  reqtiiring  such  disclostire. 

• Home  Health  — Unlimited  home  health  care 
benefits  would  be  made  available  under  both 
Parts  A and  B;  the  three-day  prior  hospitaliza- 
tion requirement  would  be  eliminated:  the  ,'$60.00 
dedtictible  under  Part  B would  be  w'aived;  occti- 
jjational  therajiy  wotdd  be  added  as  a a benefit 
criteria,  and  the  State  licensing  requirement 
would  be  waived. 

• Alcohol  — Medicare  w’ill  reimburse  for  in- 
patient alcohol  detoxification  services  in  free- 
standing facilities  meeting  health  and  safety 
standards. 

• Tests  — Diagnostic  tests  performed  on  an 
outpatient  basis  in  the  Outpatient  Department 
of  a hospital  or  a physician’s  office  within  seven 
days  of  a patient’s  admission  to  the  hospital  wotdd 
be  reimbursed  in  full. 

• Rehabilitation  — Permits  reimbtirsement 
under  Medicare  for  comprehensive  outpatient 
rehabilitation  facilities  under  Part  B based  on 
the  costs  incurred  in  fttrnishing  covered  services, 
incltiding:  physicians’  services,  nursing  care, 
physical  therapy,  occupational  therapy,  speech 
pathology,  respiratory  therapy,  social  and  psycho- 
logical services,  prosthetic  devices,  drugs  and  bio- 
logicals , stipplies,  appliances,  equipment,  and 
other  items  which  are  necessary  for  the  rehabili- 
tation of  the  patient. 

• Outpatient  .Surgery  — Medicare  reimburse- 
ment is  authorized  for  the  facility  cost  of  ambida- 
tor)’  surgical  centers  where  the  abulatory  surgical 
center  has  agreed  to  accejit  assignment.  This  re- 
imbursement wotdd  be  available  in  situations 
where  the  center  performed  certain  procedtires 
that  are  considered  “safe”  and  “appropriate”  in 
an  otitpatient  setting.  The  physician’s  reasonable 
charge  for  performing  the  procedures  would  be 
reimbtirsed  at  100%,  providing  the  physician  alsO' 
agrees  to  accept  assignment.  A physician  who  ac- 
cepts assignment  will  receive  additional  Medi- 
care reimbursement  for  performing  certain  listed 
surgical  procedures  in  his  or  her  office. 
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• Optometrists  — Coverage  for  optometrists’ 
services  to  aphakic  patients  will  be  provided 
under  Medicare.  A study  will  lie  conducted  to 
determine  whether  Medicare  should  reimburse 
optometrist  services  to  cataract  patients. 

• Radiologists  and  Pathologists  — The  special 
100%  reimbursement  with  no  deductible,  for 
services  to  hospital  inpatients  by  radiologists  and 
pathologists  would  be  limited  to  those  who  agree 
to  accept  assignment  for  all  services  furnished  to 
hospital  inpatients. 

• Teaching  Hospitals  — Alternate  forms  of  re- 
imbursement for  professional  services  rendered 
by  physicians  in  teaching  hospitals  are  provided. 
Hospitals  having  approved  teaching  programs 
may  elect  to  be  paid  for  the  seirices  of  those  pro- 
grams on  a reasonable  cost  basis  providing  that 
all  physicians  involved  in  the  teaching  program 
elect  to  be  paid  on  such  a basis.  Alternatively, 
physicians  could  elect  to  receive  reimbursement 
on  the  basis  of  reasonable  charges  under  Part  B 
if  conditions  are  met. 

• Rural  Hospitals  — The  HHS  Secretaiy  would 
be  authorizetl  to  apply  Medicare  standards  to 
rural  hospitals  in  a flexible  manner  to  take  into 


account  the  availability  of  qualified  personnel, 
etc. 

• Transfer  for  Skilled  Nursing  Facility  Cover- 
age — The  14-day  period  within  which  a Medicare 
beneficiary  must  be  transferred  from  a hospital 
to  a skilled  nursing  facility  in  order  to  qualify 
for  post-hospital  extended  care  benefits  would 
be  extended  to  thirty  days. 

• Clinical  Labs  — Payment  for  laboratory  serv- 
ices will  be  limited  to  the  lower  of  the  laboratory’s 
reasonable  charge,  or  the  actual  amount  billed 
by  the  physician  plus  a nominal  fee  to  cover  his 
or  her  costs. 

# # # * 

BOOK  PUBLISHED 

A second  printing  of  the  book.  Current  Ocular 
Therapy  by  Drs.  F.  Hampton  Roy  of  Little  Rock 
and  Frederick  T.  Fraunfelder  of  Portland,  Ore- 
gon, has  been  completed  by  publisher  W.  B. 
Saunders  Company.  The  book  is  also  to  be  pub- 
lished in  1981  by  the  Editorial  Medica  Pan- 
americana  of  Buenos  Aires,  Argentina,  in  Spanish. 
The  book  covers  current  treatment  of  ocular  con- 
ditions; approximately  400  consultants  contrib- 
uted to  the  volume. 


THINGS 


TO 

COME 


May  2-3 

Clinical  Nuclear  Medicine  Imagi)}g.  Univer- 
sity of  Mississippi  School  of  Afedicine  Depart- 
ment of  Radiology.  Topics:  application  of  nu- 
clear medicine  in  abdominal  disease,  nuclear 
medicine  brain  imaging  in  the  CT  era,  thyroid 
diagnosis  and  treatment,  and  cardiac  nuclear 
medicine.  Fee:  $60.  Accredited  for  eight  contact 
hours  in  Category  I. 

For  more  information,  contact  the  Division  of 
Continuing  Health  Profession  Education,  Uni- 
versity of  Mississippi  Medical  Center,  2500  North 
State  Street,  Jackson,  Mississippi  39216;  plione 
(601)  987-4914. 


May  8-10 

The  Geyieral  Practice  of  Anesthesiology.  The 
.Arkansas  Society  of  Anesthesiologists  and  the  De- 
partment of  Anesthesiology,  University  of  Arkan- 
sas College  of  Medicine.  Red  Apple  Inn,  Heber 
Springs.  Eor  further  information,  contact  Dr. 
Ricliard  B.  Clark,  Department  of  Anesthesiology, 
Elniversity  of  Arkansas  for  Medical  Sciences,  4301 
West  Markham,  Little  Rock,  Arkansas  72201. 

December  10-12 

Current  Concepts  in  Cancer  Therapy.  Wash- 
ington University  in  St.  I.ouis,  Section  of  Surgical 
Oncology,  Department  of  Surgery,  and  Missouri 
Chapter  of  the  American  Cancer  Society.  Nine- 
teen hours,  AMA,  AAEP,  AOA.  For  further  in- 
formation, Office  of  CME,  Washington  Univer- 
sity School  of  Medicine,  Box  8063,  660  South 
Euclid,  St.  I.ouis,  Missouri  63110;  phone  (314) 
454-3873. 
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Category  1 

Continuing  Medical  Education 
Programs  Available  in 
Arkansas 


PSYCHOSOMATIC  MEDICINE  FOR  THE 
FAMILY  PHYSICIAN 

Presented  by  Ben  N.  Saltzman,  M.D.,  April  11, 
8:00  a.m.  to  5.75  p.m.,  UAMSC,  Education  II 
Building,  Room  G-141B.  Registration  fee:  $40. 
Seven  hours  Category  I credit. 

MENOPAUSE  AND  ITS  MANAGEMENT 

Presented  by  \V.  P.  Dmowski,  M.D.,  Ph.D., 
April  11 , 7:30  a.m.  to  3:30  p.m.,  Hilton  Inn,  Little 
Rock.  Eight  hours  Category  I credit.  Registra- 
tion fee:  $75.  Sponsored  by  UAMS. 

MANAGEMENT  OF  THE 
PSYCHO-GERIATRIC  PATIENT 

Presented  by  Drs.  Gabe  Malletta,  Don  Gold, 
and  Emilo  Ekhart,  April  25,  8:00  a.m.  to  12:30 
p.m..  Baptist  Medical  Center  Library.  Eour  hours 
Category  I credit. 

ARKANSAS  DERMATOLOGIC  SOCIETY 

Presented  by  G.  Thomas  Jansen,  M.D.,  April 
25  and  26,  9:00  a.m.  to  12:00  noon,  UAMSC  Edu- 
cation II  Building.  Six  hours  Category  I credit. 
Registration  fee:  $40.  Sponsored  by  UAMS. 

NEURO-OPHTHALMOLOGY  CONFERENCE 

Presented  by  John  Shock,  M.D.,  April  27 , 7:30 
a.m.  to  5:00  p.m.,  UAMSC  Education  II  Building, 
Room  8121.  Registration  fee  and  hours  of  credit 
not  determined  at  this  time.  Sponsored  by  LIAMS. 

NEURO-OPHTHALMOLOGY  CONFERENCE 

Presented  by  Patrick  O’Connor,  M.D.,  April 


28, 9:00  a.yn.  to  12:00  noon,  followed  by  luncheon, 
Camelot  Inn,  Little  Rock.  This  meeting  is  in 
conjunction  with  the  annual  meeting  of  the  Ar- 
kansas Medical  Society.  Three  hours  Category  I 
credit.  Registration  fee:  .$25  (covers  attendance 
and  luncheon).  Sponsored  by  the  Arkansas  Acad- 
emy of  Ophthalmology.  Intpnries  shoidd  be  di- 
rected to  James  Landers,  M.D.,  500  South  Univer- 
sity, Little  Rock  72205. 

PULMONARY  PATHOLOGY 

Presented  Iw  Glen  E.  Baker,  M.D.,  May  2,  8:30 
a.m.  to  12:00  noon;  Alay  3,  9:00  a.m.  to  12:00 
noon,  Red  Apple  Inn,  Heber  Springs.  Eive  and 
one-half  hours  Category  I credit.  Registration  fee 
undeteiTnined  at  this  time.  Sponsored  by  LJ.\M.S. 

THE  GENERAL  PRACTICE  OF 
ANESTHESIOLOGY 

Presented  by  Richard  Clark,  M.D.,  Arkansas 
.Society  of  Anesthesiologists,  May  8,  5:00  p.m.  to 
7:00  p.m.;  May  9,  8:00  a.?n.  to  12:15  p.m.;  Alay  10, 
8:30  a.m.  to  12:00  nooyi.  Red  Apple  Inn,  Heber 
Springs.  Eive  and  one-half  hours  Category  I 
credit.  No  fee  for  A.SA  members;  $20  for  CRNA’s; 
$40  for  others.  Sponsored  by  LT.A.MS. 

PEDIATRIC  UPDATE 

Presented  by  Robert  Eiser,  M.D.,  Alay  20, 11 :30 
a.yn.  to  1:00  p.m.;  Alay  21,  8:00  a.yn.  to  12:30  p.yn.; 
Alay  22,  7:30  a.yn.  to  1:00  p.yyi.;  Indian  Rock  Re- 
sort, Fairfield  Bay.  Eleven  hours  Category  I 
credit.  Fee:  $150.  Sponsored  by  UAMS. 


RECURRING  EDUCATION  PROGRAMS 

I’nlcss  olhcnvise  iiulicatcd.  |.)rogranis  are  for  one  to  nvo  lioiirs  Category  I credit. 

EL  DORADO  — AHEC 

Paltiology  Conference,  second  Tuesday,  12:30  ]5.m.  to  1:30  p.ni.,  AHF.C. 

Chest  Conference,  alternate  Wednesdays,  12:30  p.m.  to  1:30  p.m.,  Warner  Brown  Hospital. 

FAYETEVILLE  — AHEC-NW 

Aledicine  Teaching  Conference,  each  .Saturday,  7:30  a.m.,  W'ashington  Regional  .Medical  Center. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  .\pril  2.  10,  and  May  7,  21,  1:00  p.m..  Conference  Room. 

Pathology  Conference,  .\pril  21  and  May  19,  3:00  p.m..  Conference  Room. 

Mortality  Conference,  .\pril  9 and  May  II,  3:00  p.m..  Conference  Room. 

FORT  SMITH  — AHEC 

Tumor  Conference,  every  I iicsday,  12:00  noon.  Fourth  Floor  Confeiencc  Room,  Sparks  Regional  Medical  Center. 

As  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  creefit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
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JONESBORO  — AHEC-NE 

Intereslmg  Cases,  second  and  fourth  Tuesday,  12:00  noon.  Dietary  Conference  Room,  St.  Bernard’s  Regional  Medical’ 
Center. 

Tumor  Conference,  third  I iiesday,  12:00  noon,  Dietary  Conference  Room,  St.  Bernard’s  Regional  Medical  Center. 
Medical  Lecture  Series,  each  Friday,  12:00  noon,  Dietary  Conference  Room,  St.  Bernard’s  Regional  Medical  Center. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Central  Arkansas  Primary  Care  Conference,  second  Tuesday,  7:00  p.m.  to  9:00  p.m..  Auditorium.  Ttvo  hours  Category 
1 credit. 

Cardiopulmonary  Resuscitation  Course,  second  ^\’ednesday,  6:00  p.m.  to  midnight.  Human  Resource  Development  Area. 
Six  hours  Category  I credit. 

Emergency  Medicine  Conference,  .\pril  12,  29,  and  May  13  and  27,  12:30  p.m.  to  1:30  p.m..  Conference  Room  #1. 
Morbidity  and  Mortality  Conference,  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Surgery  Conference,  each  Thursday  except  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Anesthesiology  Conference,  tliird  T hursday,  7:00  a.m.  to  8:00  a.m..  Dining  Room  #3. 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospital  GI  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  E155,  Education  'W’ing. 

Pediatric  Conference,  first  and  third  Monday,  12:30  p.m.  to  1:30  p.m..  Room  E159,  Education  ^Ving. 

Interhospital  Urology  Grand  Rounds,  first  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  E159,  Education  Wing. 

Peripheral  Vascular  Disease  Conference,  third  Tuesday,  6:00  p.m.  to  7:00  p.m.,  Room  E159,  Education  TVing. 
Neuropathology  Conference,  third  Tuesday,  5:00  p.m.  to  6:00  p.m..  Room  SI  169,  Laboratory. 

Pulmonary  Conference,  first  and  third  Thursday,  12:00  noon  to  1:00  p.m..  Room  E159,  Education  ^Ving. 

Cardiology  Conference,  second  and  fourth  Thursday,  12:00  noon  to  1:00  p.m..  Room  E155,  F'.ducation  Wing. 

Cleft  Palate  Conference,  April  15th,  12:30  p.m.  to  1:30  p.m..  Room  E159,  Education  ^Ving. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Internal  Medicine  Grand  Rounds,  each  Tuesday,  8:00  a.m.  to  9:00  a.m..  Education  I Auditorium. 

Anesthesiology  Complications  Conference,  each  Tuesday,  7:00  a.m.  to  8:00  a.m..  Room  2E04,  UAMS  Hospital. 
Neuroradiology  Course,  each  Wednesday,  4:00  p.m.  to  5:00  p.m..  Radiology  Conference  Room. 

Radiology  Continuing  Education  Lecture  Series,  two  TVednesdays  each  month,  6:00  p.m.  to  7:30  p.m..  Radiology  Con- 
ference Room. 

Residents  Ariesthesia  Seminars,  eacli  Wednesday  and  Thursday,  3:30  p.m.  to  4:30  p.m..  Room  2E04,  UAMS  Hospital.- 
Ophthalmology  Problem  Case  Conference,  each  Thursday,  4:00  p.m.  to  6:00  p.m.,  UAMS  Eye  Clinic. 

Categorical  Course  in  Radiology,  each  weekday  except  Wednesday,  4:15  p.m.  to  5:00  p.m.;  Wednesday,  5:00  p.m.  to  5:45- 
p.m..  Radiology  Conference  Room. 


PERSONAL  AND  NEWS  ITEMS 


Dr.  Fred  J.  George  of  Jonesboro  has  moved  his 
office  to  1916  East  Matthews.  Dr.  George  spe- 
cializes in  Ophthalmology. 

MEDAL 

Dr.  Thomas  Jefferson  of  Ozark  has  received 
the  Army  Commendation  Medal.  Dr.  Jefferson 
was  given  the  medal  for  distinguished  service 
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during  his  assignment  with  the  97th  General 
Hospital  in  Frankfurt,  Germany. 

EOCH  STAFF  MEMBER 

Dr.  W.  R.  Oglesby,  formerly  of  North  Little 
Rock,  has  joined  the  staff  of  the  Eastern  Ozarks 
Community  Hospital  in  Cherokee  Village. 

MALVERN  PHYSICIAN 

Dr.  Martin  Key,  a general  surgeon,  has  begun 
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Personal  and  News  Iiems 


practice  in  AFalvcrn.  Dr.  Key  is  ioi'inerly  oi 
Lincoln,  Nebraska. 

ASSOCIATION  ANNOUNCED 

Drs.  James  H.  Arkins  and  Robert  E.  Holder 
have  announced  that  Dr.  Hunter  M.  Steadman, 
Jr.,  has  joitied  the  Bentons  ille  Medical  .Associates, 
P.A. 

1981  HOSPITAL  OFFICERS 

The  Washington  Regional  Medical  Center 
staff  has  elected  Dr.  Wblliam  HaiTison  of  Fayette- 
ville as  meilical  chief  of  staff.  Chief  of  staff-elect 
is  Dr.  Harrison  Butler.  Chairman  of  the  Medi- 
cine De])artment  is  Dr.  William  Martin  and  chair- 
man of  the  Surgery  Department  is  Dr.  J.  AVarren 
Murry. 

PEDIATRICIAN  MOVES 

Dr.  James  D.  Sykes,  formerly  of  El  Dorado,  has 
joined  Drs.  Han^  Af.  Harmon  and  L.  Barry  Allen 
at  the  Rogers  Pediatric  Clinic. 

CANADIAN  DOCTOR 

Dr.  Don  Sible  has  moved  to  Forrest  City  from 
Edmonton,  Alberta,  Canada.  Dr.  Sible  is  a Gen- 
eral Practitioner. 

PAPER  PRESENTED 

Drs.  Paul  I.  Wills,  F.A.C.S.,  and  Rowland 
Vernon  of  Fort  Smith  presented  a paper  entitled 
“Complications  of  Space  Infections  of  the  Head 
and  Neck”  at  the  Southern  Section  of  the  Trio- 
logical  Society  in  Fort  Worth.  The  paper  was  ac- 
cepted for  publication  in  The  Laryngoscope. 

BALD  KNOB  GAINS  PHYSICIAN 

Dr.  Alike  Bridges  of  Bald  Knob  has  been  joined 
in  his  General  Practice  by  Dr.  William  Allen. 
Dr.  Allen  previously  practiced  in  Fort  Smith  and 
Little  Rock. 

DR.  HOUSE 

Dr.  Roger  House  has  begun  practicing  in  Mc- 
Gehee  as  a Family  Physician. 

DERMOTT  PHYSICIAN 

Dr.  Chu  ly  Tan  has  opened  an  office  for  the 
practice  of  medicine  in  the  Dermott  Health 
Building. 


STAFF  OFFICERS 

The  staff  at  St.  Joseph’s  Alercy  Aledical  Center 
in  Hot  Springs  has  elected  officers  for  1981.  Dr. 
Robert  L.  Hill  was  elected  president  of  the  med- 
ical and  dental  staff;  Dr.  I.  David  Rogers,  presi- 
dent-elect; Dr.  M.  R.  Springer,  secretary-treasurer; 
Dr.  Thomas  H.  Hollis,  chairman  of  the  Depart- 
ment of  Medicine;  and  Dr.  John  H.  Brunner, 
chairman  of  the  Department  of  Surgery. 

OUACHITA  MEMORIAL  HOSPITAL  STAFF 

New  staff  officers  for  the  Ouachita  Alemorial 
flospital  in  Hot  Springs  are  as  follows:  chief  of 
staff.  Dr.  L.  R.  AlcFarland;  vice  chief  of  staff. 
Dr.  Jim  Burton;  secretary.  Dr.  James  Griffin; 
Pediatric  Department  chairman.  Dr.  Alargaret 
Harrison;  Aledicine  Department  chairman.  Dr. 
David  Rogers;  Surgery  Department  chairman. 
Dr.  Ron  Kaler;  and  Obstetrical-Gynecological  De- 
partment chairman.  Dr.  Deno  Pappas;  all  of  Hot 
Springs. 

Dr.  AlcFarland  will  also  serve  as  chairman  of 
the  medical  staff  executive  committee.  Dr.  Ron- 
ald Bracken  is  chairman  of  the  utilization  review 
committee;  Dr.  Doane  Newton  is  chairman  of 
the  infection  control  committee;  and  Dr.  John 
Trieschmann  is  chairman  of  emergency  service. 
The  physicians  are  all  from  Hot  Springs. 

1981  ELECTIONS 

Dr.  Lawrence  Price  of  Fort  Smith  has  been 
elected  as  chief  of  staff  at  Sparks  Regional  Aled- 
ical Center.  Dr.  Harold  Alings  of  Fort  Smith  is 
the  out-going  chief  of  staff.  Others  serving  will 
be  Dr.  Joe  Dorzab  as  secretary  and  Dr.  Gary 
Felker  as  vice  chief  of  staff,  l)oth  from  Fort  Smith. 

PHYSICIAN  SPEAKS 

Dr.  Deane  Baldwin  of  Little  Rock  spoke  at  a 
recent  meeting  of  the  Central  Arkansas  Council 
for  Children  with  Learning  Disabilities.  Dr. 
Baldwin’s  subject  was  children  who  are  hyper- 
active and  have  attention  difficulty. 

CHIEF  OF  STAFF 

Dr.  Danny  Holt  of  Pocahontas  has  been  elected 
chief  of  staff  at  Randolph  County  Medical  Cen- 
ter; Dr.  Thomas  B.  DeClerk  is  outgoing  chief  of 
staff.  Dr.  Andrew  Jansen  has  been  elected  as 
chief  of  staff-elect  and  secretary-treasurer. 
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DR.  DOAN  V.  BUI 

Dr.  Bui,  a native  of  Viet  Nam,  has  been  ac- 
cepted as  a member  of  the  Cross  County  Medical 
Society. 

After  receiving  his  pre-med  education  at  the 
University  of  Hanoi,  Dr.  Bui  was  granted  his 
medical  degree  by  the  Saigon  School  of  Medicine 
in  1961. 

Before  coming  to  the  United  States,  Dr.  Bui 
practiced  fourteen  years  in  Viet  Nam.  He  served 
a flexible  internship  at  the  University  of  Arkan- 
sas College  of  Medicine  in  1976-1977. 

Dr.  Bui  practiced  for  two  and  one-half  years 
in  Gillett.  His  office  for  General  Practice  is  now 
at  the  Parkin  Clinic  in  Parkin. 


DR.  ROBERT  L.  ROSS 

A new  member  of  the  Jefferson  County  Med- 
ical Society,  Dr.  Rol)ert  Ro,ss,  is  a native  of 
Helena. 

Dr.  Ross  was  graduated  from  the  University  of 
I'ennessee  in  1972  and  tire  University  of  Arkansas 
College  of  Medicine  in  1976.  His  flexible  intern- 
ship was  in  Little  Rock.  From  1977  to  1980,  Dr. 
Ross  served  in  the  residency  program  at  the  Lou- 
isiana State  University  Affiliated  Hospitals  in 
Shreveport. 

Dr.  Ross'  specialty  is  Obstetrics  and  Gynecol- 
og)'.  His  office  is  located  at  1702  West  42nd  in 
Pine  Bluff. 


DR.  KEITH  HUGHES 

The  Miller  County  Medical  Society  has  ac- 
cepted Dr.  Keith  Hughes  as  a member.  He  was 
born  in  San  Diego,  California. 

After  being  graduated  from  the  University  of 
Texas  in  1967,  Dr.  Hughes  attended  the  Univer- 
sity of  Texas  Southwestern  Medical  School  in 
Dallas.  His  internship  was  at  the  Baylor  Univer- 
sity Medical  Center  in  Dallas.  At  the  same  insti- 
tution, he  served  a residency  in  Medicine. 

From  1975  to  1977,  Dr.  Hughes  was  in  the 
United  States  Army. 


Board  certified  in  Internal  Medicine,  Dr. 
Hughes  specializes  in  Internal  Medicine  and 
Gastroenterology.  His  office  is  in  the  Southern 
Clinic  at  300  East  Sixth  in  Texarkana. 

DR.  RICHARD  N.  BROWN 

Dr.  Richard  Brown  is  a new  member  of  the 
Sebastian  County  Medical  Society.  He  was  born 
in  Shrevejwrt,  Louisiana. 

In  1972,  Dr.  Brown  was  granted  a B.S.  degree 
by  the  East  Texas  State  University  and  was  grad- 
uated by  the  LIniversity  of  Texas  Southwestern 
Medical  School,  Dallas,  in  1976.  His  internship 
was  in  Pediatrics  at  the  University  of  Texas 
Health  Science  Center,  Bexar  County  Hospital 
System.  Dr.  Brown  served  a residency  in  Diag- 
nostic Radiology  at  University  of  Texas  South- 
western Medical  School  — Parkland  Memorial 
Hospital  in  Dallas. 

A board  certified  Radiologist,  Dr.  Brown  is 
associated  with  Radiologists,  P.A.,  at  318  North 

Greenwood  in  Fort  Smith. 

# * * # 

The  Washington  County  Medical  Society  has 
installed  two  new  members: 

DR.  CARL  ROBERT  (C.  R.)  MAGNESS 

Dr.  C.  R.  Magness  is  a native  of  El  Paso,  Texas. 

Dr.  Magness  attended  the  University  of  Arkan- 
sas at  Fayetteville  for  pre-med  education.  In  1975, 
he  was  graduated  by  the  University  of  Arkansas 
College  of  Medicine. 

Dr.  Magness  trained  in  General  Surgery  from 
1975  to  1979  at  the  LIniversity  Medical  Center. 

Now  practicing  General  Surgery,  Dr.  Magness 
has  his  office  at  160-A  Poplar  Street  in  Fayetteville. 

DR.  LARRY  D.  TUTTLE 

A native  of  Oklahoma  City,  Dr.  Tuttle  was 
graduated  by  the  University  of  Oklahoma  in  1973. 
He  received  his  medical  degree  from  the  Univer- 
sity of  Oklahoma  School  of  Medicine  in  Okla- 
homa City. 

Dr.  Tuttle  served  his  internship  and  residency 
with  the  University  of  Arkansas  — Area  Health 
Education  Center  — Northwest  in  Fayetteville. 

Dr.  Tuttle’s  office  for  Family  Practice  is  at  22 

East  Spring  in  Eayetteville. 

* # * # 

Interns  and  Residents 

DR.  ROBERT  J.  ADAAAS 

Dr.  Robert  Adams  has  been  accepted  as  a 
courtesy  member  by  the  Pulaski  County  Medical 
Society.  He  is  an  intern  in  the  Neurosurgery  De- 
partment at  the  LIniversity  of  Arkansas  College 
of  Medicine. 
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DR.  H.  B.  OLDHAM 

Dr.  H.  B.  Oldham  of  West  Helena  died  Jan- 
uary 2(),  1981.  He  was  born  February  27,  1920. 

A 1939  graduate  of  Arkansas  State  College,  Dr. 
Oldham  was  graduated  by  the  llniversity  of  Ar- 
kansas College  of  Medicine  in  1944.  Before  be- 
ginning practice  in  West  Helena  in  1949,  he  had 
practiced  in  Man-ell.  Dr.  Oldham’s  specialty  was 
General  Medicine. 

Dr.  Oldham  was  a veteran  of  World  War  II. 

Dr.  Oldham  is  survived  by  his  wife,  Mrs.  Agnes 
Oldham,  two  sons  and  a daughter. 

DR.  JOHN  H.  WILSON 

Dr.  John  H.  Wilson  died  January  19,  1981;  he 
tvas  born  March  15,  1909,  in  Columbia  County. 

In  1930,  Dr.  Wilson  was  graduated  from  Mag- 
nolia A & M College  and  in  1934  by  the  Univer- 
sity of  .Arkansas  College  of  Medicine.  His  intern- 
ship was  at  the  Missouri  Pacific  Hospital  in  I.ittle 
Rock. 

Dr.  Wilson  did  post-graduate  study  in  surgery 
at  Harvard  Medical  School  in  Boston,  the  Cook 


County  Flospital  of  the  University  of  Chicago, 
and  Southwestern  Medical  Foundation  in  Dallas. 

.\fter  two  years  of  active  service  in  the  United 
States  Army  Medical  Corps,  Dr.  Wilson  was  ap- 
pointed chief  surgeon  and  medical  director  of  the 
Dyress  Colony  Medical  Program  and  Hospital. 
In  1939,  Dr.  Wilson  returned  to  Magnolia  where 
he  practiced  General  Medicine  and  General  Sur- 
gery until  his  retirement  in  1976. 

Dr.  Wilson  served  as  chairman  of  the  Council 
of  the  Arkansas  Medical  Society  from  1948  to 
1951.  He  was  also  a past  president  of  the  Co- 
lumbia County  Medical  Society. 

Dr.  Wilson  was  an  honorary  Assistant  Professor 
of  Surgery  at  the  University  of  Arkansas  Medical 
Center.  He  was  a founder  and  life  member  of 
the  American  Academy  of  Ftrmily  Physicians.  He 
held  the  title  of  Senior  Fellow  in  the  Southwestern 
Surgical  Congress.  Dr.  Wilson  had  served  as 
president  of  radio  station  KVMA  in  Magnolia 
and  as  a member  of  the  First  National  Bank  of 
Magnolia  board  of  directors.  He  was  a 32nd  de- 
gree Mason  and  Shriner,  a founding  member  of 
the  Progress  club  (forerunner  of  the  Magnolia 
Chamber  of  Commerce),  and  member  and  former 
chairman  of  the  Southern  Arkansas  University 
Board  of  Trustees.  Wilson  Hall  at  the  University 
was  named  in  his  honor.  He  was  listed  in  Who’s 
Who  in  America  (Education  and  Medicine). 

Dr.  Wilson  is  survived  by  one  daughter. 
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CONVENTION  SECTION 


Program  For  Annual  Meeting 

April  26-29,  1981 
Camelot  Inn 
Convention  Center 
Little  Rock 


Arkansas  Medical  Society 


CONVENTION  OFFICIALS 


CHAIRMAN : Frank  E.  Morgan,  M.D.,  North  Little  Rock 

PROGRAM  COMMITTEE: 

Thomas  A.  Bruce,  M.D.,  Little  Rock 
Neil  H.  Sims,  M.D.,  Little  Rock 
John  H.  Delamore,  M.D.,  Fordyce 
Richard  O.  Martin,  M.D.,  Paragould 
Ken  Lilly,  M.D.,  Fort  Smith 
J.  Larry  Lawson,  M.D.,  Paragould 
R.  W.  Ross,  M.D.,  Fort  Smith 
John  M.  Hestir,  M.D.,  DeWitt 
C.  Lynn  Harris,  M.D.,  Hope 
Paul  A.  Wallick,  M.D.,  Monticello 

DISTRICT  HOSTS:  FOURTH  COUNCILOR  DISTRICT 
John  P.  Burge,  M.D.,  Lake  Village 
Raymond  Irwin,  M.D.,  Pine  Bluff 

SCIENTIFIC  EXHIBITS  CHAIRMAN:  J.  Larry  Lawson,  M.D.,  Paragould 

MEMORIAL  SERVICE:  Frank  E.  Morgan,  M.D.,  North  Little  Rock 


CONTINUING  MEDICAL  EDUCATION  CREDIT 


As  an  organization  accredited  for  continuing  medical  education,  the  Arkansas 
Medical  Society  Committee  on  Scientific  Programs  certifies  that  this  continuing 
medical  education  activity  meets  the  criteria  for  hour-for-hour  credit  in  Category  I 
of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 


^enerai  information 


REGISTRATION 

The  registration  desk  will  be  located  and  open  for  registration  as  follows: 

Sunday,  April  26  Mezzanine  of  the  Camelot  Inn  8:00  a.m.  to  5:00  p.m. 

Monday,  April  27  Galerie  II,  Convention  Center  8:00  a.m.  to  5:00  p.m. 

Tuesday,  April  28  Galerie  II,  Convention  Center  8:00  a.m.  to  5:00  p.m. 

Wednesday,  April  29  Mezzanine  of  the  Camelot  Inn  8:00  a.m.  to  11:00  a.m. 

Registration  cards  and  badges  will  be  prepared  in  advance  for  the  officers  of 
the  Arkansas  Medical  Society  and  for  the  county  society  delegates.  Delegates  are 
requested  to  present  credentials  in  proper  form  when  registering. 

All  members  and  visitors  are  requested  to  register,  as  admission  to  all  sessions 
will  be  by  badge  only.  Bring  your  1981  membership  card  to  facilitate  registration. 

There  will  be  a $5.00  registration  fee  for  non-member  physicians. 

Tickets  will  be  sold  for  the  western  party  on  Monday  evening.  Tickets  will 
be  available  at  the  Society  registration  desk. 


TELEPHONE  SERVICE 

As  a convenience  to  physicians  in  attendance  at  the  meeting,  arrangements 
have  been  made  for  telephone  service  at  the  Society  convention  registration  desk. 
It  is  suggested  that  you  give  the  following  information  to  your  office  personnel  so 
that  you  may  be  contacted  in  case  of  emergency. 

On  Sunday  and  Wednesday,  the  Society  staff  may  be  reached  through  the 
Camelot  Inn  switchboard,  372-4371.  Calls  should  be  directed  to  the  Medical 
Society  convention  registration  desk. 

Monday  and  Tuesday  the  number  for  the  Society  staff  will  be  372-5580. 


Wlemonat  St 


ervice 


A joint  Society-Auxiliary  Memorial  Service  will  be  held  on  Sunday,  April  26, 
at  1:00  p.m.  in  the  Camelot  Inn.  President  Kemal  Kutait  will  preside. 


Memorial  Service  Program 

Invocation “The  Lord’s  Prayer” 

Soloist 

Scripture Matthew  V:  14-16 

Solo “The  Holy  City” 

Soloist 

Scripture Psalm  I 


Reading  of  names  of  Deceased  Members  of  the  Arkansas  Medical 
Society 

Dr.  Kemal  Kutait,  President 
Assisted  by  Mrs.  Kutait  and  Dr.  Warren  Boop 

Scripture Proverbs  XXXI 

Reading  of  names  of  Deceased  Members  of  the  Arkansas  Medical 
Society  Auxiliary 

Mrs.  Warren  Boop,  President 
Assisted  by  Dr.  Boop  and  Mrs.  Kutait 


Scripture Ephesians  V:8b 

Benediction “Eternal  Life” 


Duet 
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IN  MEMORIAM 
SOCIETY  MEMBERS 


Dr.  Olen  W.  Bridges,  Searcy 
Dr.  H.  David  Bryan,  Benton 
Dr.  James  W.  Butts,  Helena 
Dr.  E.  J.  Chaffin,  Hughes 
Dr.  C.  Frank  Dodson,  Jr.,  Little  Rock 
Dr.  James  W.  Freeland,  Star  City 
Dr.  Davis  W.  Goldstein,  Fort  Smith 
Dr.  Surinder  N.  Gupta,  Hot  Springs 
Dr.  William  B.  Hodges,  North  Little 
Rock 


Dr.  Mac  McLendon,  Marianna 
Dr.  H.  B.  Oldham,  West  Helena 
Dr.  Virgil  L.  Payne,  Pine  Bluff 
Dr.  Lon  E.  Reed,  Hot  Springs 
Dr.  Allen  R.  Russell,  Pine  Bluff 
Dr.  Roy  E.  Schirmer,  Fort  Smith 
Dr.  W.  D.  Smith,  Texarkana 
Dr.  Bill  Dave  Stewart,  Little  Rock 
Dr.  Joseph  B.  Wharton,  Jr.,  El  Dorado 
Dr.  John  H.  Wilson,  Magnolia 


AUXILIARY  MEMBERS 


Mrs.  Jacob  P.  Ellis,  El  Dorado 
Mr.  William  C.  Fields,  Sr.,  Marianna 
Mrs.  John  A.  Hall,  Clinton 
Mrs.  George  Harrod,  Little  Rock 
Mrs.  Jacob  B.  Hesterly,  Prescott 


Mrs.  Paul  H.  Jeffery,  Batesville 
Mrs.  R.  B.  Robins,  Camden  and 
Little  Rock 

Mrs.  H.  W.  Thomas,  Dermott 
Mrs.  Joe  Verser,  Harrisburg 
Mrs.  Floyd  Webb,  Blytheville 


PRAYER  BREAKFAST 

The  Committee  on  Medicine  and  Religion  will  hold  a Prayer  Breakfast  at 
7:15  a.m.  on  Tuesday,  April  28,  in  the  Camelot  Inn. 

Joe  Norton,  M.D.,  Little  Rock,  will  be  the  breakfast  speaker.  Group  singing 
will  be  led  by  G.  R.  Ellis,  M.D.,  of  Malvern. 

All  members  of  the  Society  and  the  Auxiliary  are  encouraged  to  attend  the 
Prayer  Breakfast.  Tickets  will  be  available  at  the  Society’s  convention  registration 
desk. 

Fred  Henker,  M.D.,  Little  Rock,  is  chairman  of  the  Medicine  and  Religion 
Committee. 


FIFTY  YEAR  CLUB  LUNCHEON 

The  Society  will  host  a luncheon  for  members  of  the  Fifty  Year  Club  at  12:00 
noon  on  Monday,  April  27,  in  the  Camelot  Inn.  Members  of  the  Fifty  Year  Club 
may  make  reservations  for  the  luncheon  at  the  Society’s  convention  registration 
desk. 

Edwina  Walls,  Librarian-Archivist,  History  of  Medicine,  University  of  Ar- 
kansas for  Medical  Sciences,  will  speak  on  “Arkansas  Medical  History”  with 
special  emphasis  on  the  Robert  Watson  History  of  Medicine  Room  at  the  Medical 
Center.  Members  of  the  Fifty  Year  Club  are  encouraged  to  bring  to  the  meeting 
books  published  prior  to  1900  of  primary  Arkansas  source  materials  for  donation 
to  the  History  of  Medicine  Room  at  the  Medical  Center  Library. 
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PAST  PRESIDENTS'  BREAKFAST 


A breakfast  for  past  presidents  of  the  Arkansas  Medical  Society  will  be  hosted 
by  the  Society  on  Wednesday  morning,  April  29.  The  breakfast  will  begin  at 
7:30  a.m.  and  will  be  held  in  the  Camelot, 


SUNDAY  EVENING  PARTY 


Arkansas  Blue  Cross -Blue  Shield  will  host  a cocktail  party  for  members  of 
the  Society  and  their  spouses  on  Sunday  evening,  April  26.  The  party  will  begin 
at  6:30  p.m.  and  will  be  held  in  the  Camelot  Inn. 


MONDAY  EVENING  SOCIAL  EVENT 


A western-style  party  will  be  held  in  the  Camelot  Inn  on  Monday  evening, 
April  27.  This  will  be  an  informal  affair  with  a buffet  meal,  entertainment  by 
the  Jefferson  County  Medical  Auxiliary,  and  a band  for  dancing.  Advance 
reservations  and  ticket  sales  will  be  handled  by  mail. 


TUESDAY  EVENING  FUNCTIONS 


The  inaugural  ceremony  on  Tuesday  evening  of  the  Annual  Session  will  not 
follow  the  format  of  previous  years. 

The  inauguration  of  the  president  will  be  a staged  event  with  the  audience 
seated  theatre-style.  The  inauguration  will  begin  at  6:00  p.m.  in  the  Camelot  Inn. 
Purcell  Smith,  Jr.,  of  Little  Rock,  will  be  installed  as  the  106th  president  of  the 
Society. 

Following  the  inaugural  ceremony,  the  Council  will  host  a reception  for  all 
members  of  the  Society  and  Auxiliary.  The  reception  will  also  be  in  the  Camelot. 

There  will  not  be  an  inaugural  banquet  this  year.  Tickets  will  not  be  required 
for  the  Council-hosted  reception. 

All  members  of  the  Society  and  Auxiliary  are  encouraged  to  attend  both  the 
inauguration  ceremony  and  the  Council  reception.  The  reception  provides  an 
opportunity  for  members  to  become  better  acquainted  with  the  officers  of  the 
Society. 


Volume  77,  Number  10  — March,  1981 


439 


Arkansas  Medical  Society  Meeting,  April  26-29,  1981 


K 


u6ine66 


S. 


eSdionS 


MEETINGS  OF  THE  COUNCIL 


The  Council  of  the  Arkansas  Medical 

Sunday,  April  26 
Monday,  April  27 
Tuesday,  April  28 
Wednesday,  April  29 
Wednesday,  April  29 


Society  will  meet  as  follows; 

10:00  a.m. 

7:30  a.m. 

7:30  a.m. 

8:30  a.m. 

Immediately  following  adjournment 
of  the  House  of  Delegates  (brief  re- 
organizational  meeting  and  group 
photograph  of  new  officers) 


The  voting  members  of  the  Council  are:  the  councilors,  the  president,  the 
first  vice  president,  president-elect,  secretary,  treasurer  and  immediate  past  presi- 
dent. The  speaker,  vice  speaker,  and  other  past  presidents  are  members  ex-officio 
without  vote. 


HOUSE  OF  DELEGATES 

The  opening  session  of  the  House  of  Delegates  of  the  Arkansas  Medical  Society 
will  begin  at  1:30  p.m.  on  Sunday,  April  26,  in  the  Camelot  Inn.  Speaker  of  the 
House  of  Delegates,  Amail  Chudy,  M.D.,  will  preside. 

All  items  of  business  to  be  considered  by  the  House  must  either  be  printed  in 
the  March  issue  of  the  Journal  or  submitted  to  the  headquarters  office  in  writing 
twenty  days  prior  to  the  meeting.  Any  new  business  proposed  during  the  sessions 
of  the  House  must  have  a two-thirds  vote  of  attending  delegates  for  introduction. 

Items  of  business  will  be  referred  by  the  Speaker  of  the  House  of  Delegates  to 
one  of  three  reference  committees.  Open  hearings  on  those  items  of  business  will 
be  held  by  the  reference  committees  following  the  session  of  the  House.  All  mem- 
bers of  the  Society  are  welcome  to  attend  the  meetings  of  the  reference  committees 
and  to  express  views  on  the  various  reports,  resolutions,  etc. 

AGENDA 

FIRST  MEETING,  HOUSE  OF  DELEGATES 
1 :30  p.m.,  Sunday,  April  26 

1.  Call  to  Order 

2.  Roll  Call  of  Delegates 

3.  Report  of  Credentials  Committee 

4.  Introduction  of  Guests 

Mrs.  Charles  Prater,  President,  Southern  Medical  Association  Auxiliary 

Mrs.  Warren  Boop,  President,  Arkansas  Medical  Society  Auxiliary 

Mrs.  Raymond  E.  Peeples,  President-elect,  Arkansas  Medical  Society  Auxiliary 

5.  Address  by  AMA  Representative  Joseph  F.  Boyle,  M.D.,  Los  Angeles,  Vice 
Chairman,  Board  of  Trustees 

6.  Address  of  the  President,  Kemal  Kutait,  M.D.,  Fort  Smith,  President,  Arkansas 
Medical  Society 

7.  Adoption  of  minutes  of  the  104th  Annual  Session  as  published  in  the  June 
1980  issue  of  the  Journal  of  the  Arkansas  Medical  Society 

8.  Adoption  of  minutes  of  the  special  session  of  the  House  held  November  16, 
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1980,  as  published  in  the  January  1981  issue  of  the  Journal  of  the  Arkansas 
Medical  Society 

9.  Old  Business 

A.  S.  Koenig,  Jr.,  M.D.,  Chairman  of  the  Constitutional  Revisions  Com- 
mittee, will  present  the  following  proposed  amendment  to  the  Constitution 
for  final  consideration  by  the  House: 

ARTICLE  VI,  Section  2,  Composition  of  Council 
“The  Council  shall  consist  of  the  councilors,  the  president,  first  vice 
president,  president-elect,  secretary,  treasurer,  and  immediate  past 
president.  The  speaker  and  vice  speaker  of  the  House  of  Delegates 
and  the  past  presidents  shall  be  members  ex-officio  without  vote, 
except  that  the  immediate  past  president  shall  have  a vote.  There 
shall  be  two  councilors  from  each  district  (to  serve  staggered  terms 
of  two  years  each)  which  has  two  hundred  members  or  less.  In  districts 
where  there  are  more  than  two  hundred  members,  there  shall  be  an 
additional  councilor  for  each  additional  one  hundred  members.  The 
councilors  will  serve  staggered  terms  of  two  years  each.  All  councilors 
shall  have  equal  voting  privileges.  A majority  of  the  voting  members 
shall  constitute  a quorum. 

(Note:  Copy  to  be  deleted  in  parentheses;  new  copy  in  italics.) 

10.  New  Business 

A.  Report  from  Constitutional  Revisions  Committee 

A.  S.  Koenig,  Jr.,  M.D.,  Chairman  of  the  Constitutional  Revisions  Commit- 
tee, will  present  a report  from  his  committee  containing  proposed  revisions 
in  the  Constitution  and  Bylaws.  After  presentation  as  first  reading  to  the 
House,  the  proposed  amendments  will  be  referred  to  a reference  com- 
mittee for  consideration.  (See  Report  of  Constitutional  Revisions  Com- 
mittee which  appears  elsewhere  in  this  issue  of  the  Journal.) 

B.  Reports  from  other  Society  Committees 

11.  Announcements  of  Vacancies  on  State  Boards 

Arkansas  State  Medical  Board.  A vacancy  in  the  Third  Congressional  District 
will  be  created  with  the  expiration  of  the  term  of  Ross  Fowler,  M.D.,  of 
Harrison.  (See  Announcement  of  Board  vacancy  which  follows.) 

12.  Selection  of  Nominating  Committee  for  Society  Officers 

Members  of  the  House  meet  by  councilor  district  to  select  one  nominating 
committee  member  from  each  district. 

13.  Recess  until  Wednesday. 

REFERENCE  COMMIHEES 

Reference  Committees  are  appointed  by  the  Speaker  of  the  House  of  Delegates 
to  consider  the  various  reports  and  resolutions.  Reports  published  in  the  March 
issue  of  the  Journal,  as  well  as  any  reports  and  resolutions  presented  at  the  first 
meeting  of  the  House  on  April  26,  will  be  referred  by  the  Speaker  to  the  reference 
committees.  The  committees  hold  open  meetings  at  3:30  p.m.  on  the  various  items 
of  business.  Following  the  open  hearings,  the  reference  committees  will  hold 
executive  sessions  for  the  purpose  of  preparing  recommendations  and  reports  for 
the  House  of  Delegates.  Reports  of  the  Reference  Committees  will  be  acted  upon 
by  the  House  of  Delegates  at  the  Wednesday  session. 
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Members  of  the  Reference  Committees  are: 

Reference  Committee  No.  1: 

Richard  Martin,  M.D.,  Paragould,  Chairman 
Gordon  P.  Oates,  M.D.,  Little  Rock 
George  W,  Smith,  M.D.,  El  Dorado 
Frank  M.  Lawrence,  M.D.,  Russellville 
Norton  R.  Ritter,  M.D.,  Arkadelphia 
John  W.  Vinzant,  M.D.,  Fayetteville 

Liaison  Officer  from  the  Council:  Raymond  Irwin,  M.D.,  Pine  Bluff 
Observer:  Tommy  Koonce,  University  of  Arkansas  College  of  Medicine 

Reference  Committee  No.  2: 

Frank  Morgan,  M.D.,  North  Little  Rock,  Chairman 

J.  Larry  Lawson,  M.D.,  Paragould 

Horace  L.  Green,  M.D.,  Pine  Bluff 

John  Simpson,  M.D.,  Hot  Springs 

Warren  Douglas,  M.D.,  Little  Rock 

Ken  Lilly,  M.D.,  Fort  Smith 

Liaison  Officer  from  the  Council:  Morriss  Henry,  M.D.,  Fayetteville 
Observer:  Lee  Archer,  University  of  Arkansas  College  of  Medicine 

Reference  Committee  No.  3: 

Harold  Purdy,  M.D.,  Little  Rock,  Chairman 
Mahlon  Maris,  M.D.,  Harrison 
Robert  Nunnally,  M.D.,  Camden 
Ruth  Steinkamp,  M.D.,  Little  Rock 
Nathan  F.  Austin,  M.D.,  Russellville 
A.  S.  Koenig,  III,  M.D.,  Fort  Smith 

Liaison  Officer  from  the  Council:  Charles  F.  Wilkins,  Jr.,  M.D.,  Russellville 
Observer:  Rick  Medlock,  University  of  Arkansas  College  of  Medicine 

STATE  BOARD  VACANCY 
Arkansas  State  Medical  Board 

A vacancy  occurs  in  the  Third  Congressional  District  position  on  the  Arkansas 
State  Medical  Board.  Members  from  the  counties  in  the  district  are  urged  to  meet 
immediately  following  adjournment  of  the  House  of  Delegates  meeting  on  Sunday 
to  vote  for  nominees.  Nominations  should  be  reported  to  the  convention  registra- 
tion desk  (only  one  nomination  is  required). 

Ross  Fowler,  M.D.,  Harrison,  is  currently  serving  a term  which  will  expire 
December  31,  1981.  He  is  eligible  for  reappointment. 

Counties  in  the  Third  Congressional  District  are:  Baxter,  Benton,  Boone, 
Carroll,  Crawford,  Franklin,  Johnson,  Logan,  Madison,  Marion,  Newton,  Scott, 
Searcy,  Sebastian,  Van  Buren  and  Washington. 
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AGENDA 

FINAL  MEETING,  HOUSE  OF  DELEGATES 
1 0:00  a.m.,  Wednesday,  April  29 

1.  Call  to  Order 

2.  Rejx)rt  of  the  Nominating  Committee 

3.  Elections 
Society  officers: 

President-elect 
First  Vice  President 
Second  Vice  President 
Third  Vice  President 
Secretary 
Treasurer 

Speaker  of  the  House  of  Delegates 

Vice  Speaker  of  the  House  of  Delegates 

Councilors  (one  from  each  of  the  ten  councilor  districts) 

1.  Merrill  J.  Osborne,  M.D.,  Blytheville 

2.  Paul  Gray,  M.D.,  Batesville 

3.  John  Hestir,  M.D.,  DeWitt 

4.  Raymond  Irwin,  M.D.,  Pine  Bluff 

5.  George  Warren,  M.D.,  Smackover 

6.  Donald  L.  Duncan,  M.D.,  Texarkana 

7.  R.  Jerry  Mann,  M.D.,  Arkadelphia 

8.  W.  Ray  Jouett,  M.D.,  Little  Rock 

9.  Morriss  M.  Henry,  M.D.,  Fayetteville 

10.  Charles  F.  Wilkins,  M.D.,  Russellville 

American  Medical  Association  Delegate  and  Alternate 
Delegate  to  the  American  Medical  Association 

Term  of  T.  E.  Townsend,  M.D.,  Pine  Bluff,  expires  December 
31,  1981 

Alternate  Delegate  to  the  American  Medical  Association 

Term  of  Richard  Pearson,  M.D.,  Rogers,  expires  December  31, 
1981 

4.  Reports  of  Reference  Committees: 

Committee  Number  1 : Richard  Martin,  M.D.,  Chairman 
Committee  Number  2:  Frank  Morgan,  M.D.,  Chairman 
Committee  Number  3:  Harold  Purdy,  M.D.,  Chairman 

5.  Supplemental  Report  of  the  Council:  John  P.  Burge,  M.D.,  Chairman 

6.  New  Business 

Vacancies  on  State  Boards 

Arkansas  State  Medical  Board  — Third  Congressional  District 

Term  of  Ross  Fowler,  M.D.,  Harrison,  expires  December  31, 1981 

7.  Adjournment 

ARKANSAS  FOUNDATION  FOR  MEDICAL  CARE 

The  annual  meeting  of  the  Arkansas  Foundation  for  Medical  Care  will  be  held 
at  9: 15  a.m.  on  Wednesday,  April  29,  in  the  Camelot  Inn.  The  meeting  is  open  to 
all  physicians  but  only  members  of  the  Foundation  may  vote  on  items  of  business. 
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Larry  Lawson,  M.D.,  Chairman  of  the  Scientific  Exhibits,  has  arranged  a 
number  of  interesting  scientific  exhibits.  Exhibits  will  be  located  in  an  area 
adjacent  to  the  scientific  lectures.  All  members  are  encouraged  to  visit  the  exhibits 
as  they  are  an  integral  part  of  the  scientific  program. 

The  following  exhibits  will  be  on  display: 


“A  Technique  of  Tonsillectomy  Using  Needlepoint  Cautery” 
Dr.  Robert  McGrew,  Little  Rock 


“Hepatobiliary  Imaging  in  the  Assessment  of  Biliary  Disease” 
Dr.  Charles  M.  Boyd,  Little  Rock 

"Ocular  Histoplasmosis” 

Drs.  Sloan  Wilson  and  James  Landers,  Little  Rock 


“Social  Security  Disability  Evaluation” 
Mr.  Tom  South,  Little  Rock 


“History  of  Medicine” 

Miss  Edwina  Walls,  Little  Rock 

“Rhinoplasty” 

Dr.  James  F.  Kyser,  Little  Rock 

“Gynecologic  Oncology” 

Dr.  Guy  J.  Photopulos,  Memphis,  Tennessee 

“Cardiac  Telemetry” 

Dr.  James  E.  Boger,  Little  Rock 

“Arthroscopic  Surgery  of  the  Knee” 

Dr.  D.  Bud  Dickson,  Little  Rock 

“Reconstructive  Surgery  of  the  Hip  and  Knee” 

Dr.  D.  Bud  Dickson,  Little  Rock 

“Psoriasis” 

Dr.  Alan  Men  ter,  Dallas,  Texas 
“Oncology” 

Dr.  Jacob  Amir,  Little  Rock 

“Otolaryngological  Problems” 

Dr.  James  Suen,  Little  Rock 

“Cosmetic  Surgery  in  an  Out-Patient  Center” 

Dr.  Ellery  C.  Gay,  Jr.,  Little  Rock 

“Electron  Microscopy  in  Tumor  Diagnoses” 

Drs.  Albert  Kalderon  and  William  Wetzel,  Little  Rock 


“Nutritional  Assessment  of  Surgical  Patients” 
Marjorie  Brewster,  Ph.D.,  Little  Rock 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Arkansas  Medical  Society  Meeting,  April  26-29,  1981 


Distinguished  Speakers 


Lloyd  A.  Wells,  Ph.D.,  M.D. 

Adult  Psychiatry 
Mayo  Clinic,  Rochester 


Kenneth  L.  Mattox,  M.D. 

Associate  Professor  of  Surgery 
Baylor  College  of  Medicine 
Houston 


O.  B.  Harrington,  M.D, 

Thoracic  and  Cardiovascular 
Surgery  Association 
Memphis 


Brian  F.  McCabe,  M.D. 

Professor  and  Head 
Department  of  Otolaryngology 
and  Maxillofacial  Surgery 
University  of  Iowa  College  of  Medicine 
Iowa  City 


Fred  O.  Henker,  III,  M.D. 
Professor  of  Psychiatry 
University  of  Arkansas  College  of  Medicine 
Little  Rock 


W.  Robert  TIinrIby,  M.D. 

Internal  Medicine 
Millard-Henry  Clinic 
Russellville 


David  L.  Barclay,  M.D. 

Gynecologic  Oecology 
Little  Rock 
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Distinguished  Speakers 


Roy  Witherington,  M.D. 
Professor  and  Chief 
Section  of  Urology 
Medical  College  of  Georgia 
Augusta 


Glen  F.  Baker,  M.D.,  ET  AL 

Department  of  Pathology 
University  of  Arkansas  College  of  Medicine 
Little  Rock 


James  A.  Duke,  M.D. 

Professor  of  Surgery 
University  of  Texas  Medical  School 
Houston 


Kenneth  N.  Walton,  M.D. 

Professor  and  Chairman 
Division  of  Urology 
Emory  University  School  of  Medicine 
Atlanta 


Michael  J.  Weber,  M.D. 

Assistant  Professor 
Department  of  Orthopaedics 
University  of  Arkansas  College  of  Medicine 
Little  Rock 


James  A.  Williams,  J.D. 

Legal  Counsel 

American  Physicians  Insurance 
Dallas 


Nathan  J.  Smith,  M.D. 

Professor,  Department  of 
Pediatrics  and  Sports  Medicine 
University  of  Washington 
Seattle 


446 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Arkansas  Mfdical  Society  Meeting,  April  26-29,  1981 


9:00  a.ni. 

9:30  a.m. 

10:00  a.m. 

10:30  a.m. 
10:50  a.m. 

11:20  a.m. 

1:30  p.m. 
2:00  p.m. 

2:30  p.m. 
3:00  p.m. 

4:00  p.m. 

9:00  a.m. 


Scientific 

GENERAL  SESSION 
Program  Theme: 

"Medical  Update  for  the  Practicing  Physician" 

Monday  Morning,  April  27 

Presiding:  Frank  E.  Morgan,  M.D.,  Second  Vice  President 
“Update  on  Penile  Lesions  of  General  Interest’’ 

Roy  Witherington,  M.D.,  Professor  and  Chief,  Section  of  Urology, 
Medical  College  of  Georgia,  Augusta 
“Father  of  Medicine,  P.  O.  Hooper” 

Fred  O.  Henker,  III,  M.D.,  Professor  of  Psychiatry,  University  of  Ar- 
kansas College  of  Medicine,  Little  Rock 
“CPC  of  Breast  Cancers” 

Drs.  Glen  F.  Baker,  et  al.  Department  of  Pathology,  University  of  Ar- 
kansas College  of  Medicine,  Little  Rock 
Intermission 

“What’s  New  and  Over  the  Horizon  in  Trauma  Management” 
Kenneth  L.  Mattox,  M.D.,  Associate  Professor  of  Surgery,  Baylor  Col- 
lege of  Medicine,  Houston 
“Coronary  Artery  Disease  in  the  Elderly” 

O.  B.  Harrington,  M.D.,  Memphis 

Monday  Afternoon,  April  27 

Presiding:  Richard  O.  Martin,  M.D.,  First  Vice  President 
“Lyme  Arthritis  — Case  Presentation  and  Review” 

W.  Robert  Thurlby,  M.D.,  Russellville 

“Forms  of  Sensorineural  Deafness  for  Which  We  Have  a Treatment 
Today” 

Brian  F.  McCabe,  M.D.,  Professor  and  Head,  Department  of  Otolaryn- 
gology and  Maxillofacial  Surgery,  University  of  Iowa  College  of 
Medicine,  Iowa  City 
Intermission 

“Management  of  Nutritional  Problems” 

James  A.  Duke,  M.D.,  Professor  of  Surgery,  University  of  Texas 
Medical  School,  Houston 

“The  Differential  Diagnosis  of  ‘Functional’  Complaints” 

Lloyd  A.  Wells,  Ph.D.,  M.D.,  Department  of  Adult  Psychiatry,  Mayo 
Clinic,  Rochester 

Tuesday  Morning,  April  28 

Presiding:  Harold  Purdy,  M.D.,  Third  Vice  President 
"Paranoia  Malpracticum  — Symptoms,  Cause,  and  Cure” 

Mr.  James  A.  Williams,  Legal  Counsel,  American  Physicians  Insur- 
ance, Dallas 
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9:30  a.m.  “Closed  Intramedullary  Nailing  of  Femoral  Fractures’’ 

Michael  J,  Weber,  M.D.,  Assistant  Professor,  Department  of  Ortho- 
paedics, University  of  Arkansas  College  of  Medicine,  Little  Rock 

10:00  a.m.  Intermission 

10:20  a.m.  “Update  on  Common  Gynecologic  Malignancies’’ 

David  L.  Barclay,  M.D.,  Little  Rock 

10:50  a.m.  “CAT  Scanning  in  Urology’’ 

Kenneth  N.  Walton,  M.D.,  Chairman,  Division  of  Urology,  Emory 
University  School  of  Medicine,  Atlanta 

11:20  a.m.  “Some  Medical  Concerns  in  Sports  Medicine” 

Nathan  J.  Smith,  M.D.,  Professor,  Department  of  Pediatrics  and  Sports 
Medicine,  University  of  Washington,  Seattle 


Monday,  April  27 


The  Arkansas  Chapter  of  The  American  College  of  Surgeons  will  meet  at 
12:00  noon  on  Monday,  April  27,  for  a luncheon  meeting  in  the  Camelot  Inn. 
Kenneth  L.  Mattox,  M.D.,  Associate  Professor  of  Surgery,  Baylor  College  of 
Medicine,  Houston,  will  speak. 


Tuesday,  April  28 


All  Meetings  in  Camelot  Inn/Little  Rock  Convention  Center  Complex 

The  Arkansas  Academy  of  Ophthalmology  will  meet  at  9:00  a.m.  on  Tuesday, 
April  28.  The  visiting  professor  will  be  Patrick  O’Connor,  M.D.,  of  San  Antonio. 
His  discussion  topic  will  be  “Neuro-ophthalmology.”  There  will  be  a luncheon 
at  noon. 

The  Otolaryngology  Section  of  the  Arkansas  Medical  Society  has  scheduled 
a meeting  to  begin  at  9:00  a.m.  on  Tuesday,  April  28.  Brian  F.  McCabe,  M.D., 
Professor  and  Head,  Department  of  Otolaryngology  and  Maxillofacial  Surgery,  Uni- 
versity of  Iowa  College  of  Medicine,  Iowa  City,  will  speak  on  “Meniere’s  Disease, 
Otosclerosis,  Electronystagmography,  and  Dizziness  in  Children.”  A luncheon 
will  be  served  at  noon. 

The  Arkansas  Urologic  Society  will  meet  at  11:30  a.m.  on  Tuesday,  April  28. 
Cocktails  and  luncheon  will  be  followed  by  a scientific  session.  Roy  Witherington, 
M.D.,  Professor  and  Chief,  Section  of  Urology  at  Medical  College  of  Georgia, 
Augusta,  will  speak  from  1:30  to  2:30  p.m.  From  2:30  to  3:30  p.m.,  there  will  be 
a pyelogram  hour. 

Plastic  Surgeons  will  meet  for  a luncheon  and  business  meeting  on  Tuesday, 
April  28,  beginning  at  12:00  noon. 

The  Arkansas  Society  of  Pathologists  will  meet  at  12:30  p.m.  on  Tuesday, 
April  28,  for  a luncheon  and  business  meeting. 

The  Neurosurgery  Section  of  the  Arkansas  Medical  Society  will  hold  its 
annual  business  meeting  at  12:00  noon  on  Tuesday,  April  28.  Dr.  Ron  Williams 
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will  report  on  the  meeting  of  the  Council  of  State  Neurosurgical  Societies  held 
in  conjunction  with  the  Congress  Meeting  in  the  fall  of  1980.  There  will  be  a 
remembrance  of  the  late  Dr.  Surinder  Gupta. 

The  Arkansas  Chapter,  American  Academy  of  Pediatrics,  will  meet  at  12:00 
noon  on  Tuesday,  April  28.  There  will  be  a scientific  session  and  luncheon. 
Dr.  Nathan  Smith,  Professor,  Department  of  Pediatrics  and  Sports  Medicine, 
University  of  Washington  in  Seattle,  will  be  the  speaker. 

The  Arkansas  Academy  of  Family  Physicians  has  scheduled  a meeting  for 
April  28  beginning  at  12:00  noon.  “Urinary  Tract  Infection”  will  be  the  topic  of 
a speech  by  Kenneth  N.  Walton,  M.D.,  Chairman,  Division  of  Urology,  Emory 
University  School  of  Medicine,  Atlanta,  Georgia.  A business  meeting  will  follow. 

The  Arkansas  Chapter,  The  American  College  of  Obstetricians  and  Gyne- 
cologists will  have  a luncheon  and  business  meeting  Tuesday,  April  28,  beginning 
at  12:00  noon. 

The  Arkansas  Orthopaedic  Society  will  hold  its  annual  business  meeting  at 
a luncheon  beginning  at  12:00  noon  on  Tuesday,  April  28. 

The  Arkansas  Society  of  Internal  Medicine  will  hold  a luncheon  meeting  on 
Tuesday,  April  28,  beginning  at  12:00  noon.  Bob  Doherty  of  the  American  Society 
of  Internal  Medicine  staff  will  be  the  luncheon  speaker. 

A scientific  program  presented  by  residents  at  the  University  of  Arkansas  for 
Medical  Sciences  will  follow  the  luncheon  business  meeting. 
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The  Spice  of  Life 

The  57th  Annual  Session  of  the  Arkansas  Medical  Society  Auxiliary  will  be 
held  April  26-28,  1981,  in  the  Camelot  Inn,  Little  Rock. 

The  following  is  an  outline  of  the  tentative  convention  schedule: 
Registration  hours.  Mezzanine,  Camelot  Inn 
Sunday  1:00p.m.  to  4:00  p.m. 

Monday  8:00  a.m.  to  10:00  a.m. 

Tuesday  8:00  a.m.  to  10:00  a.m. 

AMA-ERF 

Booth  will  be  open  near  the  registration  desk. 


HOSPITALITY  SUITE 

(Location  to  be  posted  at  registration  desk) 

Sponsored  by  the  Pulaski  County  Medical  Society  Auxiliary,  as  a meeting 
place  for  spouses  of  Society  members. 

Sunday  2:00  p.m.  to  4:00  p.m. 

Monday  9:00  a.m.  to  1 1 :00  a.m. 

2:00  p.m.  to  4:00  p.m. 

Tuesday  9:00  a.m.  to  11:00  a.m. 

2:00  p.m.  to  4:00  p.m. 
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1:00  p.m. 
2:00  p.m. 


6:30  p.m. 

6:30  a.m. 

7:00  a.m. 

8:00  a.m. 
8:00  a.m. 
9:00  a.m. 
9:30  a.m. 


12:00  noon 


2:30  p.m. 
to 


4:00  p.m. 
6:30  p.m. 


SUNDAY,  APRIL  26 

Joint  Memorial  Service  with  the  Arkansas  Medical  Society 
Pre-Convention  Board  Meeting,  Camelot  Inn.  Joint  meeting  with 
president-elect  for  State  officers.  State  committee  chairmen,  county 
presidents,  county  presidents-elect,  and  all  NEW  State  Board 
members. 

Cocktail  Party,  hosted  by  Blue  Cross- Blue  Shield 

MONDAY,  APRIL  27 

Shape-UpFor-Life  2-Mile  Walk/ Run,  for  Auxilians  and  spouses.  (Pre- 
registration in  Ark-Map  for  free  Shape-Up-For-Life  T-shirt) 

Finish  Line  Juice /Breakfast  for  Walk/Run  participants,  compliments 
of  Andy’s  Restaurant,  4th  and  Center  Street 
Past  Presidents’  Breakfast,  Camelot  Inn 
County  Presidents’-Elect  Breakfast,  Camelot  Inn 
Continental  Breakfast,  Auxiliary  Members,  Camelot  Inn 
Opening  General  Session,  Camelot  Inn 
Mrs.  Warren  Boop,  President,  presiding 

Guest  Speaker:  Mrs.  Charles  Prater,  President,  Southern  Medical 
Association  Auxiliary 

Luncheon-Style  Show,  Barbara/Jean,  Ltd.,  7811  Cantrell  Road 
Transportation  provided,  from  and  to  Camelot  Inn 
Special  Interest  Activities.  Pre-registration  forms  for  golf,  tennis, 
cooking  class.  Art  Center  tour,  etc.,  will  be  in  Ark-Map 

Country-Western  Cocktail-Dinner,  Camelot  Inn 
Dress:  Casual,  jeans 

Skit  presented  by  the  Jefferson  County  Medical  Society  Auxiliary 


TUESDAY,  APRIL  28 

7:15  a.m.  Prayer  Breakfast  for  members  of  the  Arkansas  Medical  Society  and 
Auxiliary 

9:00  a.m.  Continental  Breakfast,  Auxiliary  Members,  Camelot  Inn 

9:30  a.m.  Second  General  Session,  Camelot  Inn 

Mrs.  Warren  Boop,  President,  presiding 

Guest  Speaker:  Mrs.  Harry  Dvorsky,  President-Elect,  American 
Medical  Association  Auxiliary 

12:30  p.m.  Luncheon,  Little  Rock  Club,  Union  Bank  Building 
Awards:  Doctor’s  Day,  AMA-ERF,  Membership 
Installation  of  Officers 


4:00  p.m.  Sherry  Party,  Dibrell  House,  1400  Spring  Street 

to  Sponsored  by  the  University  of  Arkansas  Medical  Sciences  Library 

5:30  p.m.  for  those  interested  in  the  history  of  medical  science. 

6:00  p.m.  Inaugural  Ceremony  followed  by  reception  hosted  by  Council  of  the 
Arkansas  Medical  Society 

Arkansas  Medical  Society  Auxiliary  President:  Mrs.  Warren  Boop,  Little  Rock 
Convention  Chairman:  Mrs.  Paul  Cornell,  Little  Rock 
Convention  Co-Chairman:  Mrs.  Jack  Downs,  Little  Rock 
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The  business  firms  who  purchase  exhibit  space  at  our 
Annual  Session  contribute  a great  deal  to  the  financing  as 
well  as  to  the  educational  aspects  of  the  meeting.  The 
number  of  visits  to  the  technical  exhibits  is  the  only  cri- 
terion by  which  these  companies  can  judge  the  value  they 
receive  from  the  investment  in  booth  rental,  displays  and 
employees’  time.  You  will  be  rewarded  for  the  time  you 
spend  visiting  the  exhibits.  Following  are  descriptions  of 
displays  to  be  featured. 

BOOTS  PHARMACEUTICALS,  INC. 

At  the  1981  meeting  of  the  Arkansas  Medical  Society, 
Boots  Pharmaceuticals,  Inc.,  will  be  featuring  Lopurin’*'“. 
Representatives  will  be  on  hand  to  answer  questions  about 
this  or  any  of  our  other  ethical  pharmaceuticals. 

SMITH,  KLINE  & FRENCH  LABORATORIES 
Representatives  will  be  on  hand  to  answer  your  specific 
questions  and  to  provide  information  on  our  products  and 
services. 

AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
API  — professional  liability  insurance  for  Arkansas  phy- 
sicians. A completely  100%  physician  owned -con trolled 
insurance  company  dedicated  to  giving  the  Arkansas  phy- 
sicians guaranteed  protection. 

ORTHO  PHARMACEUTICAL  CORPORATION 
Ortho  Pharmaceutical  Corporation  is  proud  to  present 
the  most  complete  line  of  medically  accepted  products  for 
the  control  of  conception  and  the  treatment  of  vaginitis. 
In  addition.  Ortho  is  pleased  to  present  a product  for  the 
control  of  diarrhea. 

MEYER  F.  MARKS,  INC. 

AMS  Life  Insurance  Plan  administered  by  Meyer  F. 
Marks,  Inc.,  Post  Office  Box  7267,  Little  Rock,  Arkansas 
72217,  will  furnish  information  regarding  the  program. 
Current  limits  have  been  increased  allowing  the  purchase 
of  up  to  $300,000  of  insurance  through  the  plan.  Change 
of  benefits  for  Professional  Corporations  also  available. 

DICTAPHONE  CORPORATION 
Dictaphone  will  introduce  “Dictamation”  which  is  a 
new  concept  in  the  dictating  industry,  featuring  a new 
and  exciting  line  of  desktop  units  and  portables, 

BOEHRINGER  INGELHEIM,  LTD. 

Boehringer  Ingelheim  will  feature  the  following  prod- 
ucts: Catapres®  (clonidine  hydrochloride),  Combipres® 
(clonidine  hydrochloride  0.1  mg  or  0.2  mg  and  chlorthali- 
done 15  mg),  Alupent®  (metaproterenol  sulfate)  in  its 
many  dosage  forms,  Dulcolax®  (bisacodyl),  Serentil*  (me- 
soridazine)  as  the  beyslate,  Torecan®  (thiethylperiazine), 
Persantine®  (dipyridamole)  and  Preludin®  (phenmetra- 
zine  hydrochloride).  Representatives  will  be  on  hand  to 
anstver  questions  about  these  and  any  of  our  other  ethical 
pharmaceuticals. 
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SOUTHERN  MEDICAL  ASSOCIATION 
Southern  Medical  Association  will  have  on  display  in- 
formation concerning  their  various  continuing  medical 
education  programs,  including  the  Dial  Access  System,  the 
SMA  Telecourse  System,  and  the  SOUTHERN  MEDICAL 
JOURNAL.  SMA  will  also  be  actively  soliciting  member- 
ship in  the  organization. 

LINDE  HOMECARE  MEDICAL  SY.8TEMS,  INC. 

We  will  have  a complete  line  of  Oxygen  and  Therapy 
equipment  for  the  patient  at  home.  Come  by  booth  #13 
and  get  full  information  from  our  representatives. 

UNITED  STATES  AIR  FORCE 
HEALTH  PROFESSIONS 

Air  Force  physicians  will  be  available  to  discuss  oppor- 
tunities for  physicians  with  the  Air  Force  Medical  Corps. 
Information  on  pay,  rank,  assignments  and  other  benefits, 
along  with  specific  literature,  will  be  available.  Drop  by 
our  booth  to  find  out  how  you  and  your  family  can  benefit 
from  our  unique  life  style. 

BRISTOL  LABORATORIES 
You  are  cordially  invited  to  visit  Bristol  Laboratories’ 
exhibit.  Our  representatives  at  the  booth  welcome  the 
opportunity  to  answer  your  questions  concerning  the 
Bristol  line  of  products  featuring:  Amikin®  (amikacin 
sulfate);  Biistoject®  (Bristol  Emergency  Medication  Sys- 
tem); Cefadyl®  (sterile  cephapirin  sodium);  Kantrex®  In- 
jection (kanamydn  sulfate  injection);  Naldecon®  (anti- 
histamine decongestant);  Polycillin®  (ampicillin);  Poly- 
mox®  (amoxidllin);  Prostaphlin®  (oxacillin  sodium); 
Salutensin®/Salutensin-DemF“  (hydroflumethiazide,  re- 
serpine  antihypertensive  formulation);  Stadol®  (butor- 
phanol  tartrate);  Tegopen®  (cloxacillin  sodium);  and 
Tetrex®  (tetracycline  phosphate  complex). 

SOUTHWESTERN  BIOMEDICAL  ELECTRONICS 
Spacelabs  patient  monitoring  system,  Davol  electro- 
surgical  generator,  MRL  defibrillator.  Clay  Adams  blood 
cell  counter,  and  non-invasive  blood  pressure  monitor  will 
be  displayed  at  booth  #16. 

HARPER  SYSTEMS  COMPANY 
Representatives  of  the  Harper  Systems  Company  will 
have  Norelco  and  Sanyo  dictation  equipment  and  ITT 
and  IWATSO  telephone  equipment  on  display  at  booth 
#17, 

TAB  PRODUCTS  COMPANY 
TAB  PRODUCTS  is  a national  company  which  is  the 
leader  in  lateral  filing  systems  of  all  types.  We  will  be 
highlighting  our  lateral  filing  equipment  and  color  coded 
systems  for  medical  records. 

PROCTER  & GAMBLE 

The  Proctor  & Gamble  exhibit  features  clinical  informa- 
tion on  our  pharmaceutical  product,  Didronel,  a diphos- 
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phonate  indicated  for  symptomatic  Paget’s  disease  of  bone 
and  for  the  prevention  and  treatment  of  heterotopic  ossi- 
fication due  to  spinal  cord  injury  and  total  hip  replacement. 

A.  H.  ROBINS  COMPANY 

You  are  cordially  invited  to  visit  the  A.  H.  Robins  ex- 
hibit and  meet  our  representatives  who  will  welcome  the 
opportunity  to  discuss  products  of  interest  with  you. 

ARKANSAS  BLUE  CROSS -BLUE  SHIELD 
The  theme  for  our  1981  booth  will  be  “Cost  Containment 
and  Health  Education.” 

DODSON  INSURANCE  GROUP 
Dodson  offers  yearly  savings  on  Workers’  Compensation 
insurance  which  have  ranged  to  more  than  37%  for  in- 
sured physicians  in  Arkansas.  Standard  policies  at  pre- 
vailing rates  with  prompt  local  claim  service.  Ask  us  for 
details  at  the  Technical  Exhibits. 

STUART  PHARMACEUTICALS 

Stuart  Pharmaceuticals  welcomes  members  and  guests  to 
the  Arkansas  Medical  Society.  We  extend  a cordial  invi- 
tation to  visit  our  exhibit  featuring  displays  and  literature 
for:  Mylanta®/Mylanta®-H,  Altemagel®,  Sorbitrate®,  Myli- 
con®,  KasoF“,  Dialose®  Plus,  and  Effersyllium®. 

Our  representatives  will  be  glad  to  answer  any  questions 
on  Stuart  products  and  accept  sample  requests. 

BURROUGHS  WELLCOME  COMPANY 
Representatives  of  Burroughs  Wellcome  Company  cordi- 
ally invite  you  to  visit  Booth  No.  26.  Our  exhibit  w’ill 
feature  the  latest  product  information  available  from  Bur- 
roughs Wellcome  Company  and  provide  educational  ma- 
terial of  interest  to  all  physicians.  We  will  be  pleased  to 
answer  your  inquiries  on  any  products  of  interest  to  mem- 
bers and  guests. 

COMMERCIAL  NATIONAL  BANK 
The  exhibit  will  include  displays  of  bank  services  avail- 
able such  as  leasing,  financing,  etc.  The  booth  will  be 
attended  by  selected  bank  officers. 

RATHER,  BEYER  & HARPER 
Representatives  of  Rather,  Beyer  and  Harper  will  have 
brochures  and  all  information  on  the  Arkansas  Medical 
Society’s  Group  Insurance  Plans.  The  Income  Protection 
Plan,  which  has  been  in  effect  since  1947,  is  now  being 
issued  on  a guaranteed  renewable  basis.  Income  Protection 
Benefits  are  now  up  to  $2,167  per  month.  Records  will  be 
available  so  that  each  physician  may  review  his  insurance 
coverages  and  what  he  is  eligible  to  apply  for  as  a member 
of  the  Arkansas  Medical  Society. 

UNITED  STATES  ARMY  MEDICAL  DEPARTMENT 
The  U.  S.  Army  Medical  Department  representatives  will 
provide  information  on  career  opportunities  in  the  Army 
Medical  Department. 

INTERNATIONAL  MEDICAL  ELECTRONICS 
International  Medical  Electronics,  Ltd.,  manufacturers 
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of  sophisticated  medical  equipment,  featuring  Magna- 
therm  short-wave  diathermy  unit  with  two  detachable 
heads. 

FIRST  VARIABLE  LIFE  INSURANCE  COMPANY 
Specialists  in  the  investment,  design,  and  implementa- 
tion of  Pension  and  Profit  Sharing  Plans. 

The  Investment  Accounts  managed  by  First  Variable 
continue  to  provide  consistent  above-average  investment 
results.  Whether  you  want  a guaranteed  rate  of  return, 
a High  Yield  Bond  Account,  or  a Common  Stock  invest- 
ment, First  Variable  has  the  performance  record. 

Retirement  Systems  offers  complete  actuarial  and  plan 
administrative  services  on  a fee-only  basis. 

Come  by  our  booth  and  see  how  you  can  benefit  from 
our  experience. 

MERCK  SHARP  AND  DOHME 
Merck  Sharp  and  Dohme  cordially  invites  you  to  visit 
their  exhibit  featuring  several  products  from  their  ex- 
tensive line  of  pharmaceuticals.  Representatives  in  at- 
tendance will  be  pleased  to  answer  any  questions  you  may 
have.  Inquiries  about  our  professional,  informational,  and 
educational  services  are  welcomed. 

PROFESCO  CORPORATION 
The  S.M.A.  Telecourse  system  offers  the  Practicing 
Physician  a method  of  continuing  medical  education  in 
the  convenience  of  his  home  or  office,  utilizing  the  latest 
video  cassette  technology.  It  can  include  all  the  equipment 
you  need  and  it’s  tax  deductible.  Most  important  of  all, 
it  is  fully  accredited  and  allows  you  to  choose  the  topics 
best  suited  to  your  practice. 

NATIONAL  MEDICAL  RENTALS 
Our  exhibit  will  feature  liquid  oxygen  systems  needed 
in  the  home;  baby  watch  monitors;  literature  on  all  serv- 
ices we  provide  for  the  home  patient  with  over  seven  store 
locations  in  Arkansas. 

SEQUOIA  GROUP,  INC. 

The  valuable  approach  to  medical  management!  Sequoia 
Medical  Systems  provide  complete  hardware,  software,  in- 
stallation, training,  documentation,  and  maintenance  sup- 
port. We’re  the  unique  system,  nationwide. 

WM.  T.  STOVER  COMPANY,  INC. 

Stover  Company  invites  you  to  visit  its  booth.  We  will 
feature  examination  furniture,  electrocardiograph  equip- 
ment, and  supplies. 

• • • • 

The  Arkansas  Medical  Society  expresses  appreciation  to 
the  following  companies  for  educational  grants: 

Eli  Lilly  and  Company 
Mead  Johnson  Nutritional  Division 
Parke-Davis 
Roche  Laboratories 
Sobering  Corporation 
USV  Laboratories 
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Business  items  printed  below  are  brought  to 
the  attention  of  individual  members  and  the 
county  medical  societies.  The  items  reported  here 
represent  those  received  in  time  for  publication 
in  advance  of  the  meeting.  All  reports  will  be  re- 
ferred to  reference  committees.  Members  are 
urged  to  attend  the  open  hearings  of  the  reference 
committees  to  express  their  views.  Reference 
committee  hearings  are  scheduled  for  3:30  p.m. 
on  Sunday,  April  26. 

OLD  BUSINESS 

The  following  proposed  amendment  to  the 
Constitution  and  Bylaws  was  approved  on  first 
reading  by  the  House  of  Delegates  during  the 
1980  Annual  Session.  It  will  be  presented  to  the 
House  of  Delegates  for  final  vote  on  Sunday, 
April  26,  1981. 

It  is  proposed  that  the  wording  of  Article  VI, 
Section  2,  Composition  of  the  Council,  be 
amended  as  follows: 

The  Council  shall  consist  of  the  councilors, 
the  president,  first  vice  president,  president- 
elect, secretary,  treasurer,  and  immediate  past 
president.  The  speaker  and  vice  speaker  of  the 
House  of  Delegates  and  the  past  presidents  shall 
be  members  ex-officio  without  vote,  except  that 
the  immediate  past  president  shall  have  a vote. 
There  shall  be  two  councilors  from  each  coun- 
cilor district  (to  serve  staggered  terms  of  two 
years  each)  which  has  two  hundred  members  or 
less.  In  districts  where  there  are  more  than  two 
hundred  members,  there  shall  he  an  additional 
councilor  for  each  additional  one  hundred 
members.  The  councilors  shall  serve  staggered 
terms  of  two  years  each.  All  councilors  shall 
have  equal  voting  privileges.  A majority  of  the 
voting  members  shall  constitute  a quorum. 

(Note:  Copy  to  be  deleted  in  parentheses; 
new  copy  in  italics.) 

NEW  BUSINESS 

ANNUAL  COMMITTEE  REPORTS 
Committee  on  Medical  Legislation 
James  R.  Weber,  M.D.,  Chairman 

Last  year  (1980)  was  an  off  year  and  there  was 
no  regular  meeting  of  the  Arkansas  General  As- 
sembly. As  of  the  writing  of  this  report,  the  73rd 
Session  of  the  Arkansas  General  Assembly  is  in 
progress. 


Prior  to  the  start  of  the  legislative  session,  the 
Legislative  Committee  met  and  reviewed  the  is- 
sues that  we  anticipated  to  be  forthcoming  during 
this  session.  The  recommendations  pertaining  to 
legislation  were  presented  to  the  House  of  Dele- 
gates at  the  winter  meeting  held  in  November. 

Since  the  legislative  session  has  started,  we  have 
had  an  opportunity  to  review  many  bills  that 
could  possibly  have  an  impact  on  medicine,  and 
have  voiced  our  concerns  to  our  legislators.  In 
many  cases,  we  have  been  able  to  make  minor 
changes  in  the  legislation  through  our  discussions 
with  legislators  and  individuals  supporting  vari- 
ous bills.  At  the  present  time,  we  know  of  no 
legislation  that  has  been  introduced  that  will 
present  major  confrontations  at  the  Capitol. 

We,  by  all  means,  encourage  all  of  our  mem- 
bers to  read  our  Legislative  Alert,  which  is  our 
publication  during  the  legislative  session  to  keep 
our  members  informed  on  the  major  pieces  of 
legislation  affecting  health  care  that  have  been 
introduced.  There  are  times  when  it  is  extremely 
important  for  physicians  across  the  State  to  con- 
tact their  legislators  pertaining  to  legislation  and 
the  Alert  will  be  our  system  of  notifying  the  mem- 
bers and  asking  their  assistance. 

The  “Physician  of  the  Day”  program  whereby 
physicians  volunteer  to  serve  one  day  at  the 
Capitol  during  the  legislative  session  is  a valuable 
service,  both  to  medicine  and  to  the  Legislature. 
Those  physicians  who  serve  have  an  opportimity 
to  meet  legislators,  be  introduced  in  both  House 
and  Senate  and  have  an  opportunity  to  see  first- 
hand the  functioning  of  the  Legislature.  This 
service  provided  by  our  physicians  is  extremely 
good  public  relations  with  our  elected  officials 
and  those  physicians  who  serve  are  to  be  con- 
gratulated. 

The  success  that  organized  medicine  has  in  the 
legislative  activities  is  a direct  result  of  the  activi- 
ties of  the  physicians  across  the  State  in  having 
a good  rapport  with  their  legislators,  not  only 
when  the  Legislature  is  in  session  but  throughout 
the  year.  Our  legislators  work  hard  to  develop 
good,  reasonable,  and  fair  laws  for  the  people  of 
Arkansas  and  I am  hopeful  that  all  members  will 
endeavor  to  develop  a good  rapport  with  all  their 
elected  officials. 
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Committee  on  Public  Health 
(Rural  Health) 

Ben  N.  Saltzman,  M.D.,  Chairman 

Medical  Society  activities  this  past  year,  as  was 
the  case  the  preceding  year,  have  been  many  and 
varied.  The  public  has  been  made  aware  through 
the  various  news  media  that  there  is  a rural 
health  problem  and  that  solutions  proposed  do 
not  always  conform  to  the  ideas  of  the  medical 
profession.  The  Medical  Society  has  acted  as  a 
committee  of  the  whole  this  past  year  in  that 
many  physicians  have  served  on  committees  ap- 
pointed by  the  Governor  to  help  resolve  some  of 
the  problems.  The  Executive  Committee  of  the 
Arkansas  Medical  Society  has  met  regularly  with 
members  of  the  Office  on  Rural  Health  of  the 
State  Health  Department  to  develop  lines  of  com- 
munication for  better  understanding.  The  Chair- 
man of  the  Committee  on  Public  Health  has  met 
with  this  group  on  occasion.  A better  under- 
standing has  resulted. 

The  Governor-elect  of  Arkansas  appointed  a 
committee  of  the  members  of  the  Medical  Society 
to  help  in  the  transition  phase.  This  committee 
has  functioned  and  is  continuing  to  function. 
Because  of  all  this  activity,  the  Committee  on  Pub- 
lic Health  has  not  been  convened.  However,  the 
Chairman  has  consulted  with  individual  mem- 
bers for  advice  throughout  the  year.  He  con- 
tinues to  head  the  office  of  Rural  Medical  De- 
velopment Programs  in  the  College  of  Medicine, 
University  of  Arkansas  for  Medical  Sciences.  He 
is  part  of  a Rural  Health  Committee  in  the  Col- 
lege of  Medicine  which  seeks  cooperation  with 
other  organizations  in  providing  better  health 
care  for  our  rural  population.  He  continues  to 
plan,  organize  and  implement  continuing  educa- 
tion programs  for  family  physicians  over  the 
State.  He  serves  as  Director  of  the  Flexible  Intern- 
ship Program  and  promotes  the  advantages  of 
practice  in  rural  communities  over  the  State.  He 
continues  to  work  with  the  Co-operative  Exten- 
sion Service  and  serves  on  a 4-H  Foundation 
Board  of  Directors.  Recently  the  first  phase  of 
construction  of  a 4-H  Center  was  completed  at 
Femdale,  Arkansas.  This  facility  serves  not  only 
4-H  members  but  provides  the  entire  State  with  a 
meeting  facility  for  civic  and  professional  organi- 
zations. 

The  Chairman  continues  to  represent  the 
Medical  Society  on  the  State  Health  Manpower 
Board.  Recently,  he  has  served  as  Chairman  of 


a Nursing  Task  Force  Committee.  He  has  com- 
pleted an  eight-year  term  on  the  State  Board  of 
Health.  He  has  attended  several  meetings  con- 
cerned with  hazardous  waste  disposal  in  the  State. 

As  stated  in  a previous  report,  he  participated 
in  the  third  National  Conference  on  Rural  Pri- 
mary Care  as  a workshop  moderator  when  the 
conference  was  held  in  Little  Rock,  March  2-5, 
1980.  This  year  he  will  attend  the  fourth  Na- 
tional Conference  which  will  be  held  in  Denver 
on  March  8-11,  1981. 

During  the  year,  the  Chairman  participated 
with  the  Co-operative  Extension  Service  in  a 
health  education  program  involving  the  citizens 
of  Sheridan,  Arkansas.  The  program  involved 
over  300  people  in  the  community  in  Health 
Hazard  Appraisal  and  Lifestyle  change.  As  presi- 
dent of  the  Arkansas  Endowment  for  the  Hu- 
manities, he  participated  in  a conference  on  farm 
families  at  DeCray  Lodge  on  April  9 and  10.  He 
attended  the  American  Medical  Association  Na- 
tional Conference  on  Rural  Health  in  Boston, 
Massachusetts,  April  17-19,  1980.  He  helped  plan 
and  participated  in  the  Arkansas  Rural  Health 
Conference  held  August  20,  1980,  in  Little  Rock. 
About  400  people  from  over  the  State  were  in- 
volved in  the  conference. 

The  Chairman  serves  on  an  Advisory  Commit- 
tee to  a Task  Force  on  Nursing  Education  spon- 
sored by  the  Southern  Regional  Educational 
Board.  He  continues  to  provide  Medical  Society 
input  into  the  activities  of  voluntary  health  as- 
sociations, including  the  Arkansas  Lung  Associa- 
tion, the  Arkansas  Division  of  the  American  Can- 
cer Society,  the  Arkansas  Affiliate  of  the  Ameri- 
can Heart  Association,  the  Arkansas  Association 
for  Retarded  Citizens  and  the  Arkansas  Society 
for  Clinical  Hypnosis.  He  serves  on  an  Advisory 
Committee  to  the  Arkansas  Rehabilitation  In- 
stitute. He  continues  to  serve  on  the  Governor’s 
Developmental  Disability  Planning  Council  and 
the  Advisory  Council  to  Comprehensive  Com- 
munity Mental  Health  Planning.  He  serves  on 
the  Aldersgate  Advisory  Committee.  He  now 
serves  as  Vice  President  of  the  Senior  Board  of 
the  Florence  Crittenton  Home. 

During  the  past  year,  the  Chairman  has  ac- 
companied the  Dean  of  the  College  of  Medicine, 
Dr.  Thomas  Bruce,  to  various  county  medical  so- 
ciety meetings,  determining  their  needs  and  en- 
couraging the  recruitment  of  physicians  to  their 
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communities  and  providing  information  to  facili- 
tate such  recruitment. 

The  year  has  been  a busy  one.  A better  sense 
of  cooperation  exists  among  the  various  health 
providing  agencies.  More  physicians  are  going 
into  smaller  communities  to  replace  physicians 
who  are  retiring  or  who  have  passed  away.  The 
future  looks  good. 

Sub-Committee  on  Maternal  and  Child  Welfare 
E.  A.  Shaneyfelt,  M.D.,  Chairman 

The  committee  met  two  times  during  the  year, 
both  times  at  the  Arkansas  Children’s  Hospital 
in  Little  Rock.  The  committee,  composed  of  Drs. 
Virgil  Hayden,  R.  Kingsley  Bost,  Robert  Arring- 
ton, and  E.  A.  Shaneyfelt,  Chairman,  met  in  the 
conference  room. 

Dr.  Arrington,  Associate  Professor  and  Director 
of  the  Department  of  Neonatology,  gave  an  over- 
view of  the  regionalization  of  obstetrical  and 
neonatal  care  in  Arkansas.  Dr.  Arrington  in- 
formed us  of  the  great  strides  that  were  being 
made.  The  Arkansas  Children’s  Hospital  new- 
born transport  van  and  the  transport  service  has 
transported  418  cases  from  September  1978  to 
December  1980.  The  continuing  education  pro- 
grams in  newborn  and  maternal  care  which  have 
been  conducted  in  Little  Rock  and  in  several 
cities  around  the  State  have  helped  train  many 
needed  nursing  personnel,  but  the  surface  is  only 
scratched.  Definite  improvement  in  care  for 
motliers  and  babies  has  occurred  in  Arkansas  in 
the  past  five  years.  Tertiary  newborn  care  is 
much  more  available,  newborn  transport  vans  at 
Arkansas  Children’s  and  St.  Vincent  Infirmary 
are  very  active.  Intermediary  care  is  available 
and  has  increased  in  several  cities  around  the 
State,  and  large  numbers  of  nurses  have  been 
trained  in  the  week-long  courses  on  newborn  or 
maternal  care.  The  neonatal  mortality  in  Arkan- 
sas decreased  from  16  per  1,000  live  births  in  1965 
to  13  per  1,000  live  births  in  1975  — a three  percent 
reduction  over  ten  years.  For  the  years  during 
which  the  above  noted  improvements  were  being 
developed,  a further  decline  from  1975’s  13  per 
thousand  to  eight  per  thousand  in  1979  occurred 
— a five  percent  reduction  in  four  years.  I be- 
lieve our  committee  and  the  Medical  Society 
should  push  for  continuation  of  this  trend. 

We  also  met  with  Dr.  Robert  H.  Fiser,  Profes- 
sor and  Head  of  the  Department  of  Pediatrics 
at  the  University  Medical  Center.  It  was  felt  that 


we  should  get  our  obstetrical  members  of  the  com- 
mittee to  contact  the  head  of  the  Department  of 
Obstetrics  and  the  head  of  the  Department  of 
Family  Practice  to  meet  with  this  committee  at 
the  annual  meeting  of  the  Arkansas  Medical  So- 
ciety and  to  come  up  with  solid  recommendations 
and  adopt  some  policies  and  goals  for  regionaliza- 
tion. The  committee  felt  this  thrust  and  input 
should  be  from  the  Society  and  not  from  the  State 
Health  Department  or  any  federal  bureaucracy. 
Dr.  Arrington  and  Dr.  Fiser  have  agreed  to  come. 
We  are  contacting  the  Obstetrical  Department 
and  the  Family  Practice  Department  of  the  Uni- 
versity to  try  to  have  them  there  for  their  input. 

Sub-Committee  on  Tuberculosis 
Donald  L.  Miller,  M.D.,  Chairman 

Members  of  the  Sub-Committee  on  Tubercu- 
losis of  the  Arkansas  Medical  Society  each  received 
a copy  of  Resolution  No.  3 passed  by  the  Arkan- 
sas House  of  Representatives  during  its  special 
session  this  past  winter.  This  House  Resolution 
urges  the  State  Health  Department  to  restore  full 
services  to  patients  with  tuberculosis  and  also 
chronic  chest  disease  patients.  It  is  my  feeling, 
also,  as  Chairman  of  the  Sub-Committee  on  Tu- 
berculosis, that  services  should  be  available 
through  chest  clinics  and  designated  community 
hospitals  for  patients  with  chronic  chest  diseases 
other  than  tuberculosis  as  has  been  customary  and 
expected  for  many  years. 

Our  Sub-Committee  did  not  meet  during  1980, 
but  I thought  this  resolution  should  be  brought 
to  the  attention  of  the  Medical  Society  for  infor- 
mation and  for  consideration. 

HOUSE  RESOLUTION  NO.  3 
Urging  the  State  Health  Department  to  Uti- 
lize Additional  Funds  Provided  by  the  First 
Extraordinary  Session  of  the  Seventy-Second 
General  Assembly  of  the  State  of  Arkansas  to 
Restore  Full  Services  to  Tuberculosis  and 
Chronic  Chest  Disease  Patients. 

WHEREAS,  at  the  time  the  State  of  Arkansas 
abolished  the  Tuberculosis  Sanatorium  at  Boone- 
ville  and  phased  out  State  institutional  services 
for  tubercular  and  chronic  chest  disease  patients, 
it  was  the  intent  of  the  General  Assembly  that 
the  State  Health  Department  establish  and  op- 
erate a program  of  financial  assistance  to  defray 
hospital,  medical,  drug,  and  related  medical  ex- 
penses benefiting  the  tubercular  and  chronic 
chest  disease  patients  who  had  formerly  received 
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care  at  the  Booneville  Sanatorium  and  the  McRae 
Sanatorium,  which  had  been  phased  out  several 
years  previously;  and 

WHEREAS,  the  Health  Department  has  pro- 
vided such  services  benefiting  tubercular  and 
chronic  chest  disease  patients  until  the  severe  cut- 
back in  anticipated  funds  for  the  support  of  the 
Health  Department,  which  led  to  announcements 
that  the  Department  must  cut  services  in  many 
areas,  among  which  will  be  a cutback  to  limit  the 
special  medical  services  program  to  include  only 
tuberculosis  patients,  without  services  being  pro- 
vided persons  suffering  from  chronic  chest  dis- 
eases; and 

WHEREAS,  this  First  Extraordinary  Session  of 
the  Seventy-Second  General  Assembly  is  consider- 
ing, and  has  passed,  legislation  providing  sub- 
stantial additional  support  to  the  Public  Health 
Fund  and  the  State  Health  Department  for  the 
remainder  of  the  current  fiscal  biennium,  and 
therefore  should  enable  the  State  Health  Depart- 
ment to  restore  budget  cutbacks  in  the  various 
service  areas; 

NOW  THEREFORE,  BE  IT  RESOLVED  by 
the  House  of  Representatives  of  the  First  Extra- 
ordinary Session  of  the  Seventy-Second  General 
Assembly  of  the  State  of  Arkansas: 

THAT  in  the  adoption  of  this  Resolution,  the 
General  Assembly  confirms  the  policy  of  this 
State  that  the  State  Health  Department  provide 
a program  of  financial  assistance  for  hospitaliza- 
tion, drugs,  and  related  medical  expenses  for  the 
treatment  and  care  of  tubercular  and  chronic 
chest  disease  patients  who  would  have  been  eli- 
gible to  receive  such  services  at  a state  supported 
institution  prior  to  the  phasing  out  of  the  State 
institutional  services  for  these  patients.  The 
General  Assembly  is  mindful  of  the  proposed  cut- 
backs by  the  Health  Department  during  the  cur- 
rent biennium  whereby  the  Health  Department, 
due  to  lack  of  funds,  proposes  to  restrict  expendi- 
tures for  tubercular  and  chronic  chest  disease 
cases  to  those  suffering  from  tuberculosis  only. 
In  view  of  the  fact  that  the  General  Assembly  has 
provided  additional  funding,  under  the  pro- 
visions of  legislation  enacted  at  this  First  Extra- 
ordinary Session  to  supplement  the  operating 
funds  of  the  State  Health  Department  during  the 
current  biennium,  it  is  the  intention  of  the  Gen- 
eral Assembly  in  providing  said  additional  op- 
erating funds  that  a portion  thereof  be  used  to 


restore  State  Health  Department  services  to  a 
level  no  less  than  was  provided  in  1978-79  for 
assistance  to  tubercular  and  chronic  chest  disease 
patients  who  are  otherwise  eligible  for  State 
Health  Department  assistance. 

BE  IT  FURTHER  RESOLVED:  THAT  upon 
adoption  of  this  Resolution,  copies  hereof  shall 
be  furnished  by  the  Chief  Clerk  of  the  House  of 
Representatives  to  the  Director  of  the  State 
Health  Department,  the  Chairman  of  the  State 
Health  Board,  the  Chief  Fiscal  Officer  of  the 
State,  and  to  the  Governor  of  the  State  of 
Arkansas. 

Committee  on  Aging 
Chalmers  S.  Pool,  M.D.,  Chairman 

The  Committee  on  Aging  of  the  Arkansas  Med- 
ical Society  met  at  the  Sheraton  Inn  in  Fort  Smith, 
Arkansas,  at  9:00  a.m.  on  November  16,  1980. 
Members  present  were  Dr.  Chalmers  Pool,  Chair- 
man; Dr.  John  Guenthner  and  Dr.  Charles 
Bailey. 

The  Committee  voted  to  endorse  and  support 
the  Hospice  concept  of  care  for  the  chronically 
ill. 

There  was  considerable  discussion  of  State  sup- 
ported satellite  clinics.  It  was  felt  that  in  many 
instances  these  clinics  were  operated  by  ancillary 
personnel  without  properly  trained  medical  su- 
pervision. It  was  the  feeling  of  the  committee 
that  this  condition  should  not  exist. 

Sub-Committee  on 

Liaison  with  Vocational  Rehabilitation 
John  P.  Wood,  M.D.,  Chairman 

1980  Summary 

Rehabilitation  Agency  Activities 
In  Field  of  Medical  Services 

The  correction  of  orthopedic  impairments 
continues  to  lead  the  way  in  physical  restoration 
services  provided  through  the  Arkansas  Rehabili- 
tation Program. 

This  fact  is  one  of  several  contained  in  the 
annual  report  of  the  Department  of  Human  Serv- 
ices, Division  of  Rehabilitation  Services.  The  re- 
port covers  the  Federal  fiscal  year,  from  October 
1,  1979  to  September  30,  1980. 

Other  parts  of  the  report  show  an  increase  in 
applications  for  end  stage  renal  disease  services, 
and  a greater  number  of  gastric  by-pass  surgeries. 
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The  latter  procedure  is  a relatively  new  one  from 
a rehabilitation  standpoint  and  probably  should 
be  the  subject  of  a research  study  to  determine 
its  effectiveness  in  that  connection. 

The  number  of  orthopedic  cases  was  842,  or 
approximately  18  percent  of  tlie  4,497  persons  re- 
habilitated during  the  year.  The  services  the 
orthopedic  group  received  included  diagnosis, 
91.2  percent,  and  physical  restoration,  99.3 
percent. 

The  year  included  387  approved  cases  of  ir- 
reversible kidney  disease  and  the  entire  amount 
of  the  Arkansas  Kidney  Disease  Commission’s 
State  appropriation  was  expended  for  services 
before  the  end  of  the  year.  Members  of  the  med- 
ical profession  continued  to  provide  needed  serv- 
ices even  though  the  appropriated  funds  had  been 
exhausted. 

An  encouraging  sign  for  the  kidney  disease  pa- 
tient is  the  increasing  use  of  peritoneal  dialysis  in 
some  cases.  Peritoneal  dialysis,  as  opposed  to 
hemo-dialysis,  allows  the  patient  to  pursue  his 
vocation,  or  in  the  case  of  a woman,  her  vocation 
or  housework,  while  undergoing  treatment.  The 
process  has  positive  aspects  for  the  rehabilitation 
program,  too,  because  it  is  less  expensive  in  the 
long  run.  And,  as  stated  earlier,  it  enables  the 
patient  to  devote  more  time  to  employment, 
ivhich  is  at  the  heart  of  rehabilitation. 

Another  procedure  that  received  considerable 
attention  during  the  fiscal  year  was  gastric  by- 
pass surgery.  Services  for  68  patients  were  pro- 
vided during  the  year  by  the  Rehabilitation 
Services. 

Young  M.  Orsbum,  the  Division’s  Program  Ad- 
ministrator for  Physical  Restoration  Services,  ad- 
vocates a continuing  review  of  the  cases  as  to  the 
individual’s  weight  reduction,  employment,  and 
other  pertinent  data.  Results  of  the  study  would 
help  determine  future  justification  of  rehabilita- 
tion funding  for  the  surgical  procedure. 

Thirty-two  cases  diagnosed  as  in  need  of  open 
heart  surgery  or  other  major  cardiovascular  pro- 
cedures were  reviewed  during  the  year  by  the 
Division’s  Cardiovascular  Committee.  Members 
of  the  committee  are  appointed  in  cooperation 
with  the  Medical  Society  and  of  the  cases  they 
reviewed,  most  received  services  from  the  Reha- 
bilitation Services. 

Other  physically  disabled  persons  receiving 


diagnostic  and  physical  restoration  seiwices  in- 
cluded the  following: 


Disability  Group 

No.  Served 

Blind  and  visually  impaired 

274 

Hearing  impaired 

213 

Amputations 

124 

Neoplasms 

85 

Allergic  and  endocrine  disorders 

101 

Blood  diseases 

12 

Heart  and  circulatory  conditions 

132 

Respiratory  diseases 

29 

Digestive  system  disorders 

265 

Genito-urinary  system  disorders 

423 

The  remainder  of  the  4,497  rehabilitated  cases 

included  those  with  mental  condition  — 1,659; 
other  nervous  disorder  — 105;  other  disabling  con- 
ditions not  elsewhere  classified  — 228;  and  speech 
defects  — 15. 

Rehabilitation  Services 
Grateful  to  Medical  Society 

Throughout  its  50-year  history,  the  Arkansas 
Rehabilitation  Program  has  been  a partnership 
with  other  professional  groups,  especially  the  Ar- 
kansas Medical  Society. 

And,  as  a new  year  begins,  E.  Russell  Baxter, 
Commissioner  of  the  Rehabilitation  Services  Di- 
vision, felt  it  appropriate  to  express  the  Division’s 
appreciation  to  the  Society  and  its  members. 

He  said: 

“Members  of  the  Arkansas  Medical  Society  con- 
stitute one  of  our  principal  referral  sources  and 
they  are  of  tremendous  assistance  in  helping  us 
assess  the  rehabilitation  potential  of  applicants 
for  services. 

“Members  of  the  Society’s  Rehabilitation  Ad- 
visory Committee  provide  us  with  a valuable  link 
to  the  medical  profession  in  matters  of  new  treat- 
ment and  restorative  techniques  and  procedures, 
professional  fees,  and  advice  on  making  our 
State’s  rehabilitation  program  more  effective. 

“And  finally,  Society  members  contribute 
mightily  to  our  efforts  to  restore  disabled  people 
to  a productive  place  in  society. 

“We  pledge  ourselves  to  the  continuance  of 
this  close  relationship  with  the  Society  and  its 
members.  And,  in  areas  where  strengthening  may 
be  needed,  we  will  work  toward  that  goal.” 

Committee  on  Continuing  Medical  Education 
John  M.  Hestir,  M.D.,  Chairman 

The  Committee  on  Continuing  Medical  Edu- 
cation has  continued  to  function  and  has  as  one 
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of  its  main  responsibilities  the  surveying  for  ac- 
creditation various  organizations  and  institutions. 

The  following  organizations  have  been  ac- 
credited to  offer  continuing  medical  education 
programs  with  Category  I credit:  the  Arkansas 
Academy  of  Ophthalmology;  St.  Joseph’s  Mercy 
Medical  Center,  Hot  Springs;  Baptist  Medical 
Center,  Little  Rock;  Arkansas  Medical  Society 
Committee  on  Scientific  Programs;  Memorial 
Hospital,  North  Little  Rock;  St.  Vincent  Infir- 
mary, Little  Rock;  and  Veterans  Administration 
Hospital,  Fayetteville.  Several  of  these  institu- 
tions have  been  resurveyed  this  year  and,  at  the 
present  time,  all  accredited  organizations  hold 
full,  four-year  accreditation. 

As  of  the  first  of  this  year,  the  accreditation  of 
continuing  medical  education  will  be  reunified 
under  one  organization.  This  organization,  the 
Accreditation  Council  for  Continuing  Medical 
Education  (ACCME),  will  be  responsible  for  es- 
tablishing requirements  for  accreditation.  At 
this  time,  there  have  been  no  changes  in  the  ac- 
creditation process;  however,  it  is  anticipated  that 
within  the  next  few  months  new  requirements  for 
accreditation  will  be  established. 

The  Arkansas  Medical  Society,  along  with  the 
other  state  medical  associations,  will  still  have  the 
responsibility  for  performing  surveys  and  making 
decisions  on  which  intra-state  institutions/organi- 
zations will  be  accredited.  The  University  of  Ar- 
kansas, as  well  as  all  other  medical  schools  and 
some  organizations  that  are  national  in  scope, 
are  accredited  for  their  continuing  medical  edu- 
cation programs  directly  by  the  national  organiza- 
tion. 

The  accreditation  program  in  Arkansas  has  re- 
sulted in  thousands  of  hours  of  continuing  med- 
ical education  credit  being  offered  to  the  phy- 
sicians of  Arkansas  at  very  little  or  no  cost. 

The  entire  Society  should  express  its  apprecia- 
tion to  the  physicians  who  serve  on  the  Continu- 
ing Medical  Education  Committee  and  give  of 
their  time  to  perform  the  accreditation  surveys. 

Committee  on  Public  Relations 
Milton  D.  Deneke,  M.D.,  Chairman 

The  Public  Relations  Committee  met  in  No- 
vember in  connection  with  the  winter  meeting  in 
Fort  Smith. 

The  committee  discussed,  in  general,  the  pur- 
pose of  the  Public  Relations  Committee  and 
agreed  that  the  scope  of  the  committee  is  such 


that  the  committee  will,  in  all  probability,  be- 
come one  of  the  more  important  committees  of 
the  Society  in  the  future. 

The  committee  discussed  means  at  their  dis- 
posal on  how  to  enhance  the  work  of  this  commit- 
tee. It  is  felt  that  the  committee  needs  profes- 
sional public  relations  advice  and  will,  in  the 
future,  need  someone  in  the  Fort  Smith  office  to 
devote  considerable  time  to  the  activities  of  this 
committee. 

Specifically,  the  committee  made  the  following 
decisions: 

1.  To  contact  PR  firms  in  the  State  and  deter- 
mine the  cost  of  securing  on-going  advice  and 
guidance  for  the  committee. 

2.  Encourage  the  executives  of  the  Society  to 
designate,  in  the  future,  someone  in  the  Fort 
Smith  office  to  budget  adequate  time  to  work 
directly  with  the  committee.  This  may  re- 
quire the  hiring  of  an  additional  employee. 

3.  To  pursue  in  the  future  the  presentation  of  a 
pilot  video-cassette  health  education  film 
series  to  test  the  public  reaction  to  such  an 
endeavor. 

4.  Continue  to  work  with  the  radio-tape  program. 

5.  Study  methods  of  expanding  the  work  of  the 
Society  Speakers  Bureau. 

6.  Plan  to  meet  again  on  a Saturday  afternoon  in 
Little  Rock  sometime  prior  to  the  annual 
meeting  of  the  Society. 

Proposed:  Committee  members  need  to  adopt 
a concise  and  meaningful  goal! 

Goal  of  the  Public  Relations  Committee:  To 
influence  public  opinion  through  actions  and 
media  communication  so  as  to  improve  the  image 
of  the  medical  profession. 

Sub-Committee  on 
Liaison  with  the  Auxiliary 
Warren  C.  Boop,  Jr.,  M.D.,  Chairman 

The  Sub-Committee  on  Liaison  with  the  Aux- 
iliary has  had  no  formal  meetings  during  this 
year,  but  its  members  have  met  frequently  with 
members  of  the  Auxiliary. 

The  Committee  advised  the  Auxiliary  in  Sep- 
tember on  the  best  and  safest  short-term  invest- 
ment of  Auxiliary  funds. 

The  Auxiliary  was  advised  to  seek  clarification 
of  its  tax-exempt  status  since  the  Auxiliary  is  re- 
ceiving increased  donations  to  the  three  student 
loan  funds. 

The  Auxiliary  obtained  authorization  from  the 
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Society’s  Executive  Committee  to  obtain  legal 
advice  from  its  lawyers  on  this  matter. 

Committee  on  Medicine  and  Religion 
Fred  O.  Henker,  M.D.,  Chairman 

A symposium  on  Medicine  and  Religion  was 
organized  and  conducted  on  December  6 at  the 
University  of  Arkansas  for  Medical  Sciences  audi- 
torium. This  meeting  featured  Joseph  V.  Fisher, 
M.D.,  and  Kenneth  Pepper,  Ph.D.,  and  attracted 
eighty  participants  from  all  over  the  State. 

The  long-term  project  of  securing  a chaplain 
for  University  Hospital  moved  forward  to  naming 
of  a search  committee  with  one  of  the  committee 
as  a member.  Unfortunately,  the  project  was 
again  set  aside  due  to  the  Governor’s  instructions 
concerning  financial  curtailment. 

A task  force  on  Human  Values  in  Medicine  for 
the  University  of  Arkansas  College  of  Medicine 
was  named  by  Dean  Bruce,  including  a member 
from  this  committee.  This  group  is  working 
toward  incorporation  of  human  values  in  all 
levels  of  medical  education. 

Plans  are  underway  for  a Prayer  Breakfast  at 
the  annual  Society  meeting,  April  28,  featuring 
Dr.  Joe  Norton. 

The  committee  would  like  to  conduct  another 
Medicine-Religion  Symposium  in  1981,  possibly 
Saturday,  October  10. 

Committee  on  Arrangements 
For  Annual  Session 
Frank  E.  Morgan,  M.D.,  Chairman 

The  Annual  Session  Committee  has  met  on 
several  occasions  by  mail,  telephone,  and  at  the 
Winter  Meeting  held  in  Fort  Smith.  President 
Kutait  and  the  councilors  of  the  Fourth  District, 
host  district  for  the  convention,  were  also  in  at- 
tendance at  the  Winter  Meeting.  Dr.  Morgan 
announced  that  J.  Larry  Lawson,  M.D.,  would 
serve  as  Chairman  of  the  Scientific  Exhibits  and 
that  Dr.  Morgan  would  serve  as  Chairman  of  the 
Memorial  Service. 

The  speakers  for  the  Scientific  Sessions  as  pro- 
posed by  the  various  specialty  sections  were  aj>- 
proved  and  invitations  extended  to  each  one. 
The  chairman  was  granted  permission  to  arrange 
the  order  of  the  Scientific  Sessions.  The  Commit- 
tee also  approved  several  changes  in  the  evening 
events  as  proposed  by  the  chairman.  The  chair- 
man was  to  seek  approval  of  the  president-elect 
and  the  Council  at  their  next  meeting,  which 


was  done.  These  events  include  changing  the 
Blue  Cross- Blue  Shield  party  to  Sunday  night, 
an  informal  buffet  meal,  program,  and  dance  on 
Monday  evening,  and  a theater  type  inauguration 
of  the  President  of  the  Society  followed  by  the 
Council  reception  on  Tuesday  evening. 

The  Committee  asks  for  the  approval,  coopera- 
tion, and  participation  of  the  members  of  the 
Society  at  these  functions. 

Constitutional  Revision  Committee 
A.  S.  Koenig,  Jr.,  M.D.,  Chairman 

At  the  Annual  Session  of  the  Arkansas  Medical 
Society  in  1980,  the  House  of  Delegates  adopted 
the  recommendation  of  Reference  Committee  2 
to  be  submitted  to  the  Committee  on  Constitu- 
tional Revision  for  study  and  recommendation  to 
the  House  of  Delegates.  It  stated: 

1.  That  the  mid-winter  meeting  be  held  for  two 
days  with  the  House  of  Delegates  meeting 
each  day. 

2.  That  reference  committees  meet  after  the  first 
session  of  the  first  day. 

3.  That  a scientific  session  be  held  on  the  after- 
noon of  the  first  day. 

4.  That  the  budget  of  the  Medical  Society  for 
the  coming  year  be  presented  at  the  mid- 
winter meeting. 

5.  That  the  location  of  the  winter  meeting  be 
changed  from  year  to  year. 

At  the  meeting  of  the  Council  of  the  Arkansas 
Medical  Society  on  June  29,  1980,  the  Council 
voted  to  request  the  Constitutional  Revision 
Committee  to  draft  amendments  to  the  Constitu- 
tion and  Bylaws  to  alter  the  election  process  so 
that  the  councilor  districts  would  actually  hold 
elections  prior  to  the  annual  session  of  the  Med- 
ical Society  and  would  elect  an  individual  to  fill 
the  councilor  vacancy  that  would  occur  at  the 
time  of  the  annual  session. 

The  Constitutional  Revision  Committee  met 
at  the  mid-winter  meeting  of  the  Society  in  Fort 
Smith  in  November  1980.  Dr.  Nathan  Poff  was 
not  present.  The  members  present  were  Dr.  J. 
Warren  Murry  and  Dr.  Koenig,  the  chairman.  It 
was  felt  by  the  committee  that  the  request  of  the 
House  concerning  the  mid-winter  meeting  posed 
some  questions  which  would  be  difficult  to  re- 
solve and  should,  therefore,  be  addressed  prior 
to  offering  any  response  to  the  House.  Therefore, 
there  are  no  recommendations  at  this  time  on 
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Items  1,  2,  and  3 of  the  House  of  Delegates 
proposal. 

Item  4 of  the  House  proposal,  which  requested 
the  budget  to  be  presented  at  the  time  of  the 
winter  meeting,  also  creates  some  problems.  The 
Budget  Committee  is  a standing  committee  of  the 
Council  with  staggered  membership  terms  and  as 
a Council  committee  it  reports  to  the  Council. 
Article  VI  of  the  Constitution  specifies  that  the 
Council  shall  constitute  the  finance  committee 
of  the  House  of  Delegates.  In  the  past,  it  has  been 
customary  to  publish  the  budget  figures  in  the 
convention  issue  of  the  Journal  in  March,  com- 
plying with  the  intent  of  Chapter  IV  on  House 
business.  The  central  office  informs  us  that  the 
time  factor  would  make  it  almost  impossible  to 
prepare  a budget  for  the  ensuing  year  and  have 
it  published  in  the  Journal  prior  to  the  winter 
meeting.  For  instance,  this  year  the  1981  budget 
was  based  on  actual  expense  and  income  for  the 
first  nine  months  of  the  year  and  the  budget  com- 
mittee’s proposal  was  considered  by  the  Council 
at  the  winter  meeting.  If  there  were  to  be  any 
modifications  to  be  made  in  the  material,  it 
would  not  have  been  possible  to  prepare  revised 
figures  for  distribution  to  the  House  of  Delegates 
one  and  one-half  hours  later.  It  is,  therefore,  the 
recommendation  of  the  committee  that  this  prac- 
tice be  continued  with  the  presentation  of  a 
tentative  budget  to  the  Council  at  the  time  of  the 
mid-winter  meeting.  The  Council  can  then  alter 
or  modify  the  budget  so  that  it  can  be  prepared 
and  presented  in  its  final  form  by  publication  in 
the  March  issue  of  the  Journal  of  the  Arkansas 
Medical  Society  prior  to  the  Annual  Session.  No 
constitutional  or  bylaws  revision  is  necessary  to 
achieve  this. 

In  Item  5,  it  is  recommended  that  the  location 
of  the  mid-winter  meeting  be  changed  from  year 
to  year.  The  Council  has  the  authority  to  set  the 
location  of  both  the  winter  meeting  and  the  an- 
nual session  of  the  Arkansas  Medical  Society  and 
no  alteration  in  the  bylaws  is  necessary  to  achieve 
this.  It  should  be  considered  as  an  item  of  busi- 
ness for  the  Council  to  set  the  time  and  place  of 
the  mid-winter  meeting  at  the  appropriate  time. 

The  problem  presented  with  the  election  of 
councilors  is  more  difficult  to  solve.  In  the  first 
place,  there  are  some  councilor  districts  in  the 
State  which  are  constituted  as  societies  with 
elected  officers,  but  there  are  other  councilor 
districts  which  are  merely  geographical  entities 


and  are  not  on  an  organized  basis.  The  only  com- 
ponent societies  which  are  recognized  by  the  Ar- 
kansas Medical  Society  are  those  of  the  county 
societies  which  are  chartered  by  the  state  body. 
There  is  nothing  in  the  bylaws  establishing  coun- 
cilor districts  as  political  entities  or  component 
societies  of  the  Arkansas  Medical  Society.  Coun- 
cilors, as  officers  of  the  Arkansas  Medical  Society, 
therefore,  should  be  only  elected  by  either  the 
House  of  Delegates,  as  at  the  present  time,  or 
possibly  by  the  membership.  At  present,  all  offi- 
cers of  the  Arkansas  Medical  Society,  including 
the  councilors,  are  elected  by  the  House  of  Dele- 
gates. The  Constitutional  Revision  Committee, 
after  long  and  careful  thought,  feels  that  the 
recommendation  of  the  Council  can  best  be 
achieved  by  having  councilors  elected  by  mem- 
bers of  the  Arkansas  Medical  Society  residing  in 
each  councilor  district.  We  also  feel  that  the 
membership  should  have  more  of  an  opportunity 
to  voice  their  selections  for  president-elect,  vice 
presidents,  secretary,  and  treasurer.  To  this  end, 
the  following  revisions  to  the  Constitution  and 
Bylaws  are  submitted  at  this  time: 

BYLAWS,  CHAPTER  V,  Election  of  Officers. 

Delete:  Present  Sections  1,  2,  3,  4,  5,  6,  7. 

Substitute  the  following  new  copy: 

Section  1.  Nominating  Committee 

(A)  Selection  of  Committee 

Prior  to  adjournment  of  the  first  meeting  of 
the  House  of  Delegates  at  each  Annual  Session, 
the  delegates  from  the  component  societies  of 
each  councilor  district  shall  meet,  the  councilor 
not  subject  to  re-election  acting  as  chairman,  and 
select  one  delegate  from  each  district  to  form  a 
committee  on  nominations.  It  shall  meet  and 
organize  by  selecting  a chairman  and  a secretary. 

(B)  Duty  of  Committee 

It  shall  be  the  duty  of  this  committee  to  consult 
with  members  of  the  Society  and  to  hold  one  or 
more  meetings  at  which  time  the  best  interest  of 
the  Society  and  of  the  profession  of  the  State  for 
the  ensuing  year  shall  be  carefully  considered. 
The  committee  shall  submit  a ticket  containing 
the  names  of  two  or  more  members  for  the  office 
of  president-elect  and  of  one  member  for  each  of 
the  other  positions  to  be  filled  for  the  ensuing 
year,  except  offices  of  Speaker  and  Vice  Speaker 
of  the  House  of  Delegates.  No  two  candidates  for 
president-elect  shall  be  named  from  the  same 
county.  The  committee  shall  submit  its  slate  of 
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nominations  to  the  headquarters  office  by  No- 
vember 1 for  distribution  to  county  societies. 

The  Nominating  Committee  shall  serve  as  tell- 
ers for  election  of  officers. 

Section  2.  Other  Methods  of  Nomination 

Nominations  may  be  added  to  the  slate  pro- 
posed by  the  nominating  committee  by  the  fol- 
lowing methods: 

(A)  for  the  position  of  president-elect:  by  peti- 
tion of  three  county  medical  societies; 

(B)  for  secretary,  treasurer,  first  vice  president, 
second  vice  president,  third  vice  president: 
on  petition  of  two  county  medical  societies; 

(C)  for  the  position  of  councilor:  by  a com- 
ponent society  in  the  councilor  district; 

(D)  for  delegate  and  alternate  delegate  to  the 
American  Medical  Association:  by  petition 
of  five  councilors. 

All  nominations  submitted  in  accordance  witli 
provisions  of  this  section  shall  be  submitted  to 
the  headquarters  office  prior  to  February  1 and 
shall  be  accompanied  by  the  nominee’s  curriculum 
vitae. 

Section  3.  Election 

Election  shall  be  by  written  mail  ballot  of  the 
membership,  with  the  following  provisions  and 
exceptions: 

(A)  The  president-elect,  first  vice  president, 
second  vice  president,  third  vice  president, 
secretary,  treasurer,  delegate  to  the  Ameri- 
can Medical  Association  and  alternate 
delegate  to  the  American  Medical  Associa- 
tion shall  be  elected  by  a majority  vote  of 
all  eligible  voting  members.  An  active 
member  of  the  Society  shall  be  entitled  to 
vote  if  payment  of  dues  for  the  active  mem- 
ber for  the  current  year  is  received  in  the 
headquarters  office  prior  to  March  1;  all 
life  members  are  eligible  to  vote. 

(B)  District  councilors  shall  be  elected  by  ma- 
jority vote  of  eligible  voting  members  of 
the  State  Society  in  the  district  where  the 
vacancy  exists.  An  active  member  of  the 
Society  in  the  district  shall  be  eligible  to 
vote  provided  the  active  member’s  dues 
payment  for  the  current  year  is  received  in 
the  headquarters  office  prior  to  March  1; 
all  life  members  are  eligible  to  vote. 

(C)  The  speaker  and  vice  speaker  of  the  House 
of  Delegates  shall  be  elected  by  majority 
vote  of  the  members  of  the  House.  The 


House  of  Delegates  shall  establish  its  own 
rules  for  election  of  its  officers. 

(D)  Ballots  shall  be  distributed  to  the  member- 
ship by  the  headquarters  office  by  Eebru- 
ary  15.  The  ballot  shall  indicate  the  origin 
of  each  nomination  and  shall  be  accom- 
panied by  the  curriculum  vitae  of  each 
candidate  as  approved  by  the  candidate. 
Marked  ballots  shall  be  returned  to  the 
headquarters  office  in  sealed  envelopes 
with  name,  town,  and  councilor  district  of 
the  voter  recorded  on  the  outside  of  the 
envelope.  Eligibility  of  voters  will  be  certi- 
fied by  the  headquarters  office  and  ballot 
transmitted  to  the  Nominating  Committee 
for  tabulation. 

(E)  The  Nominating  Committee,  acting  as 
tellers,  shall  report  to  the  House  of  Dele- 
gates on  the  last  day  of  the  annual  session 
on  the  outcome  of  the  balloting.  The  re- 
port shall  be  the  first  order  of  business 
for  that  session  of  the  House. 

(F)  The  election  of  the  speaker  and  vice  speak- 
er shall  be  the  second  order  of  business  of 
the  House  of  Delegates  on  the  last  day  of 
the  annual  session.  Election  shall  be  by 
majority  vote. 

Section  4.  Run-Off  Elections 

In  the  event  no  candidate  for  a position  achieves 
a majority  by  mail  ballot,  or  the  nominating  com- 
mittee is  otherwise  unable  to  declare  a position 
filled  by  mail  ballot,  the  House  of  Delegates  shall 
elect  by  secret  ballot  from  that  number  of  candi- 
dates, in  decreasing  order  of  plurality,  which  ex- 
ceeds by  one  the  position  to  be  filled. 

Section  5.  Terms  of  Office 

Councilors  shall  be  elected  to  serve  a two-year 
term;  all  other  terms  of  office  are  for  one  year. 
All  officers  shall  serve  until  their  successors  are 
installed. 

Subsequent  sections  of  this  Chapter  (8  through 
12)  would  be  retained  as  is  and  re-numbered. 

The  Committee  calls  attention  to  the  fact  that 
these  proposed  changes  would  eliminate  the 
prohibition  on  soliciting  votes  for  office  and  the 
requirement  that  a member  be  in  attendance  at 
the  meeting  at  which  the  member  is  elected  to 
office.  While  attendance  at  the  meeting  at  which 
a candidate  is  elected  to  office  would  no  longer 
be  required,  all  candidates  who  are  being  con- 
sidered for  office  should  feel  an  obligation  to  be 
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present  at  the  annual  meeting  at  which  the  elec- 
tion is  held. 

During  the  1980  mid-winter  meeting,  the  Coun- 
cil referred  to  the  Committee  on  Constitutional 
Revision  three  recommendations: 

1.  The  immediate  past  president  of  the  Society 
be  made  a voting  member  of  the  Executive 
Committee  of  the  Council. 

2.  Delegates  be  elected  by  the  county  society  to 
serve  for  the  calendar  year,  based  on  the  State 
Society  membership  of  the  component  society 
at  the  end  of  the  prior  year, 

3.  A recommendation  that  the  nominating  com- 
mittee be  selected  by  councilor  district  caucus 
on  the  first  day  of  the  annual  meeting,  with 
the  committee  to  make  its  nominations  for  the 
next  year  by  February  1.  The  recommenda- 
tion was  for  the  election  process  to  otherwise 
be  carried  out  as  present. 

The  committee  considered  these  recommenda- 
tions. The  committee  does  not  feel  that  the  im- 
mediate past  president  should  be  included  on  the 
Executive  Committee  of  the  Society.  The  com- 
mittee makes  an  alternate  recommendation  that 
the  Speaker  of  the  House  of  Delegates  be  a voting 
member  of  the  Council  and  a member  of  the  Ex- 
ecutive Committee.  We  have  drafted  proposed 
amendments  to  accomplish  this,  as  well  as  to  im- 
plement the  recommendation  regarding  delegate 
representation.  The  committee’s  recommenda- 
tion regarding  the  election  process  proposes  more 
extensive  revision  than  was  suggested  by  the 
Council: 

Proposed  amendments: 

ARTICLE  VI.  Council 
Section  2.  Composition 

The  Council  shall  consist  of  the  councilors,  the 
president,  first  vice  president,  president-elect,  sec- 
retary, treasurer,  immediate  past  president,  and 
Speaker  of  the  House  of  Delegates.  The  vice 
speaker  of  the  House  of  Delegates  and  the  past 
presidents  shall  be  members  ex-officio  without 
vote,  except  that  the  immediate  past  president 
shall  have  a vote.  (Remaining  portion  of  this  sec- 
tion would  not  be  affected  by  this  proposal.) 
Section  3.  Executive  Committee 

The  Chairman  of  the  Council,  the  president, 
the  president-elect,  the  secretary  and  the  Speaker 
of  the  House  of  Delegates  shall  constitute  the 
Executive  Committee  of  the  Council.  The  Chair- 


man of  the  Council  shall  serve  as  chairman  of 
the  Executive  Committee.  The  Executive  Com- 
mittee shall  have  such  powers  as  may  be  defined 
from  time  to  time  by  resolution  of  the  Council. 

CHAPTER  IV.  House  of  Delegates 
Section  6.  Representation  of  Component  Societies 
(A)  Regular  county  societies 

(1)  Each  regular  county  society  shall  be  en- 
titled to  send  to  the  House  of  Delegates 
each  year  one  delegate  for  every  twenty- 
five  voting  members  of  the  Arkansas 
Medical  Society,  or  major  fraction 
thereof,  on  the  roll  of  the  county  so- 
ciety at  the  end  of  the  previous  calendar 
year.  The  county  society  shall  be  en- 
titled to  such  representation  in  the 
House  of  Delegates  only  if  its  annual 
report  and  assessment  are  in  the  hands 
of  the  executive  vice  president  by 
March  1 of  each  year.  Each  society 
which  has  complied  with  the  provisions 
of  this  section  shall  be  entitled  to  one 
delegate  regardless  of  its  number  of 
members. 

The  Committee  proposes  the  following  amend- 
ments in  the  Constitution  to  provide  a special 
membership  classification  and  to  clarify  the  com- 
position of  Council  committees. 

CHAPTER  I.  BYLAWS 
Add  new  section  as  “F”  and  re-number  subse- 
quent sub-sections  (“F”  through  “H”). 

(F)  Active  Direct 

An  active  member  in  good  standing  in  his  com- 
ponent society  who  leaves  the  jurisdiction  of  that 
society  for  temporary  residence  outside  the  conti- 
nental United  States  may  maintain  direct  active 
membership  in  the  State  Society  if  the  foreign 
location  makes  the  individual  ineligible  for  mem- 
bership in  the  component  society. 

CHAPTER  VII.  BYLAWS.  COUNCIL 
Section  7.  Committees 
Add  to  sub-section  (3)  so  that  it  will  read: 

(3)  ad  hoc  committees  as  may  be  warranted 
for  specific  purposes;  with  the  chairman 
having  authority  to  appoint  members  of 
the  Society  who  are  not  Council  members 
to  such  ad  hoc  committees  of  the  Council. 
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Ad  Hoc  Committee  on  Position  Papers 
Purcell  Smith,  Jr.,  M.D. 

James  M.  Kolb,  Jr.,  M.D. 

Co-Chairmen 

Dr.  Kemal  Kutait,  in  his  inaugural  address,  in- 
dicated that  one  of  his  projects  would  be  to  de- 
velop written  “Position  Papers”  on  various  issues 
that  relate  to  the  Arkansas  Medical  Society.  That 
Committee  has  met  on  several  occasions,  most  re- 
cently February  1,  1981,  and  has  considered  ap- 
proximately twelve  issues  at  this  point.  A total 
of  thirty-five  issues  have  come  to  the  attention  of 
the  Committee  at  this  time,  and  it  is  anticipated 
that  others  will  arise  later. 

The  Committee  has  divided  into  three  sub- 
committees, and  anticipates  continuing  to  func- 
tion in  this  manner. 

Position  Papers  on  five  issues  have  been  put 
into  final  form  and  will  be  considered  by  refer- 
ence committees  at  the  Annual  Session  in  April, 
1981.  The  Committee  proposes  the  following 
Position  Papers  on  (1)  continuing  medical  educa- 
tion, (2)  highway  safety,  (3)  the  impaired  phy- 
sician, (4)  alcohol  and  drug  abuse,  and  (5)  phy- 
sician extenders. 

CONTINUING  MEDICAL  EDUCATION 
General  Information 

Continuing  medical  education  is  composed  of 
any  education  or  training  which  serves  to  main- 
tain and  develop  or  increase  the  knowledge,  in- 
terpretive and  reasoning  proficiencies,  applicable 
technical  skills,  professional  performance  stand- 
ards, or  ability  for  interpersonal  relationships 
that  a physician  uses  to  provide  the  service  needed 
by  patients  or  the  public. 

The  Arkansas  Medical  Society’s  commitment 
to  continuing  medical  education  dates  back  to  its 
founding  in  1875.  One  of  the  Society’s  primary 
purposes  is  continuing  education  of  physicians. 
The  Society  arranges  for  continuing  education 
for  physicians  by  sponsoring  programs  and  is  re- 
sponsible for  accreditation  of  non-medical  school 
affiliated  hospitals  and  institutions  across  the 
State  that  offer  quality  educational  programs  for 
physicians. 

The  University  of  Arkansas  College  of  Medi- 
cine offers  numerous  continuing  medical  educa- 
tion programs  of  excellent  quality  at  its  Little 
Rock  campus,  at  the  Area  Health  Education  Cen- 
ters across  the  State,  and  at  other  locations 
throughout  the  State. 


During  the  early  and  middle  1970’s,  there  was 
a great  deal  of  interest  on  the  part  of  the  medical 
community  in  mandating  continuing  medical  ed- 
ucation for  physicians.  At  that  time,  it  was  be- 
lieved that  mandatory  continuing  medical  educa- 
tion would  improve  the  quality  and  accessibility 
of  care  as  well  as  reduce  the  incidence  of  malprac- 
tice suits.  Many  studies  since  that  time  have  in- 
dicated that  mandatory  continuing  medical  edu- 
cation requirements  have  not  fulfilled  those 
expectations. 

Applicable  Laws  and  Regulations 

The  1977  session  of  the  Arkansas  General  As- 
sembly addressed  mandatory  continuing  medical 
education  by  passing  Act  767,  with  the  full  sup 
port  of  the  Arkansas  Medical  Society.  This  law 
permitted  the  Arkansas  State  Medical  Board  to 
establish  continuing  medical  education  require- 
ments for  relicensure  in  a manner  and  at  the  time 
the  Board  felt  necessary  for  the  good  of  the  people 
of  Arkansas. 

Arkansas  Medical  Society  Position 

The  Arkansas  Medical  Society  House  of  Dele- 
gates, composed  of  representatives  from  each 
county  medical  society,  addressed  the  issue  of 
compulsory  continuing  medical  education  as  a re- 
quirement for  membership  at  its  1978  Annual 
Session.  The  House  of  Delegates  at  that  time 
voiced  its  support  for  continuing  medical  educa- 
tion and  encouraged  all  physicians  to  avail  them- 
selves of  educational  opportunities.  Thus,  the 
position  of  the  Arkansas  Medical  Society  is  that 
it  is  not  in  the  best  interest  of  the  profession  or 
the  public  to  mandate  such  requirements. 

The  Arkansas  Medical  Society  strongly  sup- 
ports the  American  Medical  Association  Prin- 
ciples of  Medical  Ethics,  Section  V.,  which  states 
“A  physician  shall  continue  to  study,  apply  and 
advance  scientific  knowledge;  make  relevant  in- 
formation available  to  patients,  colleagues,  and 
the  public;  obtain  consultation,  and  use  the  tal- 
ents of  other  health  professionals  when  indicated.” 

The  Arkansas  Medical  Society  supports  those 
nationally  recognized  specialty  groups  which  re- 
quire continuing  medical  education  in  specific 
fields  as  part  of  their  voluntary  board  certifica- 
tion requirements. 

HIGHWAY  SAFETY 
General  Information 

Safety  on  the  highway  is  a matter  of  concern 
to  every  Arkansas  resident.  During  the  decade  of 
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the  seventies,  6,037  Arkansas  residents  were  killed 
in  automobile  accidents.  During  1978  alone,  the 
estimated  cost  to  society  for  automobile  accidents 
was  almost  300  million  dollars  in  Arkansas.  The 
important  thing  to  recognize  is  that  a significant 
number  of  deaths  and  serious  injuries  could  have 
been  prevented  by  obeying  the  speed  laws,  avoid- 
ing drinking  while  driving,  and  using  seat  belts. 

Speed  is  the  number  one  cause  of  fatal  acci- 
dents in  Arkansas.  During  the  last  few  years, 
approximately  forty  percent  of  all  fatal  auto- 
mobile accidents  and  injuries  involved  excessive 
speed.  Arkansas  has  consistently  had  from  twenty 
to  twenty-two  percent  of  its  motor  vehicle  deaths 
attributable  to  alcohol.  Seat  belt  usage  appears 
to  be  on  a downward  course.  Five  years  ago, 
nearly  six  percent  of  Arkansas  travelers  were 
wearing  seat  belts  at  the  time  of  their  fatal  injury 
or  crash.  In  1979,  less  than  four  percent  were 
wearing  them.  Over  the  last  five  years,  57  times 
more  people  have  died  not  wearing  their  seat  belts 
than  those  who  did  buckle  up.  Seat  belts  do  pro- 
tect from  injury  and  death  — when  used.  Since 
1972,  104  children  aged  0 to  4 have  become  fatal- 
ity statistics  in  Arkansas  and  6,534  children  were 
injured.  According  to  an  eight-year  study  in  the 
State  of  Washington,  if  all  the  children  in  this 
age  group  had  been  adequately  restrained  at  the 
time  of  their  accidents,  the  fatality  rate  would 
have  been  reduced  by  ninety  percent  and  injuries 
by  two-thirds. 

Arkansas  has  legislation  which  requires  all 
motorcycle  riders  to  wear  a safety  helmet.  A few 
states  have  repealed  this  law,  resulting  in  as  much 
as  a 100  percent  increase  in  serious  head  injuries 
to  motorcycle  riders.  Attempts  were  made  in  the 
1979  session  of  the  Arkansas  General  Assembly 
to  repeal  Arkansas’  law;  however,  these  efforts 
failed. 

Arkansas  Medical  Society  Position 

The  Arkansas  Medical  Society  strongly  endorses 
reasonable  speed  limits,  including  the  55  mile 
highway  speed  limit,  and  enforcement  of  those 
laws  pertaining  to  drinking  and  driving. 

The  Arkansas  Medical  Society  strongly  sup- 
ports the  law  requiring  helmets  by  all  motor- 
cyclists using  Arkansas  roads  and  off-road  racing. 
A similar  law  should  be  in  effect  for  moped  riders. 

The  Arkansas  Medical  Society  urges  the  educa- 
tion of  our  school  children  regarding  the  prob- 
lems of  driving  while  drinking,  obeying  the  speed 


limits,  and  the  use  of  appropriate  safety  restraints. 

The  Society  urges  Arkansas  physicians  to  ac- 
tively support  and  participate  in  efforts  to  edu- 
cate our  citizens  regarding  highway  safety  and 
accident  prevention. 

THE  IMPAIRED  PHYSICIAN 
General  Information 

The  impaired  physician  is  one  who  is  no  longer 
able  to  effectively  practice  medicine  because  of 
the  development  of  a physical,  mental,  or  emo- 
tional problem.  This  includes  the  development 
of  a dependency  on  alcohol  and /or  other  chemical 
substances  as  the  cause  of  the  impairment. 

The  development  of  an  impairment  in  a phy- 
sician adversely  affects  the  individual,  his  or  her 
patients,  the  family,  and  the  entire  community. 
With  the  shortage  of  physicians  in  Arkansas, 
particularly  in  the  rural  areas,  the  problem  can 
be  very  serious  to  the  area  served  by  the  physician. 

Studies  of  the  problem  indicate  that,  percent- 
age-wise, the  problem  is  no  more  severe  than  in 
the  general  population.  The  medical  profession 
is  concerned  with  the  recognition  and  treatment 
of  all  impaired  individuals.  The  impaired  phy- 
sician, however,  presents  a unique  challenge  due 
to  the  nature  and  responsibility  of  his  or  her  work. 
The  investment  in  the  physician’s  education  and 
training  and  the  need  for  his  or  her  services,  par- 
ticularly in  the  rural  areas,  makes  it  imperative 
that  there  be  rapid  recognition  and  effective  treat- 
ment before  returning  to  work. 

Emotional  strain,  in  addition  to  many  other 
factors,  are  responsible  for  the  development  of 
mental  and  emotional  impairments  in  individuals. 
At  this  time,  recognition  and  treatment  can  be 
very  effective  in  relieving  an  individual  of  his  or 
her  problem  and  helping  that  individual  return 
to  effective  life. 

Applicable  Laws  and  Regulations 

The  Arkansas  State  Medical  Board  has  the  au- 
thority to  regulate  the  practice  of  medicine  in 
Arkansas  and  with  this  responsibility  it  takes 
action  in  regard  to  the  individual  who  can  no 
longer  effectively  practice  medicine.  The  Board 
has  the  authority  to  investigate,  charge,  and  hold 
hearings  to  determine  the  problem  that  exists. 
The  Board  can  issue  a warning,  suspend  or  re- 
voke a license.  The  Board  has  functioned  well  in 
its  responsibility  and  has  helped  many  physicians 
to  recover  and  return  to  effective  practice.  The 
Board  works  closely  with  the  appropriate  Federal 
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agencies  in  regard  to  any  laws  or  regulations  per- 
taining to  this  problem. 

Arkansas  Medical  Society  Position 

The  Arkansas  Medical  Society  recognizes  that 
the  public  has  the  right  to  know  of  this  problem 
and  its  efforts  to  correct  it.  In  general,  the  public 
recognizes  that  physicians  work  under  stress  and 
pressure  and  are  subjected  to  the  same  stresses  as 
the  general  public.  The  Arkansas  Medical  So- 
ciety working  with  the  public,  as  it  has  in  the 
past,  can  reduce  some  of  these  stresses  by  educa- 
tion as  to  health  needs  and  health  habits. 

The  Arkansas  Medical  Society  and  the  Ameri- 
can Medical  Association  are  working  intensively 
to  recognize  and  treat  the  impaired  physician. 
The  success  rate  in  returning  physicians  to  active 
effective  service  is  excellent. 

The  Arkansas  Medical  Society  is  desirous  that 
the  public  be  aware  of  its  concern  over  the  prob- 
lem and  its  intent  to  do  everything  possible  to 
protect  the  public’s  access  to  quality  medical  care. 
The  public  develops  a rapport  with  its  physicians 
and  becomes  concerned  when  it  recognizes  a phy- 
sician has  a problem.  The  Arkansas  Medical  So- 
ciety assures  the  public  it  will  do  everything  pos- 
sible to  restore  that  physician  back  to  active  effec- 
tive practice. 

The  Arkansas  Medical  Society  also  recognizes 
the  concern  of  the  physician  and  his  or  her  family 
as  to  his  or  her  own  health  and  desire  to  practice 
quality  medicine.  The  Arkansas  Medical  Society 
will  do  everything  it  can  to  help  a physician  re- 
cover from  an  impairment  and  return  to  practice. 
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ALCOHOL  AND  DRUG  ABUSE 
General  Information 

Drug  abuse  is  the  use  of  any  drug  that  adversely 
affects  or  limits  one’s  ability  to  function  as  a re- 
sponsible person.  Such  drugs  produce  mood  or 


mind  alterations;  that  is,  they  are  psychoactive. 
The  Arkansas  Medical  Society  has  listed  the 
drugs  of  abuse  in  the  order  of  their  physical, 
psychological  and  socioeconomic  danger.  Alco- 
hol is  the  most  destructive  drug  subject  to  abuse. 
Following  it  in  decreasing  order  are:  barbiturates, 
amphetamines,  heroin  and  other  narcotics,  co- 
caine, hallucinogens,  marijuana  and  hashish,  and 
solvents. 

Alcohol  abuse  is  considered  the  most  serious 
form  of  drug  abuse  in  our  society  when  evaluated 
in  terms  of  organ  damage,  effect  on  the  user’s 
health,  societal  disruption,  association  with  crim- 
inal behavior  and  total  population  involved. 
Barbiturates  and  amphetamines  (central  nervous 
system  depressants  and  stimulants)  are  increas- 
ingly abused  beyond  the  intended  scope  of  their 
use  and  in  quantities  greater  than  consistent  with 
the  immediate  medical  indication. 

Addiction  to  heroin,  opiates  and  other  nar- 
cotics is  a disease  which  requires  medical  services 
and  social  rehabilitation.  The  medical  aspects 
of  the  disease  should  be  separated  from  the  crim- 
inal and  legal  status  of  the  individual,  so  that 
treatment  may  be  available  to  every  addict  who 
seeks  it.  Cocaine  is  used  illicitly  as  a central 
nervous  system  stimulant.  Continued  use  leads 
to  deterioration  of  health  because  of  nervous 
fatigue,  nutritional  deficiency  and  psychosocial 
defects.  The  long  term  effects  of  hallucinogens 
or  psychedelics  are  not  well  understood  and  may 
be  potentially  harmful.  The  long  range  effects 
of  marijuana  also  are  not  well  known  and  there 
may  be  some  medical  usefulness  for  this  drug. 
Inhaling  the  fumes  of  solvents  can  cause  mild 
intoxication,  acute  disorientation  or  death.  Re- 
peated use  may  cause  psychosocial  problems. 

Drug  abuse  is  not  a single,  simple  issue.  It  is 
a collection  of  many  complex,  interrelated  psycho- 
logical, physical  and  social  problems  not  isolated 
from  the  other  problems  of  our  communities, 
such  as  unemployment,  housing,  education,  and 
police  relations.  Since  many  aspects  of  these 
problems  are  unique  to  each  locality,  local  action 
and  involvement  are  necessary  to  confront  them. 

The  Arkansas  Medical  Society  advises  and 
urges  physicians  to  acquaint  themselves  with  the 
various  programs  available  for  the  medical  treat- 
ment of  alcohol  and  drug  abuse  and,  where 
appropriate,  to  refer  their  patients  to  them 
promptly. 
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Applicable  Laws  and  Regulations 

There  are  a variety  of  laws  and  regulations  per- 
taining to  drugs,  including  alcohol  and  tobacco. 
These  laws  and  regulations  are  developed  by  the 
federal  and  state  governments,  state  and  federal 
agencies,  and  regulatory  boards. 

The  Arkansas  State  Medical  Board  is  the  regu- 
latory authority  for  physicians  who  prescribe 
legal  medications.  Investigation  of  over-prescrib- 
ing of  legitimate  drugs  is  the  responsibility  of 
the  State  Medical  Board,  the  State  Health  De- 
partment, and  the  Arkansas  State  Board  of 
Pharmacy. 

The  illegal  obtaining  of  legitimate  drugs  or 
illegal  drugs  is  the  responsibility  of  the  courts 
and  the  various  policing  agencies. 

The  Arkansas  State  Medical  Board  developed 
a regulation  in  1979  forbidding  physicians  in  the 
State  to  prescribe  amphetamine  or  amphetamine 
type  drugs  for  any  use  other  than  narcolepsy,  or 
hyperkinesis  in  children. 

Arkansas  Medical  Society  Position 

The  Arkansas  Medical  Society  does  not  recom- 
mend prohibition  of  alcoholic  beverages;  it  advo- 
cates intensive  public  education,  in  all  grade 
levels  and  through  the  mass  media,  concerning 
the  harmful  effects  of  alcohol  and  asks  the  mass 
media  not  to  present  alcohol  in  such  a way  that 
promotes  its  use  as  a mood-altering  drug.  The 
Arkansas  Medical  Society  also  believes  that  alco- 
holism must  be  recognized  and  treated  as  a dis- 
ease that  has  become  a public  health  concern  of 
major  profxirtions  and  that  insurance  coverage 
should  not  exclude  the  treatment  of  alcoholism 
or  place  restrictions  on  the  coverage  provided, 
except  as  those  restrictions  may  apply  to  any  other 
medical  illness. 

The  Arkansas  Medical  Society  recommends 
that  physicians  prescribe  barbiturates  and  other 
sedative  hypnotics  for  relief  of  severe  symptoms, 
but  avoid  them  for  minor  complaints  of  distress 
or  discomfort;  attempt  to  diagnose  and  treat  un- 
derlying disorders  before  relying  on  drugs  of  this 
class  for  symptomatic  relief;  and  assess  suscepti- 
bility of  the  patient  to  drug  abuse  before  pre- 
scribing barbiturates  or  any  other  psychoactive 
drugs.  Benefits  should  be  weighed  against 
hazards. 

The  Arkansas  Medical  Society  encourages  the 
availability  of  detoxification  clinics  and  halfway 


houses  in  treating  the  addiction  to  heroin,  opiates 
and  other  narcotics.  In  these  individuals,  atten- 
tion should  also  be  given  to  resocialization  in  an 
attempt  to  replace  the  psychological  dependence 
and  establish  the  individual’s  personal  stability. 

The  Arkansas  Medical  Society  encourages  care- 
fully designed  animal  and  human  research  con- 
centrated on  the  two  most  promising  medical  ap- 
plications of  marijuana  — nausea  and  glaucoma. 
It  must  be  remembered  that  marijuana  is  poten- 
tially damaging  to  health  in  a variety  of  ways, 
but  it  can  be  especially  harmful  when  used  by  a 
person  who  is  immature,  unstable  or  already  ill. 
The  Arkansas  Medical  Society  emphasizes  that 
reducing  the  legal  penalties  for  simple  possession 
of  marijuana  can  in  no  way  reduce  the  health 
hazards  attendant  on  its  use. 

The  Arkansas  Medical  Society  feels  strongly 
that  when  a person  shows  medical  indications  of 
physical  or  psychological  dependence  on  any 
drug,  that  person  should  receive  competent  med- 
ical care.  The  Arkansas  Medical  Society  urges 
the  establishment  of  training  programs  in  med- 
ical schools,  in  community  hospitals,  and  at  post- 
graduate levels  with  extension  of  training  to 
nurses  and  paramedical  personnel  dealing  with 
drug  abuse. 

PHYSICIAN  EXTENDERS 
General  Information 

The  term,  physician  extenders,  may,  in  a broad 
sense,  describe  anyone  employed  in  the  health 
care  field  who  assists  the  physician  or  extends 
his  or  her  capability  in  delivering  medical  care. 
In  a more  specific  sense,  the  term  physician  ex- 
tender is  most  often  utilized  to  describe  indi- 
viduals who  hold  credentials  such  as  the  Phy- 
sician’s Trained  Assistant  or  the  Registered  Nurse 
Practitioner.  Normally,  they  are  required  to 
work  under  the  direct  supervision  of  a practicing 
physician  under  specific  guidelines  and  protocols 
delineating  the  scope  of  their  functions. 

The  educational  requirements  necessary  for 
credentialling  the  physician  extenders  are  not 
uniform  nationwide.  The  nurse  practitioner  is 
a registered  nurse  with  either  a diploma,  associate 
degree,  or  baccalaureate  degree,  who  has  received 
from  a few  months  to  two  years  of  additional 
training  beyond  the  basic  nursing  education. 
The  nine  months  training  of  a registered  nurse 
to  qualify  for  becoming  a registered  nurse  prac- 
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titioner  is  normally  divided  into  three  months  of 
academic  work  with  six  months  preceptorship 
served  with  a practicing  physician  in  his  office 
setting  in  Arkansas.  Nurse  practitioners  who  hold 
a baccalaureate  degree  can  earn  a master’s  degree 
with  an  additional  one  year’s  training. 

The  educational  programs  for  physician’s  as- 
sistant are  fairly  unifomi.  Most  of  these  programs 
are  University  administered  and  grant  a B.S.  de- 
gree after  four  years  or  more.  The  last  two  edu- 
cational years  are  clinical  training  through  pre- 
ceptorships.  Arkansas  does  not  have  a physician’s 
assistant  training  program  at  this  time. 

Applicable  Laws  and  Regulations 

The  credential! ing  of  physician  assistants  is 
governed  by  the  passage  of  Act  459  of  1977,  which 
decreed  the  certification  of  Physician’s  Trained 
Assistants  and  empowered  the  Arkansas  State 
Medical  Board  to  establish  qualifications  and  to 
delineate  by  regulations  the  scope  of  the  practice 
of  the  Physician’s  Trained  Assistants.  In  general, 
the  act  requires  that  Physician’s  Trained  Assist- 
ants work  under  the  supervision  and  direction  of 
a licensed  physician  who  is  responsible  for  their 
performance. 

Regulations  developed  by  the  Arkansas  State 
Medical  Board  require  that  Physician’s  Trained 
Assistants  must  pass  an  examination  prepared  by 
the  National  Board  of  Medical  Examiners  and 
certified  by  the  National  Commission  on  Certi- 
fication of  Physician’s  Assistants.  The  regulation 
further  requires  that  any  physician  utilizing  the 
services  of  a P.T.A.  must  receive  permission  to 
do  so  from  the  State  Medical  Board.  At  that  time, 
the  responsible  physician  must  supply  the  State 
Medical  Board  with  information  pertaining  to 
the  scope  of  the  P.T.A.’s  function.  The  super- 
vising physician  is  required  to  sign  all  prescrip- 
tions. 

The  credentialling  of  Registered  Nurse  Practi- 
tioners was  authorized  by  the  passage  of  Act  613 
of  1979  and  empowered  the  State  Board  of  Nurs- 
ing to  develop  regulations  pertaining  to  the  edu- 
cational requirements  and  scope  of  practice. 
These  regulations  require  that  the  Registered 
Nurse  Practitioner  must  function  under  the  di- 
rection of  a licensed  physician.  Nurse  Practi- 
tioners are  not  allowed  to  sign  prescriptions. 
Regulations  pertaining  to  education  include  a 
minimal  requirement  of  a two-year  nursing  pro- 
gram plus  additional  nine  months  training. 


Arkansas  Medical  Society  Position 

The  efforts  of  the  Arkansas  Medical  Society  are 
directed  towards  the  end  that  the  people  of  Ar- 
kansas receive  excellence  in  health  care.  This  ex- 
cellence can  best  be  accomplished  by  supplying 
continuous  comprehensive  care  to  all  citizens  by 
competently  trained  physicians.  Because  of  the 
present  physician  maldistribution,  adequately 
trained  physician  extenders  may  be  necessary  in 
some  situations  to  assist  in  overcoming  deficits  in 
health  care  delivery  in  Arkansas. 

The  Arkansas  Medical  Society  believes  that  the 
training  programs  preparing  physician  extenders 
should  be  constantly  monitored  to  assure  the 
quality  of  training  provided.  Clinical  training  of 
primary  care  physician  extenders  must  be  under 
the  direct  supervision  of  a practicing  primary 
care  physician  in  a program  approved  by  the  Ar- 
kansas State  Medical  Board. 

The  Arkansas  Medical  Society  believes  that  the 
physician  extenders  should  be  certified  by  the  Ar- 
kansas State  Medical  Board  because  these  indi- 
viduals functioning  in  this  expanded  role  under 
the  supervision  of  a practicing  physician  are  in- 
deed practicing  medicine  as  defined  by  the  Med- 
ical Practice  Act. 

The  Arkansas  Medical  Society  believes  that  the 
physician  extender  should  function  as  part  of  a 
health  care  team  headed  by  a practicing  licensed 
physician.  The  physician  extender  should  not 
function  as  an  independent  health  practitioner 
but  should  be  employed  as  a means  of  providing 
care  under  specific  guidelines  and  protocols  un- 
der the  direction  and  responsible  supervision  of 
the  practicing  physician. 

The  supervising  physician  should  maintain  re- 
sponsibility for  the  quality  of  care  provided  by 
the  physician  extender.  Since  certain  aspects  of 
medical  care  are  delegated  to  physician  extend- 
ers, it  is  of  paramount  importance  that  there  be 
a close  working  relationship  between  the  phy- 
sician extender  and  the  supervising  physician. 

The  Arkansas  Medical  Society  believes  that  the 
most  effective  method  to  insure  quality  medical 
care  utilizing  physician  extenders  is  that  which 
involves  on-sight  supervision  by  a practicing  phy- 
sician supervising  no  more  than  two  physician  ex- 
tenders at  one  time.  This  close  working  relation- 
ship assures  the  pursuit  of  excellence  and  the  de- 
livery of  high  quality  care  to  the  people.  The 
breadth  and  depth  of  the  physician’s  education 
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and  experience  is  necessary  to  assure  accurate 
diagnosis  and  to  outline  appropriate  treatment 
programs. 

The  scope  of  function  of  physician  extenders 
working  in  hospital  settings  should  be  specified 
by  the  granting  of  privileges  normally  utilized  by 
the  hospital  medical  staff.  The  employing  prac- 
ticing physician  must  be  solely  responsible  for  the 
physician  extender  in  both  hospital  and  office 
settings. 

The  Arkansas  Medical  Society  believes  that 
physician  extenders  can  be  a valuable  member  of 
the  health  care  team,  and  can  extend,  to  a degree, 
the  effectiveness  of  a physician’s  services;  how- 
ever, the  ultimate  solution  to  providing  availabil- 
ity of  quality  medical  care  to  all  citizens  is  the 
training  and  proper  distribution  of  physicians. 

State  and  Eighth  Councilor  District 
Professional  Relations  Committee 
Richard  M.  Logue,  M.D.,  Chairman 

There  has  been  no  activity  of  the  Professional 
Relations  Committee  for  the  Eighth  Councilor 
District  in  1980.  There  is  an  on-going  investiga- 
tion by  this  Committee,  and  others,  related  to  an- 
other district.  This,  so  far,  has  not  been  resolved 
but  will  be  carried  to  conclusion. 

Tenth  Councilor  District 
Professional  Relations  Committee 
Samuel  E.  Landrum,  M.D.,  Chairman 

The  Tenth  Councilor  District  Professional  Re- 
lations Committee  has  reviewed  three  complaints 
relating  to  care  or  fees  by  three  different  phy- 
sicians since  our  last  report.  All  complaints  ap- 
parently were  met  to  the  satisfaction  of  those  who 
inquired  and  no  cause  for  action  against  any  of 
the  three  physicians  was  found. 

Fifth  Councilor  District 
George  Warren,  M.D.,  Councilor 

The  Fifth  Councilor  District  of  the  Arkansas 
Medical  Society  held  its  annual  meeting  in  El 
Dorado,  Arkansas,  Wednesday,  January  21,  1981, 
at  the  El  Dorado  Golf  and  Country  Club.  The 
routine  business  session  included  a report  from 
the  councilors  on  the  activity  that  has  been  going 
on  in  the  Council  meeting  since  the  last  State 
Society  meeting  the  the  Spring,  1980. 

Among  items  reported  were  (1)  the  proposal  of 
changes  in  the  dues  structure;  (2)  a report  on  the 
changes  contemplated  in  the  retirement  program 


and  other  proceedings  which  have  occurred  at  the 
regular  Council  meetings. 

A request  for  participation  in  the  State  Medical 
meeting  in  Little  Rock,  April  26,  27,  28,  and  29, 
was  issued  to  all  those  in  attendance.  George 
Warren  was  renominated  by  the  Fifth  Councilor 
District  for  presentation  to  the  Nominations 
Committee  at  the  State  meeting  for  another  two- 
year  term  subject  to  the  action  of  the  House  of 
Delegates  in  April. 

Our  perennial  secretary,  Wayne  Elliott,  ar- 
ranged a very  good  program  for  us  and  was  re- 
elected to  this  position  by  acclamation.  In  an- 
ticipation of  the  effort  to  have  the  councilor  dis- 
tricts secure  a member  for  the  Nominating  Com- 
mittee at  their  annual  meeting,  K.  R.  Duzan  was 
elected  to  represent  our  district  on  the  Nomina- 
tions Committee  in  April.  The  time  was  set  for 
the  third  Wednesday  in  January,  1982,  for  our 
next  Fifth  Councilor  District  meeting. 

Speaker  for  the  evening  was  R.  R.  Matthews, 
Department  of  Psychiatry,  University  of  Arkansas 
for  Medical  Sciences  in  Little  Rock,  who  delivered 
a talk  on  “Treatment  of  Sexual  Dysfunction.’’ 

Eighth  Councilor  District 
W.  Ray  Jouett,  M.D.,  Councilor 
William  N.  Jones,  M.D.,  Councilor 

Following  are  listed  the  activities  of  the  Eighth 
Councilor  District  during  the  year  1980: 

1.  Held  five  meetings  during  the  year. 

2.  Heard  a presentation  on  a proposed  HMO 
Feasibility  Study  by  Central  Arkansas  Baptist 
Hospital. 

3.  Adopted  a resolution  to  be  presented  to  the 
Board  of  the  State  Mental  Health  Services  urging 
the  appointment  of  a Board  Certified  Psychiatrist 
to  fill  the  vacancy  as  director  of  the  institution. 

4.  Approved  the  financial  underwriting  of  a 
one-time  nursing  scholarship  by  the  Auxiliary  to 
honor  deceased  President  of  the  Pulaski  County 
Medical  Society,  Dr.  Julian  Foster. 

5.  Encouraged  members  to  attend  a meeting 
on  Mental  Health  of  the  Elderly  sponsored  by 
Senator  David  Pryor. 

6.  Adopted  a memorial  resolution  honoring 
the  late  Mr.  Eugene  Warren. 

7.  Heard  an  address  by  the  Secretary  of  the 
State  Medical  Board,  Dr.  Joe  Verser. 

8.  Assisted  financially  in  the  local  hospital 
council’s  publicity  program  to  help  attract  mem- 
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bership  of  responsible  consumer  representatives 
in  tlie  Central  Arkansas  Health  Systems  Agency. 

9.  Contributed  $500  to  the  Aldersgate  Medical 
Camp  for  children. 

10.  Heard  periodic  reports  on  the  Health  De- 
partment’s program  for  hypertension  screening. 

11.  Assisted  the  Auxiliary  in  the  promotion  of 
their  charity  fund-raising  program  in  the  form  of 
a pre-football  game  “Warm  Up  Party.” 

12.  Maintained  active  liaison  with  the  Central 
Arkansas  Health  Systems  Agency  through  the 
Society’s  two  representatives. 

13.  Took  action  to  seek  physician  representa- 
tion on  the  newly  formed  Core  Task  Force  For 
Prevention  of  Teen-Age  Pregnancies. 

14.  Honored  all  new  members  and  wives  at  a 
banquet. 

15.  Approved  a proposal  that  the  Little  Rock 
City  Board  proceed  to  Phase  II  in  a study  having 
to  do  with  the  implementation  of  life  support 
measures  to  be  provided  by  ambulance  companies. 

16.  Featured  the  Pulaski  County  Coroner  at  a 
meeting  at  which  time  the  duties  of  the  Coroner’s 
Office  were  explained. 

17.  Maintained  liaison  with  medically  oriented 
organizations  in  the  area. 

Ninth  Councilor  District 
Morriss  M.  Henry,  M.D.,  Councilor 
Rhys  Williams,  M.D.,  Councilor 

A councilor  district  meeting  was  held  on  De- 
cember 4,  1980,  with  physicians  and  spouses 
present. 

The  “Legislative  Alert”  newsletters  from  the 
Society  headquarters  were  reviewed  in  detail  and 
there  was  discussion  of  the  impact  of  the  various 
legislative  proposals.  Morriss  Henry,  a member 
of  the  State  Senate,  answered  questions  from 
members  on  legislation  considered  in  the  interim 
sessions  of  legislative  committees. 

Dr.  Henry  presented  information  to  the  district 
members  on  business  items  under  consideration 
by  the  State  Society.  He  discussed  the  study  of 
Society  reserves  and  the  proposal  for  a reduction 
of  State  Society  dues.  The  members  in  the  dis- 
trict decided  to  take  no  action  on  the  question 
until  further  information  is  received. 

Report  of  the  Council 
John  P.  Burge,  M.D.,  Chairman 

The  Council  of  the  Arkansas  Medical  Society 
met  on  Sunday,  June  29,  1980,  at  the  Camelot  Inn 


in  Little  Rock  and  transacted  the  following 
business: 

1.  Morriss  Henry  presented  suggestions  from 
the  Washington  County  Medical  Society  re- 
garding changes  in  the  Annual  Session  sched- 
uling to  increase  interest  and  attendance. 
After  discussion,  the  Council  voted  to  change 
the  meeting  time  for  the  Annual  Session  from 
Sunday  tlirough  Wednesday  to  Thursday 
through  Sunday  as  soon  as  feasible.  The 
Council  further  voted  to  study  changing  of 
the  meeting  format  with  a report  to  be  pre- 
sented to  the  Council  for  approval.  Chair- 
man Burge  appointed  Dr.  Jack  Blackshear 
(Chairman),  Dr.  Larry  Lawson,  Dr.  Neil 
Sims,  Dr.  Amail  Chudy  and  Dr.  Steve  Wilson 
to  this  study  committee. 

2.  The  Council  voted  to  establish  the  following 
policies  regarding  expense  allowance  for  the 
president  and  president-elect  of  the  Society 
and  certain  convention  expense  as  follows: 

(A)  Complimentary  tickets  are  to  be  fur- 
nished to  all  individuals  seated  on  the 
dais  at  the  convention  inaugural  ban- 
quet. 

(B)  Eight  complimentary  tickets  for  the  in- 
augural banquet  are  to  be  made  avail- 
able to  the  incoming  president  for  his 
guests  attending  his  inaugural. 

(C)  The  Society  is  to  pay  the  hotel  bill  of 
both  the  president  and  president-elect  at 
the  annual  meeting. 

(D)  Expenses  be  authorized  for  both  the 
president  and  president-elect  to  attend 
the  American  Medical  Association  Lead- 
ership Conference  each  year. 

(E)  Expenses  be  authorized  for  both  the 
president  and  president-elect  to  attend 
one  of  the  two  meetings  of  the  American 
Medical  Association  House  of  Delegates 
each  year. 

(F)  The  Society  will  pay  reasonable  expenses 
of  the  president  and  president-elect  in 
addition  to  the  above-listed  items. 

The  Council  voted  to  make  the  authori- 
zation for  the  expenses  retroactive  to  the 
1980  Annual  Session. 

(Fiscal  Note:  It  is  estimated  that  items 
authorized  above  will  increase  the  So- 
ciety expense  budget  for  approximately 
$5,000  per  year.) 

3.  The  Council  considered  the  vacancy  on  the 
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Medical  Services  Review  Committee  for  the 
Radiology  position  and  selected  Donald  C. 
Riley  of  Russellville  to  fill  the  vacancy. 

4.  The  Council  considered  the  mileage  allow- 
ance paid  to  members  of  the  Council  and 
voted  to  keep  the  payment  at  150  per  mile. 

5.  James  Kolb  of  the  Committee  on  National 
Legislation  and  James  Weber  reported  for 
Society  representatives  making  a trip  to 
Washington  to  visit  with  the  Arkansas  Con- 
gressional delegation. 

6.  President  Kutait  discussed  the  officer  retreat 
proposed  in  his  inaugural  address  and  recom- 
mended that  the  Council  endorse  the  concept 
and  appoint  a committee  to  work  out  details. 
The  Council  requested  that  the  chairman  ap 
point  an  ad  hoc  committee  of  the  Council  to 
study  the  feasibility  of  a weekend  retreat  for 
officers  and  report  back  to  the  Council. 

7.  The  Council  made  appointments  to  the 
Board  of  Trustees  of  the  Society  Pension 
Plan  as  follows: 

Dr.  T.  E.  Townsend,  appointed  to  fill  the  un- 
expired term  of  Mr.  Schaefer  (term  expires 
April  1983) 

Dr.  George  F.  Wynne,  appointed  to  succeed 
Dr.  Ben  Saltzman  (term  expires  April 
1984) 

8.  President  Kutait  reported  for  the  Reorgani- 
zational  Study  Committee  and  submitted  the 
following  recommendation: 

“That  the  Council  favorably  consider  limi- 
tation of  tenure  of  councilors  to  three  two- 
year  terms  with  two  years  off  before  being 
eligible  for  re-election.  The  committee  fur- 
ther recommended  that  the  mechanism  for 
implementation  be  worked  out  by  the  Coun- 
cil and  not  referred  back  to  the  committee.” 
There  was  considerable  discussion  on  limi- 
tation of  tenure  for  councilors,  with  the  ma- 
jority against  limitation.  The  Council  then 
voted  to  request  that  the  Constitutional  Re- 
vision Committee  draft  amendments  to  the 
Constitution  and  Bylaws  to  provide  that 
councilor  districts  would  actually  hold  elec- 
tions prior  to  the  Annual  Session  of  the 
Society  to  elect  the  councilor  for  the  councilor 
vacancy  occurring  at  that  Annual  Session. 

9.  Dr.  Kutait  requested  an  expression  of  opin- 
ion from  the  Council  on  limitation  of  tenure 
for  Society  officers,  since  that  issue  is  being 
considered  by  the  Reorganizational  Study 


Committee.  The  Council  went  on  record 
as  being  generally  opposed  to  limitation  of 
tenure  for  its  officers. 

10.  James  Weber,  Chairman  of  the  Legislative 
Committee,  reported  to  the  Council  that  the 
State  Medical  Board  had  proposed  regula- 
tions which  would  limit  to  two  the  number 
of  registered  nurse  practitioners  employed  or 
supervised  by  a licensed  physician.  Upon 
motion  of  Kutait,  the  Council  voted  to  write 
the  State  Legislative  Council  endorsing  the 
concept  of  having  only  two  nurse  practition- 
ers employed  or  supervised  by  a physician 
and  providing  a copy  of  an  article  from 
Medical  Economics  regarding  a pediatrician’s 
use  of  pediatric  physician’s  assistants.  The 
motion  included  directions  to  forward  a copy 
of  the  letter  to  the  Director  of  the  State 
Health  Department. 

The  Council  met  on  Sunday,  September  7, 
1980,  at  the  Camelot  Inn  in  Little  Rock  and  trans- 
acted the  following  business: 

1.  Minutes  of  the  Executive  Committee  meet- 
ings held  on  July  11th  and  July  30th  were 
presented  for  approval  by  the  Council.  The 
minutes  of  the  July  11th  meeting  were  as 
follows: 

The  Executive  Committee  was  contacted 
concerning  the  changing  of  dates  of  the  An- 
nual Session  from  Sunday  through  Wednes- 
day to  Thursday  through  Sunday  as  in- 
structed by  the  Council.  Meeting  dates  were 
available  in  Hot  Springs  in  1982  and  1983 
at  the  Arlington  Hotel.  The  1982  meeting 
could  be  scheduled  April  29th  through  May 
2nd  and  the  1983  meeting  April  21st  through 
the  24th.  The  Executive  Committee  ap 
proved  having  two  consecutive  meetings  in 
Hot  Springs  as  there  were  no  available  dates 
in  Little  Rock  for  the  meeting  to  be  held  the 
latter  part  of  the  week. 

The  Council  then  approved  the  minutes  of 
tlie  Executive  Committee  for  July  11th  and 
July  30th  as  presented, 

2.  Chairman  Burge  then  reported  on  actions  of 
the  Executive  Committee  taken  August  27th, 
as  follows: 

(A)  Approved  Medical  Society  support  of 
Amendment  59  to  the  State  Constitu- 
tion; 

(B)  Approved  the  request  of  the  Arkansas 
Department  of  Human  Services  for  en- 
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dorsement  of  its  grant  proposal  for  fund- 
ing of  a workshop  and  resource  develop- 
ment for  training  of  primary  care  pro- 
viders in  alcohol,  drug  and  mental  health 
programs; 

(C)  Recommended  that  the  Medical  Society 
group  plan  with  Blue  Cross -Blue  Shield 
not  be  expanded  to  include  employees 
of  physicians  and  their  families  because 
of  problems  encountered  in  implementa- 
tion. 

The  actions  were  approved  by  the  Council. 

3.  The  Council  voted  to  schedule  the  1984  An- 
nual Session  for  April  11-15  at  the  Camelot 
Inn  and  Convention  Center  in  Little  Rock. 

4.  The  Council  endorsed  the  proposed  revision 
of  the  State  Medical  Board’s  “Regulation  10” 
pertaining  to  nurse  practitioners. 

5.  Joe  Verser,  delegate  to  the  American  Medical 
Association,  reported  on  the  recent  meeting 
of  the  AMA  House  of  Delegates. 

6.  Carol  Hogue  of  the  University  of  Arkansas 
Medical  Sciences  Campus  discussed  the  pro- 
posed Arkansas  Reproductive  Health  Moni- 
toring Program.  The  Council  voted  to  go  on 
record  as  supporting  the  proposal. 

7.  The  Council  heard  Mr.  Paul  Schaefer  discuss 
the  Arkansas  Medical  Society  Employees 
Pension  Plan.  Paul  Cornell  presented  the 
following  recommendations  of  the  Ad  Hoc 
Committee  on  Study  of  the  Pension  Plan: 

(A)  That  the  pension  plan  for  Society  em- 
ployees be  changed  from  a defined  bene- 
fit plan  to  a defined  contribution  plan. 

(B)  That  vesting  remain  the  same  as  in  the 
present  plan. 

(C)  That  the  plan  not  include  a provision 
for  CPI  adjustment. 

(D)  That  the  Society’s  contribution  to  the 
plan  be  computed  on  the  basis  of  gross 
salary,  excluding  fringe  benefits.  Salary 
was  defined  as  including  bonuses. 

(E)  That  the  Society  contribution  be  8%  of 
salary  with  a minimum  3%  mandatory 
contribution  by  the  employee. 

(F)  That  special  consideration  be  given  to 
the  situation  of  Miss  Thompson,  who 
would  be  penalized  in  her  retirement  be- 
cause of  the  change  to  the  defined  con- 
tribution plan.  (Note:  Figures  presented 
indicated  only  Miss  Thompson  and  Dr. 


Long  would  be  adversely  affected  by 
change.) 

Stanley  Applegate  presented  recommenda- 
tions from  the  Pension  Plan  Board  of  Trust- 
ees as  follows: 

(A)  If  the  Council  feels  changes  must  be 
made  in  the  employee  retirement  pro- 
gram, the  present  plan  should  be  re- 
tained for  the  three  fully-vested  em- 
ployees (Leah  Richmond,  Dorothy 
Thompson,  and  Peggie  Branham). 

(B)  The  Council  should  be  reminded  that 
a 10%  limit  has  been  placed  on  the  CPI 
adjustment  under  the  pension  plan,  with 
integration  of  Social  Security  increases 
to  further  reduce  the  pension  benefit. 
The  trustees  felt  that  there  should  be 
no  further  reduction  in  this  provision  of 
the  retirement  program  at  this  time. 

(C)  If  the  Council  feels  that  any  significant 
changes  must  be  made  in  the  employee 
retirement  program,  no  such  changes  be 
considered  until  competitive  proposals 
from  new  sources  are  presented.  The 
Board  further  recommended  that  an 
audit  of  the  present  plan,  including 
present  values  of  benefits,  be  made  by 
an  independent  actuary. 

McCrary  moved  that  the  Council  accept  the 
recommendations  of  the  Ad  Hoc  Committee 
with  two  exceptions:  (1)  there  be  an  annual 
review  by  the  Board  of  Trustees  to  monitor 
the  effect  of  inflation  on  the  retirement 
benefit  of  employees  and  that  the  Board  re- 
port to  the  Council  on  the  monitoring  of  the 
inflation  factor,  and  (2)  that  appropriate 
action  be  taken  so  that  Miss  Thompson  and 
Dr.  Long  would  not  be  penalized  in  retire- 
ment benefit  because  of  the  change  to  the 
defined  contribution  plan. 

Chairman  Burge  expressed  appreciation  to 
the  Ad  Hoc  Committee  for  their  work.  He 
then  asked  for  a show  of  hands  on  voting 
members  of  the  Council  present  and  asked 
that  the  Council  members  not  abstain  from 
voting  on  the  issue. 

Wilkins  made  a substitute  motion  that  there 
be  no  mandatory  3%  contribution  by  the 
employees.  Mann  pointed  out  that  this 
would  reduce  the  retirement  benefit  of  the 
employees.  Figures  were  presented  which  in- 
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dicated  that  four  employees  would  have  their 
retirement  benefit  reduced  if  such  a plan 
were  adopted. 

Andrews  then  made  a substitute  motion  that 
the  Council  accept  the  report  of  the  Ad  Hoc 
Committee  with  the  following  exceptions; 

(A)  employees  not  be  required  to  contribute 
3%  of  their  salary  to  the  plan; 

(B)  the  Society  contribution  to  the  plan  be 
11%  of  salary  for  each  employee. 

The  motion  carried  with  two  opposition 
votes. 

The  motion  by  Wilkins  was  then  withdrawn. 

The  Council  met  on  Sunday,  November  16, 
1980,  at  the  Sheraton  Inn  in  Fort  Smith  and  trans- 
acted the  following  business: 

1.  Approved  actions  of  the  Executive  Commit- 
tee in  meetings  held  on  Septembei'  24th  and 
October  30th.  The  actions  of  the  meeting  on 
October  30th  were  as  follows: 

(A)  Discussed  a request  from  the  Arkansas 
Junior  Medical  Auxiliary  for  a contribu- 
tion to  defray  the  expenses  of  a Financial 
Planning  Seminar  to  be  held  November 
8th  at  the  Medical  Center.  The  Execu- 
tive Committee  voted  to  approve  this 
request. 

(B)  Discussed  the  membership  application 
of  Dr.  Nabil  K.  Bissada  who  is  located 
in  Saudi  Arabia.  After  much  discussion, 
it  was  felt  that  Dr.  Bissada  should  be 
continued  as  a member  of  the  State  So- 
ciety and  recommended  that  his  dues  be 
accepted  and  carried  on  the  rolls  as  a 
member  of  the  State  Society.  The  Ex- 
ecutive Committee  realized  that  this  did 
not  follow  precedent  but  in  view  of  his 
desire  to  continue  membership  and  the 
fact  that  he  had  been  a member  in  good 
standing  when  he  left  the  United  States 
and  there  was  no  way  for  him  to  partici- 
pate in  any  county  activities  that  an  ex- 
ception should  be  made  in  this  case. 

(C)  Approved  sending  James  Weber  to  the 
Seventh  American  Medical  Association 
State  Health  Legislation  meeting  in  Key 
Biscayne,  Florida,  January  4-7,  1981. 

(D)  Considered  the  request  from  Linda  Bil- 
heimer,  Arkansas  Department  of  Health, 
who  had  requested  appointment  of  a 
member  to  the  Long  Term  Care  Task 
Force  and  recommended  that  a member 


of  the  headquarters  staff  serve  in  this 
capacity  until  such  time  they  felt  there 
would  be  need  for  physician-member 
input. 

2.  Kemal  Kutait,  Chairman  of  the  Reorganiza- 
tional  Study  Committee,  presented  a report 
from  his  committee.  The  Council  voted  on 
each  recommendation  from  the  committee. 
Recommendation  No.  1;  The  immediate 
past  president  of  the  Society  be  made  a 
voting  member  of  the  Executive  Commit- 
tee of  the  Council. 

The  recommendation  was  referred  to  the 
Constitutional  Revision  Committee. 
Recommendation  No.  2:  Delegates  be  elected 
by  the  county  society  to  serve  for  the  cal- 
endar year  based  on  the  State  Society  mem- 
bership of  the  component  society  at  the 
end  of  the  prior  year. 

The  recommendation  was  referred  to  the 
Constitutional  Revision  Committee. 
Recommendation  No.  3:  The  nominating 
committee  be  selected  as  it  is  now  with  one 
member  from  each  district  selected  by 
members  of  the  House  from  that  district 
(hopefully  this  would  be  done  at  a coun- 
cilor district  meeting  held  prior  to  the  an- 
nual se^ion)  and  the  members  of  the  nomi- 
nating committee  confirmed  by  the  House 
and  announced  on  the  first  day  of  the  an- 
nual session.  The  nominating  committee 
would  be  required  to  submit  its  proposed 
slate  of  officers  of  one  or  more  nominees 
for  each  position  by  February  1.  The  re- 
|X)rt  would  then  be  published  in  the  con- 
vention issue  of  the  Society  Journal.  The 
election  process  would  otherwise  be  carried 
out  as  at  present. 

The  Council  voted  to  delete  the  words  "as 
it  is  now”  in  the  first  sentence  of  the  recom- 
mendation. 

The  Council  voted  to  refer  the  recommen- 
dation as  amended  to  the  Constitutional 
Revision  Committee. 

The  committee  also  requested  authority  from 
the  Council  to  ask  the  Society’s  legal  counsel 
to  meet  with  the  committee  to  explore  the 
advisability  of  employment  contracts  for  ex- 
ecutives of  the  headquarters  staff.  During 
the  discussion  of  this  request,  the  commit- 
tee advised  the  Council  that  it  asked  for  au- 
thorization because  it  felt  hourly  charges  for 
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legal  fees  would  be  involved  and  that  the 
intent  of  the  committee  was  only  to  explore 
the  advisability  of  employment  contracts. 
The  committee  would  consider  information 
received  and  decide  on  whether  or  not  to 
make  any  recommendations  to  the  Council. 
Legal  counsel  advised  that  costs  involved 
would  be  covered  by  the  retainer;  therefore, 
no  action  was  taken  by  the  Council. 

3.  George  Mitchell,  president  of  Arkansas  Blue 
Cross -Blue  Shield,  discussed  medical  care 
costs  and  the  proposed  establishment  of  the 
Arkansas  Commission  on  Health  Care  Cost 
Effectiveness.  The  Council  voted  to  endorse 
the  concept  of  the  proposal  as  presented  by 
Dr.  Mitchell. 

4.  The  Council  voted  to  authorize  expenses  for 
five  officers  of  the  Society  to  attend  the  1981 
Leadership  Conference  of  the  American 
Medical  Association.  The  five  physicians 
are  in  addition  to  the  president  and  presi- 
dent-elect who  would  automatically  be  au- 
thorized to  attend  by  earlier  Council  action. 

5.  Heard  legal  counsel  discuss  a proposal  for 
Association  Professional  Liability  Insurance. 
The  Council  agreed  to  provide  legal  counsel 
and  indemnity  to  the  staff  of  the  Arkansas 
Medical  Society  in  the  event  of  suit  arising 
out  of  activities  relevant  to  the  duties  of  the 
staff,  except  for  willful  misconduct.  A de- 
cision on  a policy  providing  liability  insur- 
ance was  deferred  until  further  study  could 
be  made  by  legal  counsel. 

6.  William  Jones  presented  information  he  had 
compiled  on  the  reserve  funds  of  the  Society. 
He  moved  that  the  Council  of  the  Arkansas 
Medical  Society  recommend  to  the  House  of 
Delegates  at  its  meeting  on  November  16 
that  dues  be  reduced  to  $175  effective  Janu- 
ary 1,  1981.  After  discusion,  Williams  made 
a substitute  motion  directing  the  Budget 
Committee  to  thoroughly  study  the  Society 
reserves  and  report  to  the  Council  at  its  next 
meeting. 

Dr.  Williams’  substitute  motion  carried. 

7.  The  Council  directed  that  an  official  ex- 
pression of  appreciation  be  forwarded  to 
American  Physicians  Insurance  Exchange  for 
hosting  the  cocktail  party  on  Saturday,  No- 
vember 15  th. 

The  Council  convened  in  Executive  Session  to 

consider  the  proposed  budget  for  1981. 


.1  R.  Jerry  Mann  moved  acceptance  of  the  pro- 
posed budget  for  1981.  William  Jones  made 
a substitute  motion  that  the  1981  proposed 
budget  be  taken  up  after  the  Council  has 
considered  the  report  from  the  Budget  Com- 
mittee on  reserves  and  a possible  reduction 
in  dues.  The  substitute  motion  carried. 

2.  The  Council  approved  implementation  of 
the  salary  increases  proposed  by  the  Budget 
Committee  effective  January  1,  1981. 

3.  Chairman  Burge  announced  that  he  had  se- 
lected John  Hestir  as  his  appointment  to  the 
Budget  Committee  to  succeed  Ken  Lilly. 

Asa  Crow  moved  that  the  Council  rescind  its 
previous  action  prohibiting  Budget  Commit- 
tee members  from  succeeding  themselves  and 
that  Ken  Lilly  be  reappointed  to  the  Budget 
Committee.  A secret  ballot  was  called  for  on 
the  Crow  motion.  The  motion  lost. 

The  Council  approved  appointment  of  John 
Hestir  to  the  Budget  Committee. 

The  Council  voted  to  change  the  terms  of 
membership  for  staggered  terms  on  the 
Budget  Committee  to  a calendar-year  basis. 

The  Council  met  on  Sunday,  February  1,  1981, 
at  the  Camelot  Inn  in  Little  Rock  and  transacted 
the  following  business; 

1.  Approved  the  report  of  the  Executive  Com- 
mittee covering  meetings  held  November  26, 
1980;  December  17,  1980;  and  January  28, 
1981.  The  actions  of  the  meeting  on  Novem- 
ber 26th  were  as  follows: 

(A)  Approved  the  report  of  the  Legislative 
Committee  as  made  at  the  mid-winter 
meeting  and  recommended  that  it  be 
the  position  of  the  Society  in  regard  to 
the  upcoming  session  of  the  Legislature. 

(B)  Approved  the  rental  of  an  apartment  for 
Ken  LaMastus  starting  in  December 
rather  than  January  to  cover  the  special 
work  being  done  for  Governor-elect 
White  in  regard  to  the  assessment  of  the 
Arkansas  Health  Department. 

The  actions  of  the  meeting  on  January  28th 
were  as  follows: 

(A)  Approved  the  nomination  of  physicians 
to  serve  on  the  Regional  Medicaid  Drug 
Utilization  Committee  as  follows;  Re- 
gion I,  Dr.  Nathan  Austin  of  Russell- 
ville; Region  IV,  Dr.  Horace  L.  Green 
and  Dr.  William  F.  Harper,  both  of  Pine 
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Bluff,  and  Region  V,  Dr.  Asa  Warmack 
of  Hope. 

(B)  Directed  that  repeat  attendance  at  the 
American  Medical  Association  Leader- 
ship Conference  would  not  be  author- 
ized for  Society  officers  and  councilors 
for  at  least  five  years  after  their  initial 
attendance,  with  the  exception  of  those 
attending  in  their  capacity  as  president 
and  president-elect. 

(C)  Discussed  the  position  of  the  State 
Health  Director  and  voted  unanimously 
to  recommend  Dr.  Asa  Crow  to  Gov- 
ernor White  for  his  consideration  of  this 
appointment. 

(D)  Heard  a lengthy  discussion  and  gave 
considerable  consideration  to  the  recent 
“20/20”  program  relative  to  Boone 
County  and  Dr.  Rhys  Williams.  The 
Executive  Committee  voted  to  refer  this 
to  the  Society’s  grievance  committee  for 
their  investigation  and  decision  concern- 
ing any  appropriate  action  which  the 
Society  should  take. 

2.  James  Weber  reported  on  an  AMA  confer- 
ence on  state  legislation  which  he  attended 
as  a representative  of  the  Society. 

3.  Legal  Counsel  Mike  Mitchell  reported  to  the 
Council  on  the  lawsuit  by  the  Arkansas  State 
Nurses  Association  naming  the  Society,  Dr. 
Kutait,  and  Dr.  Weber  as  defendants.  Mr. 
Mitchell  advised  that  on  behalf  of  the  So- 
ciety, Dr.  Kutait,  and  Dr.  Weber,  he  would 
file  on  February  2,  1981,  a motion  to  dismiss 
the  complaint  for  failure  to  state  a claim 
under  the  Sherman  Anti-Trust  Act. 

4.  Mr.  Mitchell  reported  to  the  Council  on  his 
study  of  the  two  proposals  received  regard- 
ing association  professional  liability  insur- 
ance. The  Council  voted  to  appoint  an  ad 
hoc  committee  to  be  charged  with  presenting 
recommendations  to  the  Council  on  (1)  the 
feasibility  of  purchasing  such  coverage,  and 
(2)  selection  of  a policy.  The  chairman  is 
to  make  appointments  to  the  ad  hoc  com- 
mittee. 

5.  The  Council  appointed  Sybil  Hart  of  Blythe- 
ville  to  the  First  Coimcilor  District  Profes- 
sional Relations  Committee. 

6.  Frank  Morgan,  chairman  of  the  Annual  Ses- 
sion Committee,  briefly  reviewed  proposed 
changes  in  the  evening  functions  during  the 


1981  Annual  Session.  The  proposal  was  for 
the  Blue  Cross- Blue  Shield  party  to  be  held 
on  Sunday  evening,  a western-style  party  on 
Monday  evening  as  the  only  function  with 
ticket  sales,  and  the  inaugural  ceremony  on 
Tuesday  evening  to  be  staged  theatre-style 
and  followed  by  the  Council-hosted  recep- 
tion. There  would  be  no  banquet.  The 
Council  voted  approval  of  the  recommenda- 
tions of  the  Annual  Session  Committee  as 
presented  by  Dr.  Morgan. 

7.  James  Weber  reported  to  the  Council  for 
the  Committee  on  Medical  Legislation.  He 
indicated  that  the  major  issues  before  the 
Legislature  are  the  proposed  bills  on  abor- 
tion, Medicaid  fraud,  and  licensing  of  social 
workers.  He  expressed  appreciation  to  the 
physicians  who  served  as  “Doctor  of  the  Day” 
during  the  legislative  session. 

8.  The  Council  voted  to  endorse  the  Advanced 
Trauma  Life  Support  Course  sponsored  by 
the  American  College  of  Surgeons  and  to 
contribute  $500  toward  financing  of  the 
initial  course.  The  Council  further  voted  to 
recommend  that  the  State  Health  Depart- 
ment give  financial  support  to  the  program. 

9.  The  Council  voted  to  postpone  action  on  a 
request  for  Society  endorsement  of  hospice 
programs  until  the  president  of  the  Arkan- 
sas Hospice  Association,  Carolyn  Wilson, 
could  be  present  to  discuss  the  issue  with  the 
Council. 

10.  The  Council  heard  Mrs.  Warren  Boop,  presi- 
dent of  the  Arkansas  Medical  Society  Aux- 
iliary, discuss  the  tax  status  of  the  Auxiliary. 
The  Council  voted  to  endorse  the  Auxiliary’s 
decision  to  apply  for  a tax-exempt  status. 

11.  The  Council  approved  a request  from  the 
Board  of  Trustees  of  the  Pension  Plan  that 
they  be  authorized  to  expend  up  to  $1,000  to 
engage  an  independent  enrolled  actuary  for 
a review  and  evaluation  of  the  pension  plan 
and  the  figures  presented  to  the  Society  and 
the  plan  participants.  Stanley  Applegate, 
speaking  for  the  Board  of  Trustees,  advised 
that  the  Board  will  report  back  to  the  Council 
at  its  April  meeting. 

12.  Ken  Lilly,  as  chairman  of  the  Budget  Com- 
mittee for  the  1981  Society  budget,  reported 
that  the  committee  had  studied  the  reserves 
of  the  Society  and  recommended  that  there 
be  no  change  in  the  dues  at  this  time.  Dr. 
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Lilly’s  motion  was  approved  by  vote  of  the 
Council. 

13.  Ken  Lilly  presented  the  proposal  from  the 
Budget  Committee  for  the  Society’s  1981 
budget.  He  presented  the  Budget  Commit- 
tee’s recommendation  that  committee  mem- 
bers not  be  paid  mileage  for  travel  to  com- 
mittee meetings.  The  proposed  budget  was 
approved  by  the  Council. 

14.  The  Council  voted  support  and  endorsement 
of  the  Professional  Standards  Review  Organi- 
zation of  the  Arkansas  Foundation  for  Med- 
ical Care.  The  Council  directed  that  the  Ar- 
kansas Congressional  delegation  be  con- 
tacted urging  support  of  the  PSRO  program. 

Report  of  the  Executive  Vice  President 
C.  C.  Long,  M.D. 

During  the  year  of  1980,  the  executive  staff  of 
the  Medical  Society  was  involved  in  a number  of 
projects. 

There  was  a continuation  of  the  efforts  to  ob- 
tain placement  of  physicians  in  the  State,  partic- 
ularly in  the  rural  areas.  We  were  successful  in 
establishing  approximately  one  hundred  thirty 
contacts  between  physicians  and  communities 
desirous  of  getting  doctors  and  we  feel  that  we 
were  directly  responsible  for  twelve  to  fifteen 
physicians  establishing  practice  in  our  State. 

The  Society  staff  has  also  worked  closely  with 
the  Rural  Health  Development  office  in  provid- 
ing information  and  advice  to  rural  communities 
as  to  efforts  they  might  make  to  improve  their 
chances  of  getting  and  retaining  physicians.  This 
has  been  a three-party  effort  — the  Medical 
School’s  placement  division  as  well  as  the  office 
of  Rural  Health  Development  and  the  Medical 
Society.  I feel  that  a new  level  of  cooperation 
between  the  three  has  been  reached  and  that  this 
has  been  beneficial  and  productive  in  obtaining 
physicians  in  the  State. 

The  staff  has  also  worked  with  Burroughs  Well- 
come Drug  Company  in  obtaining  physicians  to 
participate  in  their  radio  programs.  Tape  record- 
ings have  been  made  by  some  seventy-one  physi- 
cians to  be  used  as  a public  service  information 
type  program  by  radio  stations. 

There  has  been  an  ongoing  effort  with  the  com- 
mittees of  the  State  Legislature  during  the  year, 
particularly  the  Budget  Committee  and  Public 
Health  Committee.  We  have  attended  most,  if 
not  all,  of  the  meetings  of  these  committees.  Also 


we  presented  information  to  the  State  Health  Co- 
ordinating Council  and  the  Health  Systems  Agen- 
cies in  the  State  in  areas  pertaining  to  health  care, 
certificate  of  need  and  other  pertinent  points  of 
discussion. 

In  late  November,  Governor-elect  White  re- 
quested that  the  Arkansas  Medical  Society,  along 
with  other  interested  citizens,  evaluate  the  pro- 
grams and  budget  of  the  State  Health  Depart- 
ment. A week  was  spent  in  doing  this.  The  Ex- 
ecutive Committee,  along  with  the  Legislative 
chairman  and  the  chairman  of  the  Medical  Serv- 
ices Review  Committee,  worked  every  day  and 
evening  for  approximately  one  week.  They  were 
joined  by  others  representing  some  of  the  other 
related  fields,  such  as  pharmacy,  veterinary  medi- 
cine, dentists  and  also  from  the  general  business 
community,  in  evaluating  the  programs  and  the 
proposed  budget  of  the  Health  Department  and 
came  up  with  a detailed  recommendation  for 
Governor-elect  White  to  use  in  his  program 
planning. 

In  addition  to  these  special  tasks,  the  routine 
work  of  the  office  occupied  the  time  of  all  mem- 
bers of  the  staff.  This  included  maintenance  of 
membership,  rosters,  the  planning  of  general 
meetings  and  committee  meetings,  and  planning 
and  staffing  of  a delegation  that  went  to  Wash- 
ington and  met  with  our  national  representatives. 

Budget  Committee 
Ken  Lilly,  M.D.,  Chairman 

The  Budget  Committee  submitted  the  follow- 
ing budget  for  1981.  The  complete  budget,  as 
presented  to  the  Council,  is  available  to  members 


upon  request. 

INCOME 

Budget  Item 

1981  Budget 

Membership  Dues 

$392,182.00 

Journal  Advertising 

26,000.00 

Booth  Income 

10,000.00 

Annual  Session 

3,000.00 

AMA  Reimbursement 

3,500.00 

Miscellaneous  and  Rosters 

3,000.00 

Interest 

45,000.00 

Specialty  Desk 

600.00 

Intrav  Reimbursement 

1,000.00 

Ark.  Foundation  for  Medical  Care 

22,050.00 

Continuing  Medical  Education 

500.00 

$506,832.00 
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EXPENSES 


Budget  Item 

1981  Budget 

Salaries 

$173,832.00 

Travel  and  Convention 

40,000.00 

President’s  Travel 

1,500.00 

Taxes 

11,500.00 

Retirement 

19,121.00 

Stationery  and  Printing 

5,000.00 

Office  Supplies  and  Expenses 

12,500.00 

Telephone  and  Telegiaph 

12,000.00 

Rent 

24,000.00 

Postage 

16,000.00 

Insurance  and  Bonds 

9,500.00 

Auditing 

2,500.00 

Council  Expense 

6,000.00 

Lobbying  Activities 

2,000.00 

Journal  Printing 

50,000.00 

Annual  Session 

18,500.00 

Winter  Meeting 

2,000.00 

Dues  and  Subscriptions 

4,500.00 

Gifts  and  Contributions 

1,000.00 

Woman’s  Auxiliary 

1,200.00 

Legal  Services 

16,000.00 

Special  Committee 

1,000.00 

Rural  Health 

550.00 

Miscellaneous 

250.00 

Freight  and  Express 

25.00 

Office  Equipment 

3,000.00 

Continuing  Medical  Education 

500.00 

$433,978.00 

Medical  Education  Foundation  for  Arkansas 
Robert  Watson,  M.D.,  President 

The  Medical  Education  Foundation  for  Arkan- 
sas was  founded  in  1962  by  the  Arkansas  Medical 
Society.  The  stated  purpose  of  this  Foundation 
is  to  promote  and  support  worthy  means  of  bet- 
tering medical  education  in  Arkansas. 

This  Foundation  is  financed  by  a $5.00  a year 
commitment  from  dues  of  each  member  of  the 
State  Medical  Society,  from  memorial  donations, 
and  from  investment  income. 

A most  satisfactory  means  of  fulfilling  the  in- 
tent of  this  Foundation  has  evolved.  During  the 
past  several  years,  a series  of  continuing  teaching 
presentations  has  developed  for  the  University  of 
Arkansas  College  of  Medicine,  known  as  the  Ar- 
kansas Medical  Society  lecture  programs.  Eight 
presentations  are  made  each  year  by  nationally- 
recognized  educators  and  physicians  from 
throughout  the  country  through  whicli  appro- 
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priate  subjects  are  presented  to  the  students  and 
faculty  of  varying  academic  levels. 

These  programs  have  become  most  popular 
with  both  students  and  faculty,  and  are  identi- 
fied to  both  as  “The  Arkansas  Medical  Society 
Lectures.” 

Through  the  support  of  the  State  Medical  So- 
ciety and  through  conscientious  stewardship  of 
your  Foundation  board,  this  educational  program 
is  assured  of  continuing  service  to  the  medical 
students,  to  the  Medical  School,  and  to  the  State 
Medical  Society. 

Report  of  the  Political  Action  Committee 
Ken  Lilly,  M.D.,  Chairman 

The  Board  of  Directors  of  Ark-PAC  met  dur- 
ing the  Arkansas  Medical  Society  meeting  in  Hot 
Springs  in  April  1980.  At  that  meeting,  the  Board 
elected  Virginia  Kutait  as  secretary-treasurer  and 
Ken  Lilly  as  chairman.  Dr.  John  Giller,  an  Or- 
thopaedic Surgeon  from  El  Dorado,  discussed 
with  the  board  his  campaign  for  Lieutenant  Gov- 
ernor of  the  State  of  Arkansas. 

The  Board  was  advised  that  the  Federal  Elec- 
tion Commission  and  the  American  Medical  As- 
sociation Political  Action  Committee  had  final- 
ized a conciliation  agreement.  Under  the  terms 
of  the  agreement,  the  national  and  state  medical 
political  action  committees  were  designated  “con- 
nected” committees.  As  “connected”  committees, 
Ark-PAC  and  AMPAC  aggregate  contributions  to 
any  candidate  cannot  exceed  the  contribution 
limitations  of  FEC  regulations.  Ark-PAC  subse- 
quently signed  a conciliation  agreement  with  the 
FEC  containing  the  same  provisions  of  the 
AMPAC  agreement. 

The  Board  was  advised  that  FEC  regulations 
now  require  the  committee  name  to  include  the 
complete  name  of  the  organization  with  which 
it  is  affiliated.  The  Board  subsequently  voted  to 
change  the  committee  name  to  the  Arkansas  Med- 
ical Society  Political  Action  Committee. 

The  Board  met  again  in  August  1980.  Bill 
Clark,  candidate  for  the  United  States  Senate,  and 
Frank  White,  candidate  for  Governor,  appeared 
before  the  Board  to  discuss  their  campaigns.  Rep- 
resentatives of  the  Arkansas  State  Nurses  Associa- 
tion met  with  the  Board  to  discuss  formation  of 
a political  action  committee  by  the  nurses. 

The  Board  voted  to  increase  the  suggested  con- 
tribution amount  for  PAG  to  $40  for  active  mem- 
bership of  an  individual  physician,  $99  for  sus- 
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taining  membership  of  an  individual,  and  $65  for 
family  memberships. 

The  Board  voted  to  use  promotional  materials 
at  the  1981  Annual  Session  of  the  Arkansas  Med- 
ical Society  in  an  effort  to  increase  participation 
in  PAG. 

The  Board  met  again  in  September  1980  and 
heard  Bill  Clinton  discuss  his  candidacy  for 
Governor. 

The  PAG  Board  met  in  connection  with  the 
winter  meeting  of  the  Arkansas  Medical  Society. 
There  was  considerable  discussion  regarding  the 
committees’  financial  support  of  candidates  dur- 
ing the  1980  elections,  the  political  philosophy  of 
those  contributions,  and  the  committee’s  obliga- 
tion to  the  members  of  PAG. 

Report  of  the 

Arkansas  Foundation  For  Medical  Care 
Paul  C.  Schaefer,  Executive  Director 

Challenges  continue  to  face  the  PSRO  program, 
both  on  a national  scale  and  in  Arkansas.  The 
Arkansas  Foundation  for  Medical  Care  has  been 
blessed  with  active  physician  support  and  with 
coop>eration  from  both  physicians  and  hospitals 
as  it  carries  out  its  mandate  to  assure  that  fed- 
erally-funded patients  receive  a quality  of  care 
that  meets  professionally  recognized  standards, 
and  that  there  is  effective  utilization  of  hospital 
resources  by  these  patients.  Because  of  better 
data  profiling  capabilities,  however,  as  well  as 
the  squeeze  on  amount  of  Federal  dollars  for  re- 
view, physicians  and  hospital  medical  staff  com- 
mittees are  being  asked  to  critically  review  their 
patterns  of  practice  and  make  appropriate 
changes  as  necessary. 

Arkansas  continues  to  have  one  of  the  highest 
admission  rates  for  Medicare  beneficiaries  in  the 
country  and  this,  coupled  with  the  low  length  of 
stay,  raises  many  questions  about  unnecessary  or 
diagnostic  admissions  to  Arkansas  hospitals.  In- 
depth  review  and  tough  decisions  are  having  to 
be  made  by  utilization  review  committees  in  Ar- 
kansas hospitals  to  address  these  issues.  Recent 
data  shows  continuing  increasing  trends  in  ad- 
mission rates  in  Arkansas,  which  means  that  there 
will  be  continuing  pressure  both  from  the  na- 
tional level  and  from  the  Arkansas  Foundation 
for  Medical  Gare  on  hospitals  to  address  this  con- 
cern and  take  appropriate  action  to  correct  it 
when  it  is  proven  to  be  a problem. 


In  this  regard,  the  AFMG  is  modifying  its  pro- 
file analysis  capabilities  to  provide  more  detailed 
information  to  hospitals  and  their  committees  to 
identify  where  variations  from  norms  are  actu- 
ally occurring.  When  these  variations  are  actually 
identilied,  they  tend  to  pinpoint  specific  physi- 
cians. Through  its  new  case-mix  analysis  pro- 
gram, the  AFMG  plans  to  compare  physicians 
who  have  similar  types  of  practice.  The  AFMG 
will  focus  in  its  review  activities  on  those  physi- 
cians that  are  in  wide  variation  from  their  peers. 

Procedural  changes  have  also  occurred  within 
the  AFMG  this  year  to  streamline  the  review 
process.  One  major  change  occurred  in  the  moni- 
toring activities  of  the  AFMG.  Previously,  hos- 
pitals have  been  monitored  generally  through  un- 
announced site  visits  and  random  selection  of 
charts.  Now,  with  the  help  of  our  computer,  pa- 
tients having  common  characteristics  can  be  pro- 
filed and  where  variations  of  specific  types  of 
patients  are  identified,  evaluation  of  records  of 
these  patients  can  be  accomplished  to  determine 
the  cause  of  these  variations.  Once  aberrant  pat- 
terns are  identified,  hospital  UR  Gommittees  can 
implement  necessary  and  appropriate  action. 

The  area  of  quality  assurance  has  also  seen 
major  revisions.  Part  of  these  were  influenced  by 
changes  made  by  tire  Joint  Gommission  on  Ac- 
creditation of  Hospitals  in  its  Quality  Assurance 
Standard,  which  was  approved  for  implementa- 
tion in  January  of  this  year. 

The  Health  Standards  and  Quality  Bureau,  in 
conjunction  with  the  JGAH,  has  recognized  that 
Medical  Gare  Evaluation  Studies  have  improved 
tremendously  over  the  last  few  years,  but  a pri- 
mary concern  has  surfaced  and  that  is  that  em- 
phasis has  been  on  the  number  of  studies  per- 
formed, rather  than  on  the  improvement  or  im- 
pact in  patient  care  resulting  from  MGE  Studies. 

For  these  reasons,  PSROs  have  been  required 
to  modify  their  quality  review  activities.  Em- 
phasis is  now  being  placed  by  the  AFMG  on  both 
PSRO  and  hospital  impact;  that  is,  a demonstra- 
tion of  resolution  or  reduction  of  problems  im- 
portant to  patient  care  rather  than  the  demon- 
stration of  “good”  care.  PSRO  and  hospital  com- 
pliance with  this  new  policy  will  be  measured  in 
part  by  the  importance  of  the  problems  addressed 
and  by  their  resolution. 

Other  challenges  continued  to  face  the  program 
and  one  of  these  was  the  action  taken  by  the 
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House  of  Delegates  of  the  American  Medical  As- 
sociation at  their  Mid-Winter  meeting  in  San 
Francisco. 

By  a vote  of  100  to  104  (about  75  of  the  dele- 
gates had  gone  home),  the  House  voted  to  with- 
draw its  support  of  PSRO.  This  could  endanger 
the  continued  existence  of  the  system,  because  the 
action  comes  at  a time  when  the  new  administra- 
tion will  be  looking  for  ways  to  save  money.  The 
AM  A and  the  Arkansas  Medical  Society  histori- 
cally oppiosed  the  legislation  creating  the  review 
system,  but  it  became  apparent  that  Congress  was 
going  to  impose  some  sort  of  control  on  hospital 
care  of  federally-funded  patients. 

When  Senator  Bennett  proposed  his  amend- 
ment putting  the  review  under  control  of  physi- 
cians, the  AMA  and  the  Arkansas  Medical  So- 
ciety reversed  their  position  and  supported  the 
establishment  of  PSROs.  The  Arkansas  Medical 
Society  established  the  Arkansas  Foundation  for 
Medical  Care  to  administer  this  program  in  our 
State. 


The  election  of  President  Reagan  and  a con- 
servative Senate  has  led  some  physicians  to  as- 
sume that  all  controls  will  be  removed  and  the 
practice  of  medicine  will  be  as  free  as  it  was  be- 
fore Medicare  and  Medicaid.  Unfortunately,  that 
cannot  happen.  The  Civil  Service  Law  protects 
the  bureaucrats  who  are  imbedded  in  our  govern- 
mental structure,  and  they  will  remain  long  after 
the  Reagan  Administration  is  forgotten.  A great 
many  of  them  are  dedicated  to  controlling  the 
practice  of  medicine.  Should  the  present  PSRO 
system  be  discarded,  another  system,  probably 
without  doctor  participation,  would  replace  it 
within  a short  time. 

It  would  really  be  a tragedy  to  have  a PSRO 
dominated  by  a consumer  organization  or  other 
lay  group.  To  forestall  such  a development,  it 
is  hoped  that  the  Arkansas  Medical  Society  will 
at  this  Annual  Session  adopt  a resolution  reiterat- 
ing its  support  of  the  present  PSRO  system  and 
notify  the  Arkansas  Congressional  Delegation  of 
its  stand. 
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Three  important  products 
from  Dista 


Nalfori200 

fenoprofen  calcium 


200-mg*  Pulvules® 


Nolfon^ 

fenoprofen  caloium 


300-mg*  Pulvules 
600-mg*  Tablets 


Keflex^ 

cephalexin 


250  and  500-mg  Pdlvules 

125  and  250-mg  Oral  Suspensions 


’Present  as  230.6  mg,  345  9 mg,  and  691  8 mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to  200 
tng,  300  mg,  and  600  mg  fenoprofen  respectively. 


Additional  information  available  to  the  profession  on  request. 


^ DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis.  Indiana  46285 


100062 


Feeingsvs 

Some  people  feel  that  1 am  misused  and  overused 
and  that  Fm  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
^crease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  people  feel  that  patients  being  treated  leith  anxiolytk 
drugs  are  ‘'weak,  cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
oim  without  the  help  of  fnedicatmi. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 
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Interventional  Radiology  and  the  Cancer  Patient 


Sidney  Wallace,  M.D.,  Vincent  P.  Chuang,  M.D.,  Jesus  Zornoza,  M.D.,  and  Michael  Cohen,  M.D.* 


Jnteiveiuional  railiology  extemls  the  [lerciita- 
neous  diagnostic  technicjues  already  employed  by 
the  radiologist  in  a more  aggressive  and  invasive 
approach  to  the  diagnosis  and  therapeutic  man- 
agement of  the  ])atient.  Vascnlar  occlusions,  in- 
fusions, and  dilatations  are  now  percutaneous 
techniques  adapted  from  operative  procedures. 
Percutaneous  biopsies  and  aspiration  and  drain- 
age procedures  became  the  province  of  the  radiol- 
ogist tvhen  radiologic  equipment  allowed  precise 
localization  and  ready  access  to  the  disease  proc- 
ess. These  interventional  radiologic  teclmicjues 
are  particularly  applicable  to  the  management  of 
the  cancer  patient. 

In  the  performance  of  these  invasive  proce- 
dures, the  radiologist  must  be  aware  of  the  pos- 
sible complications  and  must  be  prepared  to  han- 
dle the  acute  problems.  Consultative  support 
must  be  available  to  manage  other  complications 
and  side  effects.  This  support  is  as  essential 
to  the  radiologist  as  it  is  to  all  other  physicians 
requiring  assistance  with  problems  outside  their 
immediate  realm. 

Our  medical  and  surgical  colleagues  must  real- 
ize that  these  inteiwentional  procedures  are  capa- 
ble of  great  rewards  but  also  of  risks  and  com- 
plications. Once  the  radiologist  participates  in 
these  procedures,  he  immediately  shares  the  re- 
sponsibilities with  the  other  clinicians  from  the 
medical,  moral,  and  legal  points  of  view.  The 
radiologist  must  assess  the  costs  to  the  patient  and 
to  himself.  Many  of  the  intravascular  and  biopsy 
techniques  result  in  increased  exposure  to  the 
radiologist.  Radiation  exposure  must  always  be 
an  important  consideration  in  exploring  the  pa- 
tient who  may  have  an  overwhelming  disease. 
The  hoped  for  remission  of  weeks  should  be 
weighed  against  the  accumulated  radiation  ex- 
posure to  the  radiologist. 

•From  the  Department  of  Diagnostic  Radiology,  University  of 
Texas  System  Cancer  Center,  M.  D.  Anderson  Hospital  & Tumor 
Institute,  Houston,  Texas  77030. 

Presented  by  Dr.  Wallace  at  the  annual  meeting  of  the  Arkansas 
Medical  Society,  April  21,  1980,  Hot  Springs,  Arkansas. 


Technical  advances  have  played  an  integral 
part  in  the  evolution  of  interventional  radiology. 
The  advent  of  image  intensification  allowed  the 
direct  unencumbered  visualization  of  the  areas 
of  interest.  More  recently,  the  addition  of  ultra- 
sonogr;qjhy  and  computed  tomography  have  con- 
tributed immeasurably  to  the  localization  for  all 
these  procedures. 

Essential  to  interventional  radiology  is  the 
availability  of  research  facilities  to  insure  that 
these  technicpies  have  a sound  experimental  basis. 
Our  laboratory  at  M.  D.  Anderson  Hospital  was 
established  for  problem  solving,  a place  where  the 
difficulties  in  the  clinical  setting  are  defined, 
interpreted,  and  investigated.  Once  the  solutions 
are  achieved,  they  are  translated  into  patient  care. 

Percutaneous  Biopsy  and 
Aspiration  Techniques 

Employing  radiographic  ultrasonic,  computed 
tomographic  and  particularly  fluoroscopic  guid- 
ance, percutaneous  biopsy  procedures  have  ob- 
tained adequate  tissue  specimens  for  histologic 
and  cytologic  evaluation  of  lesions  of  the  lungs, 
heart,  breast,  liver,  pancreas,  kidneys,  adrenals, 
lymph  nodes,  iutra-abdominal  and  retroperitoneal 
masses,  and  bones.  Percutaneous  biopsies  of  the 
orbit  ami  brain,  monitored  by  computed  tomog- 
raphy, have  been  reported  recently. 

Over  400  percutaneous  biopsies  and  aspiration 
procedures  are  performed  each  year  by  the  radiol- 
ogists at  M.  1).  Anderson  Hospital  and  Tumor 
Institute.  The  primary  objective  of  the  majority 
of  these  procedures  is  to  establish  the  diagnosis 
and  to  initiate  therapy,  thereby  frequently  obviat- 
ing the  need  for  surgical  intervention.  An  inter- 
ested cyiologist  is  essential  to  the  success  of  these 
biopsy  procedures.  Biopsy  procedures  should  be 
performed  only  when  the  results  will  influence 
management.  If  a patient  is  to  be  treated  without 
regard  to  the  results  of  biopsy  or  drainage,  then 
the  rewards  do  not  justify  the  risks. 
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Chest 

Lung:  Percutaneous  needle  aspiration  and  bi- 
opsy of  the  lung,  as  well  as  endobronchial  brush 
biopsy,  are  established  radiologic  procedures.  The 
indications  are  summarized  by  Sargent,  et  ah'* 
The  success  and  complications  depend  upon  the 
nature,  size  and  location  of  the  process,  and  the 
status  of  the  patient  and  his  lungs,  as  well  as  upon 
the  experience,  competence,  and  confidence  of  the 
radiologist  and  cytologist. 

Possible  pneumothorax,  bleeding,  air  embolism 
and  tumor  cell  dissemination  are  the  major  ob- 
stacles to  the  general  acceptance  of  the  percuta- 
neous needle  biopsy  of  pulmonary  lesions.  In  our 
series  utilizing  fine  needle  aspiration  of  localized 
nodular  lesions,  the  pneumothorax  rate  was  14%, 
with  few  of  the  cases  recpiiring  chest  tubes.  The 
23  gauge  needle  was  found  to  provide  sufficient 
tissue  for  cytologic  diagnosis  was  obtained  in 
87%.'* 

When  the  lesion  is  in  close  proximity  to  or  in 
continuity  with  the  pleura  and  chest  wall,  larger 
specimens  can  be  obtained  safely  by  using  an  18 
gauge  needle  or  even  a Vim  Tru-Cut  bayonet- 
shaped needle  which  will  provide  a biopsy  mea.s- 
uring  1 mm  x 1 mm  x 2 cm. 

Heart:  Transjugular  endomyocardial  biopsy  is 
employed  at  .Stanford  University  primarily  to  as- 
sess the  status  of  rejection  of  cardiac  trans]:)lants. 
Recently,  this  procedure  has  found  application  in 
the  evaluation  of  cardiac  toxicity  due  to  Adria- 
mycin.^  This  approach  allows  for  closer  monitor- 
ing and  greater  utilization  of  this  very  effective 
chemotherapeutic  agent.  Consecjuently,  more  in- 
dividualization has  taken  place,  making  possible 
a dosage  of  as  much  as  three  times  that  which  is 
ordinarily  prescriljed. 

Cardiac  tamponade  is  the  primary  complica- 
tion associated  with  transjugular  endomyocardial 
biopsy.  In  our  first  170  patients  (1.8%),  there 
were  three  instances  of  cardiac  tamponade  occur- 
ring in  the  first  50  patients.  The  incidence  of 
tamponade  at  .Stanford  University  is  less  than 
.05%.^ 

Abdomen 

Pancreas:  Once  the  area  in  question  has  been 
localized  radiological ly,  the  diagnosis  of  carci- 
noma of  the  pancreas  and  pseudocyst  can  be  estab- 
lished by  the  percutaneous  approach.**’’^  Aspira- 
tion biopsy  of  the  pancreas  is  readily  accom- 
plished utilizing  a 23  gauge  needle.  In  the  obese 


and  muscular  patients,  the  abdominal  wall  is  pen- 
etrated with  an  18  gauge  needle  through  which  a 
23  gauge  needle  is  passed  for  the  biopsy.  If  this 
procethire  fails,  a 20  gauge  needle  may  be  em- 
ployed. The  diagnostic  yield  is  approximately 
70%.  Failure  sometimes  occurs  in  the  biopsy  of 
the  larger  palpable  tumors  because  of  associated 
inflammation  and/or  necrosis. 

Liver:  Conventional  liver  biopsy  technicjue  re- 
mains the  procedure  of  choice  in  patients  with 
diffuse  parenchymal  liver  disease;  however,  its 
accuracy  decreases  in  the  presence  of  focal  malig- 
nant disease.  Fine  needle  aspiration  biopsy  em- 
ploys several  methods  of  localization  to  assist  a 
more  accurate  approach.  Our  results  produced 
79%  correct  diagnoses.®  Only  those  cases  with  an 
unresolved  clinical  problem  were  biopsied.  Obvi- 
ous cases  of  metastatic  disease  were  biopsied  by 
the  conventional  approach. 

Aspiration  biopsy  allows  puncture  of  lesions  of 
the  left  lobe  of  the  liver  as  well  as  biopsy  in  jaun- 
diced patients  for  whom  a Menghini  biopsy  is 
frequently  contraindicated.  Aspiration  biopsy  of 
the  left  lobe  is  easier  to  perform  because  the 
lesions  are  better  localized  by  ultrasonography 
or  CT,  and  the  anterior  approach  is  more  direct. 
Fine  needle  aspiration  biopsy  of  the  liver  is  a 
readily  performed,  highly  accurate  diagnostic 
technique  with  minimal  complications. 

The  transjugular  approach  to  biopsy  of  the 
liver  has  been  recommended  to  decrease  the  com- 
plications of  hemorrhage.*’  **’  This  is  especially 
applicable  in  patients  with  less  than  optimal 
clotting  j)arameters.  Patients  with  hypervascular 
liver  neoplasms  and  cirrhosis  are  more  safely 
biopsied  by  this  approach. 

Lymph  Nodes:  The  percutaneous  approach  to 
the  para  aortic  and  pelvic  lymph  nodes  using  a 
small  caliber  needle  repre.sents  a simple  technicpie 
to  establish  or  confirm  the  presence  of  metastases, 
thereby  obviating,  in  selected  cases,  the  need  for 
exploratory  laparotomy.**  The  histologic  verifi- 
cation of  inoperability  or  recurrent  retroperito- 
neal disease  also  can  be  established  readily  by  this 
technique.  In  view  of  the  position  of  the  para- 
aortic and  pelvic  lymph  nodes  in  relation  to  the 
great  vessels  and  in  consideration  of  patient  com- 
fort, an  anterior  transperitoneal  approach  seems 
more  suitable.  The  sites  of  biopsy  of  a previously 
opacified  lymph  node  will  differ  depending  upon 
the  histologic  types  of  neoplastic  disease.  The 
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most  coiniiioii  hni|)h;ui“i()gr;i|)liic  liiuling  sct'ii  in 
ineinstatic  caixinoma  is  a deled  in  a node  not 
trtiversed  by  lymphalies.  l lie  icniaiiung  normally 
limetioning  portion  oi  the  node  lixaiiiently  ap- 
pears as  a ereseentie  eoid igiirat ion  representitig  a 
node  paitially  replaeed  by  neoplasm.  Cionse- 
(pienlly,  the  greatest  yield  -woidd  residt  Irom  a 
biopsy  of  that  part  of  the  node  just  tibove  the 
ereseentie  area  (Figures  l.\,  IIJ). 

.Vsj)iration  hiops)  of  ;i  lymph  node  contain- 
ing metastatic'  carcinoma  is  mote  sneeessful  (^^5%) 
than  of  those  containing  lymphoma  (50%).  Epi- 
thelial metastases,  especially  those  origitiating  in 
pelvic  viscera,  are  frecptently  highly  cellular, 
poorly  va.seularized  and  readily  distinguishahle 
from  the  normal  cells  of  a lymph  noclc.^^ 

Percutaneous  transperitoneal  lymj)h  node  bi- 
opsy involves  the  ptissage  of  a needle  into  the 
peritoneal  cavity  and  through  solid  atid  hollow 
viscera.  Flie  potential  complications,  such  as 
intra-ahclominal  hleeding,  pancreatitis  and  bowel 
perforation  with  peritonitis,  were  not  encotmtered 


Figure  1 . 

Fere utaneous  aspiration  l)iopsy  ot  iyinpli  node.  Metastasis  from 
carcinoma  of  tlie  cervix. 

A.  The  biopsy  is  done  in  the  area  just  above  the  crescent. 


IF  Specimen  demonstrating  squamous  cell  carcinoma. 


in  out  study.  The  possibility  ol  disseminating 
neoplasm  by  aspiration  hiojxsy  does  not  seem  to 
|)ie,sent  a significant  piohlem. 

Kidney:  Percutaneous  biopsy  of  the  kidneys 
has  heeti  utilized  in  the  diagnosis  of  both  benign 
aticl  malignant  di.sea.se.  Controversy  still  exists 
conceining  the  possibility  of  seeding  malignant 
cells  along  the  needle  tract.  Percutaneous  punc- 
ture is  especially  advantageous  in  the  diagnosis 
:md  management  of  patients  with  simple  cysts  of 
the  kidney.  Once  a cystic  lesion  is  estahli.shed  by 
tie|)hrotomography,  ultrasonography,  computed 
tomography,  and/or  angiography,  cyst  puncture 
can  he  performed  for  verification.  Carbon  diox- 
ide and  water  sohd^le  contrast  material  are  ex- 
changed for  the  cyst  fluid  which  is  then  examined 
for  cytology  and  biochemical  content.  Thus,  the 
nature  of  the  cystic  lesion  is  established.  With 
the  use  of  ultrasonography  and  computed  tomog- 
rajrhy,  the  ntnnher  of  cysts  detected  is  impossible 
to  verify  by  puncture.  Our  present  policy  is  to 
obtain  two  diagnostic  studies  to  establish  the 
diagnosis  of  a cyst.  Puncture  is  reserved  for  those 
situations  in  which  confitsion  as  to  the  diagnosis 
remains. 

1 fematuria  may  be  due  to  iatrogenic  arteriove- 
nous fistulae  which  is  the  most  serious  complica- 
tion of  this  j)roceclure,  occurring  in  lb%.  Most 
of  these  complications  resolve  spontaneously,  4% 
persist  and  may  result  in  hematuria,  hyjx'rtension, 
and  congestive  failure.  I'ranscatheter  manage- 
ment of  these  fistidae  is  })Ossible  at  times. 

Abdominal  aiid  Paravertebral  Masses:  I'he 
technifjue  employed  is  the  same  as  that  for  pan- 
creas and  lymph  nodes.'’  Abdominal  masses  usu- 
ally are  apjnoachecl  anteriorly  and  the  posterior 
apj)roach  is  u.sed  for  paravertebral  masses,  renal 
and  adrenal  masses.  Localization  has  been  per- 
formed utilizing  any  or  all  of  tbe  radiograpbic 
methods  available,  with  fluoroscopy  the  most 
fretjuently  employed.  Ultrasonography  and  CT 
are  used  sparingly  and  only  with  small  or  diffi- 
cult ma.s.ses.  The  accuracy  has  been  rewarding  in 
th;it  'J0%,  have  resulted  in  specific  diagnoses.  No 
significant  complications  have  been  encountered. 

Pxrnc:  Needle  biopsy  of  skeletal  lesions  is  easily 
accomplished  by  the  percutaneous  approach.  Al- 
though this  technique  has  been  available  for  many 
years,  only  receirtly  has  the  radiologist  Irecome 
interested.  Adequate  material  is  obtained  in  92% 
of  biopsies  and  the  diagnosis  established  in  83% 
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of  cases.'-  No  complications  have  been  encoun- 
tered so  far,  but  the  potential  problems  of  trauma 
to  vessels,  nerves  and  viscera  do  exist.  The  bene- 
fits include  rapid  and  accurate  establishment  of 
a tissue  diagnosis,  avoidance  of  a surgical  pro- 
cetlure  with  its  associated  risks  and  costs,  and 
simplicity  and  safety,  facilitating  repetition  of 
the  procedure  if  necessary. 

Therapeutic  Drainage  Procedures 

Percutaneous  drainage  techniques  utilizing  ra- 
diographic localization  are  available  for  the  man- 
agement of  cysts  and  absce.sses  in  and  about  the 
liver,  kidney,  abdomen,  retroperitoneum  and 
lung. 

Cysts:  Renal  cysts  may  decrease  in  size  after 
puncture.  With  the  addition  of  Pantopacpie  to 
the  cyst,  reduction  in  the  size  can  be  accomplished 
in  85%.  Cyst  puncture  is  employed  as  a thera- 
peutic measure  if  the  cyst  is  symptomatic,  i.e.,  if 
pain  or  discomfort  is  pre.sent  because  of  size  and 
position  or  if  a cyst  is  encroaching  on  the  collect- 
ing system.  Pantopacpie  instillation  sometimes  is 
effective  in  sclerosing  a symptomatic  liver  cyst. 
River  cysts  can  be  punctured  and  opacified  for 
diagnostic  and  therapeutic  purposes.  Adrenal 
cysts  have  been  ap|jroached  in  a similar  manner. 

Abscesses:  Puncture  and  drainage  of  abscess 
cavities,  wherever  they  may  be  found,  can  be  man- 
aged by  the  percutaneous  approach.'-''"  Once  the 
abscess  is  localized  radiographically,  puncture 
and  drainage  are  accomjjlished  utilizing  wire  and 
catheter.  Two  catheters,  preferably  pigtail  in 
configuration  with  multiple  side  holes,  are  placed 
into  the  cavity  to  allow  adecpiate  drainage  and 
irrigation.  Antibiotics  are  injected  to  facilitate 
management.  Mullijile  loculated  abscesses  are 
best  managed  surgically. 

Biliary  Drainage:  Percutaneous  transhepatic 
puncture  and  drainage  of  the  biliary  tract  have 
proven  extremely  helpful  in  the  management  of 
obstruction  usually  secondary  to  neoplasm. It 
is  preferable  to  cannulate  the  common  duct  and 
jdace  the  catheter  within  the  duodenum.  At  times, 
this  must  be  delayed  for  a few  days  during  drain- 
age proximal  to  the  obstruction.  Afterwards, 
catheterization  may  be  more  readily  accomplished. 
Drainage  of  the  left  biliary  ducts  is  preferable 
when  dilatation  is  more  obvious  in  this  portion  of 
the  liver. 

Nephrostomy:  Decompression  by  percutaneous 
jnmeture  and  catheterization  may  be  beneficial 


in  the  management  of  an  obstructed  urinary 
tract. 5 Ultrasonography  is  especially  helpful  in 
localization.  The  technique  utilized  is  the  same 
as  that  described  for  each  of  the  other  procedures. 

Direct  Chemotherapeutic  Instillation:  Results 
of  direct  puncture  and  instillation  of  corticoids 
in  cases  of  eosinophilic  granuloma  of  bone  have 
been  encouraging.  Five  of  seven  children  treated 
in  this  manner  have  had  significant  improvement 
in  three  to  six  months  after  the  instillation  of 
150  mg  of  methylpredni.solone.''' 

Intravascular  Therapy  of  Neoplasms 

Many  inteiwentional  procedures  were  initially 
performed  out  of  desperation  but  were  soon  in- 
corporated into  primary  therapeutic  manage- 
ment. The  percutaneous  approach  to  the  vascular 
system  routinely  used  for  angiogiaphy  provides 
the  avenue  for  intravascular  occlusive  and  in- 
fusion therapy  primarily  via  selective  catheteriza- 
tion of  the  arterial  supply  of  the  neoplasms.  Of 
the  100  angiographic  examinations  performed 
each  month  at  M.  D.  Anderson  Hospital,  about 
60%  are  interventional.  Percutaneous  trans- 
catheter intra-arterial  infusion  of  chemothera- 
peutic agents  is  employed  in  the  majority  of  such 
examinations,  although  10  to  15  arterial  emboli- 
zations are  jjerformed  each  month. 

Methods  of  Occlusion 

The  embolic  substances  used  most  frequently 
at  our  department  include  Gelfoam  (absorbable 
gelatin  sponge),  Ivalon,  and  stainless  steel  coils. 
A variety  of  other  materials  are  available  includ- 
ing autologous  clot,  autologous  tissue,  Oxycel, 
silicones,  cyanoacrylates,  metallic  spheres,  bal- 
loons, etc. 

The  combination  of  Gelfoam  particles  for  the 
peripheral  arterial  bed  and  stainless  steel  coils  for 
central  vascular  obstruction  is  employed  in  most 
of  our  patients.  The  Gelfoam  particles  are  cut 
into  cubes  of  3 mm.  Once  the  tumor  and  pe- 
ripheral branches  are  embolized,  flow  slows  con- 
siderably. Gelfoam  segments  3 x 3 x 20  mm  are  in- 
jected. Goil  occlusion  is  reserved  for  the  central 
larger  vessels.  Stainless  steel  coils*  are  available 
in  3 mm,  5 mm,  and  8 mm  helix  diameters  and 
can  be  instilled  via  the  5 French  or  6.5  French 
polyethylene  angiographic  catheters. 

Indications:  Arterial  embolization  and  occlu- 
sion have  been  effective  in  the  treatment  of  renal 
carcinoma,  primary  and  secondary  hepatic  neo- 

*Cook  Incorporated,  Bloomington,  Indiana. 


482 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


SiDNi  Y W'ai  M l).,  \'in(:km  P.  CIuuang,  AI.D.,  |i  .si  .s  Zornoza,  M l).,  and  Mk:hai  i Ca)HI.n,  M.l). 


plasms,  aiul  benign  and  malignanl  tumors  ol 
bone.  The  indiiations  lor  transcatheter  emboliza- 
tion oi  neoplasms  arc:  (I)  to  coturol  hemorrhage; 
(2)  preoperatively  to  lacilitate  resection  by  de- 
creasing blood  loss  atid  o[)erating  time;  (3)  to  in- 
hibit tumor  giow'th;  (4)  to  relieve  pain,  and  (5)  to 
stimnhitc  an  imimme  response  to  the  ischemic 
neoplasm. 

Kidney:  One  hnndred  patients  with  renal  car- 
cinoma have  been  managed  iiy  renal  artery  oc- 
clusion employing  Gelfoam  and  stainless  steel 
coils  (Figures  2.\,  2B).  Arterial  occlusion  was 
initially  performed  to  lacilitate  the  removal  of  a 
hypervasetdar  neoplasm.  Snbsequently,  a proto- 
col of  infarction,  tretitment  with  nej)hrectomy 
and  hormonal  therapy  with  methoxyprogesterone 
was  designed  for  the  management  of  49  patients 
with  metasta.ses  limited  primarily  to  the  hmg 
and/or  bone.  .Another  26  patients  with  extensive 
metastases,  especially  to  the  liver,  were  treated  Ity 
renal  infarction  in  order  to  palliate  pain  and 
hemorrhage.  In  a third  group  of  25  patients  with- 
out metastases,  renal  artery  occltision  was  per- 
formed prior  to  nephrectomy.^^’ -o 

Local  Tumor  (No  Metastases):  These  25  pa- 
tients with  no  known  metastases  were  embolized 
})rior  to  surgery.  Twenty-four  to  72  horns  after 
embolization  yielded  optimal  conditions  for  the 
operative  procedure.  Fifteen  patients  are  alive, 
with  a median  survival  of  24  months  and  a range 
of  two  to  61  months.  Ten  have  died,  with  a medi- 
an survival  of  13  months  and  a range  of  three  to 
47  months. 

Limited  Metastases:  This  group  of  49  jxitients 
tvas  treated  by  a planned  protocol  which  included 
renal  infarction,  a delay  of  days,  radical  nephrec- 
tomy, and  Depo-Provera  hormonal  therapy.  In 
this  group,  35  of  the  49  had  hmg  metasta.ses;  in 
22  of  these  patients,  the  metastases  were  exclusive- 
ly in  the  lungs.  The  embolization  was  performed 
up  to  12  days,  usually  four  to  seven  days,  prior 
to  nephrectomy,  with  one  patient  with  a 10-month 
intenal. 

Evaluation  of  the  effect  of  this  therapeutic 
regime  tvas  made  in  relation  to  the  pulmonary 
metastases.  A complete  response  with  a dia- 
appearance  of  the  metastases  occurred  in  seven 
patients.  A partial  response  where  the  product 
of  the  two  maximum  perpendicular  diameters 
had  decreased  by  at  least  50%  was  noted  in  five 
patients.  A third  group  emerged  in  which  the 


patients  had  metastases  that  did  not  progress  over 
at  least  12  months.  Fhis  category  was  considered 
to  exhibit  stabilization  of  disease.  If  the  stabiliza- 
tion group  is  considered,  the  overall  response 
rale  is  36%. 


Lxteuswe  Metaslase:  Of  this  group  of  26  pa- 


Figure  2. 

Transcatheter  occlusion  of  a renal  carcinoma. 

A.  Hypervascular  carcinoma  of  the  upper  pole  of  the  lelt  kidney. 


B.  Occlusion  of  the  renal  arter>’  with  Gelfoam  particles  and  stain- 
less steel  coils. 
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tients  treated  by  embolization  alone,  only  two 
jiatients  are  alive  at  14  months  and  56  months. 
Of  the  26  patients,  four  had  locally  advanced  dis- 
ease and  22  had  extensive  metastatic  disease  in- 
cluding liver  metastases.  Of  the  22  patients  with 
metastases,  only  one  is  alive,  with  a median  sur- 
vival of  four  months. 

Liver:  The  transcatheter  management  of  he- 
patic neoplasms,  whether  primai'y  or  secondary, 
includes  arterial  infusion  (HAI)  and  occlu- 
sion.-’’-- The  failure  to  respond  to  HAI  and/or 
the  absence  of  effective  drugs  are  frecjuently  fol- 
lowed by  peripheral  embolization  alone  or  in 
combination  with  central  occlusion  of  the  hepatic 
artery.  It  should  be  stressed  that,  if  a hepatic 
neoplasm  is  localized  to  a resectalile  segment,  then 
surgery  is  still  the  treatment  of  choice. 

Hepatic  Infusion:  Administration  of  Mito- 
mycin C,  15mg/M-  over  a two  to  24  hour  period, 
and  Floxuridine  (5-FUDR),  100  mg/]\P  per  day 
for  a five-day  continuous  infusion,  is  the  present 
protocol  for  hepatic  metastases  from  colorectal 
carcinoma.  Adriamycin,  60  to  75  mg/M^  given 
over  the  course  of  five  days  in  three  pulses  of  20 
to  25  mg/M-  each,  is  added  to  the  above  for  a 
primary  hepatocellular  neoplasm  or  metastases 
from  an  unknown  primary  neoplasm.  For  metas- 
tases from  breast  carcinoma,  soft  tissue  sarcoma, 
and  melanoma,  Cis-diamminedichloro platinum 
(CDDP),  120  mg/M-,  is  infused  over  two  hours. 
4’he  treatment  course  is  repeated  every  four  to 
six  weeks  depending  upon  the  patient’s  tolerance. 

Results,  HAI:  Of  the  patients  with  metastatic 
colorectal  carcinoma  treated  by  HAI,  55% 
achieved  partial  response  and  12%  achieved  com- 
plete response.  The  median  survival  rate  from 
the  time  of  initiation  of  HAI  as  a first  line  therapy 
in  comparison  with  the  use  of  the  intravenous 
route  did  not  significantly  improve.  However, 
with  HAI  as  a second  line  of  therapy  following 
failure  of  intravenously  administered  chemo- 
therapy, there  was  a significant  improvement  in 
survival,  14  months  as  compared  to  seven 
months.-’  Breast  carcinoma  metastases  to  the 
liver  had  a 30%  response  rate  with  CDDP. 

Hepatic  Occlusion:  Primary  and  secondary  he- 
patic neoplasms  receive  their  blood  supply  almost 
exclusively  from  the  hepatic  artery  (90%)  al- 
though the  normal  liver  parenchyma  is  supplied 
by  the  hepatic  artery  (30%)  and  the  portal  vein 

(70%). 


Devascularization  of  a hepatic  neoplasm  can 
be  achieved  percutaneously  by  combined  periph- 
al  embolization  of  particulate  material,  Gelfoam 
or  Ivalon  and  central  occlusion  wdth  stainless  steel 
coils.  This  method  is  used  (1)  in  patients  with 
unresectable  primary  hepatic  neoplasms,  (2)  pre- 
operatively  to  facilitate  surgery  of  a resectable 
hypervascular  neoplasm,  (3)  in  metastatic  neo- 
plasms that  fail  to  respond  to  chemotherapy,  (4)  as 
the  initial  management  of  certain  metastases 
usually  refractory  to  chemotherapy,  and  (5)  to 
control  pain  and/or  hemorrhage  of  a hepatic 
neoplasm.-^ 

Bone:  Transcatheter  management  of  primary 
and  secondary  bone  tumors  includes  both  arterial 
infusion  and  occlusion.  Intra-arterial  infusion  of 
chemotheraijeutic  agents  has  been  used  primarily 
in  malignant  bone  tumors,  and  arterial  occlusion 
has  been  effective  in  giant  cell  tumors  and  aneu- 
rysmal bone  cysts.  Bone  pain  has  been  controlled 
by  occlusion  of  metastatic  renal  cell  carcinoma.-’ 

Infusion:  In  14  patients  with  osteosarcoma, 
nine  (64%)  had  a significant  response  to  CDDP.-^ 
In  seven  other  patients  wdth  a variety  of  malig- 
nant bone  tumors,  including  chondrosarcoma, 
malignant  fibrohistiocytoma,  etc.,  were  treated 
with  CDDP  with  similar  response.  The  compli- 
cations included  skin  reaction  with  edema  and 
discoloration.  Severe  myelosuppression  and  tran- 
sient hypertension  also  occurred.  The  manifesta- 
tion of  neurologic,  auditory  and  nephrogenic 
toxicity  of  CDDP  did  not  occur  in  this  series. 

Occlusion:  Benign  bone  tumors,  including 
giant  cell  tumors  and  aneurysmal  bone  cysts  were 
treated  by  arterial  occlusion.  These  tumors  in- 
volved predominately  the  innominate  bone, 
sacrum,  anti  tlistal  lumbar  spine.  The  response 
(60%)  was  manifested  by  pain  relief,  decrease  in 
tumor  size,  and  calcification  in  the  rim  of  the 
tumor  (Figures  3A,  B,  C).  One  patient  has  re- 
mained asymptomatic  for  four  years.-'* 

Adverse  reactions  occurred  in  three  of  the  10 
patients  with  a foot  drop  occurring  in  two  and 
transient  numbness  in  one.  These  patients  ex- 
perienced pain  that  was  different  from  that  ex- 
perienced prior  to  embolization  and  persisted 
for  a few  days. 

Pelvic  Neoplasms 

Tumors  in  the  pelvis,  including  carcinomas  of 
the  bladder,  prostate,  cervix  and  ovary,  and  re- 
current colon  carcinoma  have  benefited  by  intra- 
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arterial  therapy  via  l)il.iteral  internal  iliac  artery 
ininsion. 

Bladder:  (iarcinoina  ol  the  hhuUler,  when  con- 
finetl  to  the  bladder,  is  treated  by  radiation  ther- 
apy followed  by  cystectomy  in  six  weeks  with  a 
50%  five-year  survival  rate.  Jn  the  ])resence  of 
disease  beyond  the  bladder,  radiation  tlierapy 


Figure  3. 


Transcatheter  nKuiagement  of  benign  bone  tumor. 

A.  Aneurysmal  bone  cyst  involving  ilic  right  ilium  extending  into 
the  abdomen. 


B.  Right  internal  iliac  arteriogram. 


alone  will  yield  ;i  10%  five-ye;ir  sni  viv;d  rate.  In 
dilfn.se  inet;ist;ises,  or  following  hnhne  of  the 
previously  described  nuimigement,  c hcinothei a])y 
(CilDDI*,  Adriamycin,  and  eye  lophosplnmiide)  is 
administered  systemically.  I his  legime  is  more 
ellective  ;ig;unst  the  metaslases,  es])ecially  ])nlmo- 
nary,  th;m  agiunst  the  priimiry  tr;msit iomil  cell 
carcinoimi.  To  p;dliate  the  j)ain  ;md  liemori  liiige 
of  the  recnirenl  or  residual  carcinoma  of  tlie 
bladder,  bilateiid  internal  iliac  arteiw  ininsion 
was  attempted  in  18  patients.-' 

Techaiq'iic:  E;ich  internal  iliac  ;nteiy  is  c;ithc- 
terized  with  ;i  5 French  oi  0.5  French  cathetei . 
usually  from  the  ipsilater;d  femoral  artery.  On 
occasion,  placement  is  better  accomplished  from 
each  contralateral  femoral  artery.  Fach  catheter 
is  connected  to  a sej)arate  pump  to  ]rermit  ecpiiva- 
lent  delivery  of  the  chemotherapeutic  agents. 
CDDP  is  infused  at  a rale  of  80  to  150  mg/M-, 
usually  120  mg/M-,  over  a 21-hour  period  divided 
between  the  two  catheters.  Mannitol  and  hydra- 
tion are  also  administered  to  prevent  possiltle 
renal  and  neurotoxicity. 

Results:  Patients  evith  recurrent  disease  of  the 
blacldei  alter  the  failure  of  radiation  therapy 
and/or  surgery  who  were  admitted  to  MDAH  be- 
cause of  pain  and  hematuria,  usually  survived 
approximately  tluee  months.  Fighteen  patients 


C.  One  vear  after  occlusion  there  is  e\  idence  of  healing  with  a 20% 
rc’diution  of  si/c  and  a calcific  rim. 
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were  treated  by  intra-arterial  infusion.  Pain  re- 
lief was  accomplished  in  12  of  the  15  patients.  Six 
patients  succumbed  to  the  disease,  although  12 
are  still  alive  as  long  as  two  years  after  the  initia- 
tion of  treatment.  Two  patients  who  failed  to  re- 
spond to  CDDP,  one  with  signet  ring  adenocarci- 
noma of  the  bladder  and  the  other  with  transi- 
tional cell  carcinoma,  did  respond  dramatically 
to  a combined  regimen  of  intra-arterial  five  Fluo- 
rouracil  and  intravenous  Mitomycin  C,  and 
.\driamycin  infusion. 

Conclusion:  The  treatment  procedures  dis- 
cussed in  this  jtaper  comprise  but  a portion  of  the 
intenentional  activity  now  pursued  by  us  at  M. 
D.  Anderson  Hospital.  Our  approach  is  limited 
by  the  availability  of  effective  chemotherapeutic 
agents  for  intra-arterial  infusion. 

The  practice  of  transcatheter  occlusion  of  the 
vascular  supply,  which  creates  an  ischemic  neo- 
plasm, presents  an  interesting  concept  which  will 
stimulate  further  experimental  and  clinical 
investigation. 

Illustrations  courtesy  of  Medical  Communication,  The 
University  of  Texas  System  Cancer  Center,  M.  D.  Anderson 
Hospital  and  Tumor  Institute. 
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Abstract 

Family  physicians  must  continually  deal  with 
the  problem  of  an  adequate  evaluation  of  pre- 
symptomatic  conditions  on  periodic  health  ex- 
aminations. 1 he  medico-scientific  community  has 
produced  little  evidence  that  most  traditional 
screening  has  improved  morbidity  and  mortality 
statistics.  Listening  to  and  examining  the  patient 
in  a concerned,  humanistic  manner  with  a high 
index  of  suspicion  will  delineate  most  cancer  as 
well  as  its  ]n'ecursors.  Enough  must  be  known 
about  risk  factors,  pathophysiology,  and  available 
therapy  to  be  able  to  recommend  the  most  ef- 
ficient and  productive  plan  for  continued  moni- 
toring or  for  further  work-up  wheie  indicated. 
Flealth  screening  techniques  may  be  performed 
by  non-physicians,  but  they  must  supplement, 
not  replace,  the  doctor-patient  relationship  if 
compliance  is  to  be  expected. 

Introduction 

A productive  history  and  physical  examination 
in  the  prevention  and  early  detection  of  cancer 
is  the  title  of  this  paper.  Most  detection  maneu- 
vers which  are  customarily  employed  in  the  his- 
tory and  jdiysical  examination  are  included  be- 
cause they  have  been  helpful  diagnostic  adjuncts 
in  the  adult,  symjrtomatic  jjatient.  It  does  not 
necessarily  follow’  that  these  procedures  are  useful 
in  the  detection  of  jjresymptomatic  disease  or  in 
the  delineation  of  risk  status.  Clinical  diagnosis 
is  a curious  mixture  of  thoughtful  search  ami 
decerebrate  routine  w’hich  may  eventually  extin- 
guish the  preventive  fervor  of  all  but  the  most 
compidsive  clinician  by  a seemingly  endless  series 
f)f  nninformati\'e  system  review’s  and  “negative” 
rectal  examinations  and  abdominal  palpations. 
T he  routine  more  often  than  not  is  extended  to 
include  a host  of  irrelevant  multiphasic  screen- 
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ing  reports,  chest  x-ray  interpi  etations  and  blood 
and  urine  studies.  Productive  is  defined  in  part 
as:  “producing  or  tending  to  produce  increase  in 
tpiantity,  (piality  or  value.”  It  is  deriveil  from  the 
Latin  prefix,  pro,  w’hich  means  forward;  and  the 
verb,  ducere,  which  means  to  lead.  If  w’e  are  going 
to  lead  our  jtatients  forw'ard  tow’ard  better  health 
by  the  use  of  the  history  and  jjhysical  examination, 
we  w'ill  have  to  redefine  that  which  is  usual  or 
“rotitine”  and  incltide  that  w’hich  is  productive 
iti  jaevention  and  early  detection.  I w’ould  like 
to  (piote  Hippocrates,  w’ho  wrote  the  follow’ing 
over  2300  years  ago:  “It  is  disgraceftd  in  every 
art,  and  more  especially  in  medicine,  after  much 
trouble,  much  disjtlay,  and  much  talk,  to  do  no 
good  after  all.” 

Section  I.  Family  physicians  must  continually 
deal  w’ith  the  problem  of  an  adequate  evalua- 
tion of  presymptomatic  conditions  on  jX’ii- 
odic  health  examinations. 

Patients  expect  their  family  physicians  to  be 
able  to  perform  a complete,  annual  examination 
quickly  and  at  low  cost.  They  expect  their  ])hy- 
sician  to  be  able  to  assure  them  that  they  have  no 
serious  health  problems  and  then  to  furnish  thetn 
with  a guarantee  that  they  w’on’t  actpiire  future 
illness  of  any  serious  consecjuence.  1 hey  have  a 
further  unrealistic  expectation  that  despite  not 
complying  w'ith  their  physician’s  advice  concern- 
ing risk  factors  (i.e.  obesity,  smoking  and  alcohol) 
they  W’ill  somehow  escape  the  penalties  for  their 
sell -indulgence.  They  are  confident  iti  their  own 
minds  if  they  do  become  ill  that  their  physician 
and  modern  medical  science  will  perform  per- 
haps expensive  ami  painful,  but  nevertheless 
curative  procedures  on  any  ailment  that  may 
besiege  them.  This  misconception  has  been  pro- 
moted by  a paternalistic  meilical  profession  w’hich 
has  done  an  excellent  job  of  convincing  the  pub- 
lic that  we  are  magicians  who  can  w’ork  miracles 
W'ith  modern  medicines,  iticredible  surgery  and 
space  age  technology.  The  physician  must  abdi- 
cate his  current  role  of  deciding  w’hat  is  best  for 
his  patients;  atid  in\()lve  them  by  providing  them 
with  accurate  and  meaningful  health  related  in- 
formation in  order  that  they  might  make  decisions 
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concerning  their  sell-imposed  risk  related  diseases 
and  (onditions. 

It  is  extremely  dillicnlt  to  convince  om  patients 
that  they  should  give  up  pleasures  of  the  moment 
for  health  advantages  two,  three  or  four  decades 
from  now.  Most  are  oriented  toward;  getting 
through  the  work  week,  the  “thank  God  it's  Eri- 
day"  syndrome,  paying  the  house  mortgage  or  the 
car  payment,  and  trying  to  save  enough  money 
to  enjoy  a new  vacation  spot.  Unfortunately, 
most  physicians  have  the  same  type  of  here  and 
now  orientation  which  they  have  learnetl  through 
past  and  present  medical  education  in  virtually 
all  medical  institutions  around  the  world.  They 
are  taught  curative  or  episodic  medicine  which 
is  oriented  toward  handling  immediate  difficulties 
of  health  witli  very  little  thought  toward  future 
healtli  planning.  He  in  turn  teaches  his  patients 
to  expect  this  tyjte  of  care  and  not  to  expect  health 
care  maintenance.  Physicians  and  patients  must 
be  re-educated  to  formulate  goals  that  will  be 
productive  of  health  rather  than  waiting  for  a 
disease  or  disabling  condition  to  occur.  A plan 
must  be  devised  to  change  our  medical  education 
system  from  the  undergraduate  medical  student 
through  resident  training  and  extending  to  Con- 
tinuing Medical  Education  for  education  of  the 
practicing  physician.  The  plan  will  have  to  pro- 
duce a genuine  understanding  of  productive 
health  care  measures  tliat  can  lie  inserted  into  a 
private  setting  as  well  as  a large  group  practice, 
and  it  must  produce  an  attitudinal  change  in  the 
medical  profession  if  our  patients  are  to  be  ex- 
pected to  comply  with  new  recommendations. 

The  physician  practicing  in  a private  office 
must  concern  himself  with  the  lack  of  payment 
for  preventive  care  by  the  providers  of  the  tradi- 
tional financing  of  disease  care,  which  in  the 
Ebiited  States  is  mainly  through  the  federal  gov- 
ernment, the  private  insurance  industry  and  out 
of  ])ocket  payments.  A busy  practitioner  in 
private  practice  is  not  likely  to  donate  a great 
deal  of  his  time  toward  preventive  medicine,  pa- 
tient etlucation  and  otlier  procedures  necessary 
for  health  planning  and  maintenance,  if  in  fact 
he  is  having  a difficult  time  scheduling  his  pa- 
tients with  acute  problems  from  whom  he  earns 
most  of  his  income.  If  patients  become  aware  of 
the  value  of  health  maintenance  procedures  in 
preventing  subsequent  medical  expenses  as  well 
as  suffering,  loss  of  income  and  possibly  early 


death,  they  would,  in  many  instances,  invest  in 
themselves  and  their  health  with  out  of  pocket 
payments.  'I’he  federal  government  and  the  in- 
surance industry  must  be  convinced  of  tbe  eco- 
nomic advantage  that  accrues  when  diseases  and 
disabling  conditions  are  prevented  rather  than 
paying  for  attempted  cures  and  continuing  main- 
tenance. They  will  have  to  assist  the  poor,  the 
elderly  and  others  unable  or  unwilling  to  help 
themselves. 

Section  II.  The  medico-scientific  community  has 
produced  little  evidence  that  traditional 
screening  has  improved  morbidity  and  mor- 
tality statistics. 

Ihe  j)ap  smear  program  was  instituted  more 
than  twenty  years  ago,  utilizing  physicians  in 
private  practice  as  well  as  some  cancer  detection 
centers.  .Mthough  there  is  statistical  evidence  to 
indicate  that  cervical  cancer  may  have  been  de- 
creasing prior  to  the  introduction  of  the  program, 
it  perhaps  represents  the  only  mass  screening  pro- 
gram for  which  there  is  data  to  siipjiort  a true 
reduction  in  the  mortality  and  morbidity  of 
cancer  (cervical)  . Tbe  on)iual  pap  smear  exam- 
ination has  become  a housebold  word  in  the 
United  States,  and  it  has  been  touteil  as  an  un- 
ileniably  essential  procedure  for  every  woman 
from  puberty  to  old  age.  Confidence  in  this  ex- 
amination as  well  as  the  medical  profession, 
volunteer  health  organizations,  nurses  and  others 
who  have  jiromoteil  the  annual  pap  smear  will 
undotibtedly  be  shaken  by  the  new  recommenda- 
tions released  by  the  American  Cancer  Society  in 
mid-March.  The  advised  decrease  in  the  fre- 
(piency  of  pap  smears  will  be  interpreted  by  the 
layman,  as  well  as  some  in  the  health  care  in- 
dustry, as  an  indication  that  the  examination  is 
no  longer  important.  Many  people  will  feel  that 
they  Iiave  been  dupetl  by  tlie  all-knowing  physi- 
cians who  have  recommended  the  more  ex- 
pensive annual  examination  ratlier  than  the 
triennial  examination,  and  I would  expect  pa- 
tient compliance  to  decrease,  with  an  increa.se  in 
cervical  cancer  morbidity  and  snbsecpient  mor- 
tality in  ten  to  twenty  years.  The  other  recom- 
memlations  of  a less  frequent  interval  or  discon- 
tinuance of  procedures  completely  will  augment 
the  patients’  poor  attitude  toward  health  mainte- 
nance and  screening,  unless  he  is  approached  in 
a different  manner  than  has  been  irsed  in  tbe  past. 
I believe  that  very  little  will  be  gained  by  an 
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attcinjn  at  yet  another  mass  jjuhlie  eduealion 
program,  ami  that  the  job  ot  jtatient  echuatioti 
Avill  Tall  to  the  personal  physician  iti  a private 
office  setting.  Obviously,  physician  ethtcation 
must  jtrececle  })atient  editcatioti  as  is  indicated  in 
the  preceiling  section. 

All  educational  efforts  most  be  accompanied 
by  methods  of  conducting  the  much  needed  re- 
search which  wonld  stress  studies  of  validity,  fre- 
quency, acceptabilitv  and  influence  on  health 
status  t)f  many  of  tlie  maneuvers  now-  in  question. 
Again,  the  private  ])ractitioner  will  Iiave  to  lx.' 
reimbnrseil  for  time  and  effort  spent  by  him  and 
his  office  jtersonnel  in  data  collection. 

Section  III.  Listening  to  and  examining  tlie  pa- 
tient in  a concerned,  humanistic  manner, 
with  a high  index  of  suspicion  will  delineate 
most  cancer  as  well  as  its  precursors. 

A well  done  history  will  provide  most  diagnoses 
in  medicine.  Prospective  medicine  depends  en- 
tirely on  tlie  medical  history  with  the  exception 
of  two  laboratory  tests,  blood  sugar  and  choles- 
terol, and  two  physical  examination  procedures, 
blood  pressure  and  weight.  Statistics  indicate 
that  several  years  of  life  can  often  be  added  to 
an  individual’s  life  expectancy  if  he  will  rectify 
some  of  the  risk  factors  elicited  by  a history  ami 
abbreviated  physical  examination  and  laboratory 
procedures  alone.  A more  complete  physicial  ex- 
amination can  be  performed  by  an  experienced 
examiner  in  less  than  fifteen  minutes  in  most  in- 
stances, and  if  one  adds  to  this  some  very  simple 
and  inexpensive  procednres  such  as  pap  smear, 
hemoccult  slides,  tninalysis  and  blood  count, 
virtually  all  malignancies  which  are  responsive  to 
prevention  and  early  diagnosis  will  be  evident. 

If  one  examines  the  summary  table  (see  1 able 
1)  of  the  recommended  protocol  prepared  w'ith 
special  assistance  from  Dr.  David  Eddy  and  re- 
cently released  by  the  American  Cancer  Society, 
he  will  find  only  two  procedures,  mammogiaphy 
and  sigmoidoscopy,  are  regitlarly  recommended 
on  asymptomatic  patients  that  may  not  be  per- 
formed in  some  office  settings.  If  sigmoidoscopy 
and  endometrial  biopsy  are  available,  which  they 
are  in  many  primary  care  offices,  then  the  entire 
protocol  can  be  done  for  high  risk  as  well  as  the 
general  population  with  the  exception  of  mam- 
mography. The  addition  of  the  procedures  rec- 
ommended in  the  American  Cancer  Society’s  re- 
port should  not  burden  the  physician  or  patient 


since  most  ate  tivailable,  and  they  are  already 
incorporated  in  most  examinations  at  a mote 
frecpient  intervtil. 

Section  11'.  Enough  nuist  be  known  about  risk- 
factors,  pathophysiology  and  available  iher- 
;ipy  to  be  able  to  recommend  the  most  effi- 
cient and  productive  plan  for  continued 
monitoring  or  for  further  w’ork-up  where 
indicated. 

Ehe  physician  wdio  has  assumed  the  position  of 
assisting  a patient  in  caring  for  his  total  health 
picture  must  be  able  to  support  him  in  making 
itiformed,  reasonable  decisions  concerning  his 
present  and  future  health.  lie  (physician)  must 
know^  the  pathophysiology  of  cancer,  the  risk- 
factors  involved  with  cancer  and  other  diseases, 
and  the  usual  treatment  or  monitoring  procedures 
that  are  performed.  He  (physician)  must  further, 
however,  be  able  to  a]:)ply  this  knowdedge  to  the 
individual  patient  and  the  locality  in  w'hich  he 
and  the  jjatient  reside.  He  must  know  the  facili- 
ties that  are  available;  as  w'ell  as  the  approximate 
cost,  effort  and  discomfort  necessary  to  utilize 
them.  He  must  be  able  to  coun.sel  the  patient 
concerning  the  significance  of  test  results,  and  he 
must  ailvise  him  if  further  work-up,  consultation, 
or  therapy  is  indicated.  One  or  more  locations 
shotdd  be  suggested,  and  he  should  be  able  to 
give  the  patient  an  utibiased  and  informed  opin- 
ion concerning  the  alternatives  to  the  sitggested 
plan. 

I'he  indivitlual  plan  that  the  private  physician 
in  an  esttiblished  doctor-patient  relationship  de- 
velops, may  differ  considerably  from  the  screen- 
ing or  nu)nitoring  plans  that  are  devised  to  ac- 
commodate masses  of  people  being  screctied  in 
a stteening  clinic,  cancer  detection  clinic,  or  gen- 
eral clinic  manned  by  multiple  s[tecialists.  The 
unitpie  position  that  a family  pliysician  cxciqjies 
is  in  the  knowledge  of  his  patients'  total  circum- 
stance itKluding  individual  and  family  attitudes 
toward  health,  linancial  resotirces,  available  trans- 
portation, etc.  It  is  obviotis  that  an  elderly  pa- 
tient with  little  financial  resoitrce  and  no  trans- 
portation would  be  ill  advised  to  formulate  a 
health  maintenance  jdan  that  recpiired  follow'-iqi 
testitig  at  a far  distant  medical  center  and  at  great 
expense.  If  a health  maintenance  or  therapy  plan 
must  be  devised  that  is  complicated,  it  is  neces- 
sary to  have  a doctor-patient  relationship  which 
the  patient  can  trust  and  have  available  for  fur- 
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tlier  direction  and  interpretation  of  test  results, 
consultations,  etc.  There  have  been  many  studies 
which  iiulicate  that  patient  compliance  is  best 
w'hen  the  patient  is  directed  by  a physician  or  his 
designate  with  whom  the  patient  has  an  estab- 
lished relationship,  and  that  the  compliance  is 
lowest  in  dehumanized,  impersonal  situations 
where  the  patient  can  not  relate  to  one  or  two 
individttals. 

Section  E.  Health  screening  techniques  may  be 
performed  by  non-physicians  but  they  must 
supplement,  not  replace,  the  doctor- patient 
relationship  if  compliance  is  to  be  expected. 


The  patient  derives  no  benefit  from  a positive 
diagnostic  study  or  positive  risk-factor  evaluation 
if  he  does  not  follow  the  suggested  constiltation, 
behavioral  modification,  or  other  recommenda- 
tions that  are  made.  The  same  is  true  of  con- 
tinued health  monitoring.  If  a patient  is  given 
a “clean  bill  of  health”  after  a thorotigh  examina- 
tion by  a competent  physician  or  health  mainte- 
nance facility,  but  fails  to  come  back  for  future 
examinations  or  fails  in  interim  self-examina- 
tions, he  can  not  expect  to  continue  in  good  health 
indefinitely.  If  the  health  maintenance  plan  in- 
volves behavioral  modifications  such  as  a change 
in  eating,  drinking,  smoking  and/or  exercise 


Table  1. 

Summary 

The  Society  recommends  to  the  public  the  following  protocol  for  the  early  detection  of  cancer  in 
asymptomatic  persons. 


Kent  Recommendation 

Population  Previous 


Test  or  Procedure 

Sex 

Age 

Risk  Frequency 

Recommendation 

Chest  X-ray 

— not  recommended  — 

high  risk  person  annually 

Sputum  cytology 

— not  recommended  — 

not  recommended 

Sigmoidoscopy 

M&F 

over  50 

every  3-5  years- 

persons  over  40  annually 

Stool  guaiac 

MkF 

over  50 

every  year 

persons  over  40  annually 

slide  test 

Digital  rectal 

M&F 

over  40 

every  year 

same 

examination* 

Pap  test 

F 

20-653 

every  3 years^ 

annual 

Pelvic  examination 

F 

20-40 

every  3 years 

annual 

over  40 

every  year 

same 

Endometrial 

F 

at 

high  risk®  at  menopause 

same 

tissue  sample 

menopause 

Breast  self- 

F 

over  20 

every  month 

same 

examination 

Breast  physical 

F 

20-40 

every  3 years 

annual 

examination 

over  40 

ever)'  year 

same 

Mammography 

F 

between  35-40 

baseline 

no  policy 

under  50 

consult  personal 

policy  related  only 

physician 

to  BCDDP 

over  50 

every  year 

Health  counseling 

M&F 

over  20 

every  3 years 

“periodic” 

and  cancer 

M&F 

over  40 

every  year 

checkup*’ 

^Persons  over  40  who  smoke  or  are  exposed 

to  other  lung  carcinogens. 

^After  two  initial 

negative 

examinations  a 

year  apart. 

^Pap  test  should  also  be  done  on  women  under  20  who  are  sexually  active. 

■^After  two  initial  Pap  tests  done  a year  apart  are  negative.  High  risk  women  should  have  more 
frequent  Pap  tests. 

^History  of  infertility,  obesity,  failure  of  ovulation,  abnormal  uterine  bleeding,  or  estrogen  therapy. 
•^To  include  examination  for  cancers  of  the  thyroid,  testicles,  prostate,  ovaries,  lymph  nodes,  oral 
region,  and  skin. 
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habits  he  will  have  to  he  eoiistaiitly  eiieotiragetl 
and  the  iiitlieatcd  l)eha\ioi  re-ciiforcecl  lre(]tieiit- 
ly.  The  family  physician  again  is  in  an  ideal  posi- 
tion becanse  he  sees  his  ptilient  for  episodic  or 
curative  visits  on  the  average  of  two  and  one-half 
to  four  times  per  year.  If  the  patient  has  a large 
family  that  visits  the  family  physician  there  may 
be  more  opportunities  to  re-enforce  the  health 
care  j)lan  and  behavioral  modification. 

The  non-medical,  health  professional  can  per- 
form most  of  the  manenvers  that  are  necessary  to 
adequately  evaluate  the  asymptomatic  patient  on 
periodic  health  screening  examinations.  There 
will  be  very  little  difference  in  patient  compli- 
ance with  the  resnltant  health  plan  if  the  })hysi- 
cian  remttins  clearly  the  director  of  the  health 
care  team  with  whom  the  patient  can  relate  at 
desired  and/or  appropriate  intervals.  Utilizing 
secretarial  personnel  for  record  keeping  ami  sta- 
tistic recording  and  clinical  personnel  for  the  per- 
fonnance  of  many  tests,  follow-up  procedures, 
and  behavioral  modification  reinforcement  as 
well  as  acting  as  an  additional  contact  person, 
can  free  the  physician’s  involvement  in  health 
maintenance  partially  but  not  completely.  He 
must  be  available  to  teach  new  developments  to 
patients  as  well  as  others  in  the  health  mainte- 
nance team,  and  he  must  take  the  ultimate  re- 
sponsibility for  the  quality  as  well  as  the  quantity 
of  work  done.  If  well  planned  and  properly  dele- 
gated preventive  protocols  are  implemented 
which  are  compatible  with  local  resources  and 
constraints,  the  private  practicing  physician  in- 
volved should  have  more  time,  improve  the  tjual- 
ity  of  care  that  he  is  able  to  deliver,  and  he 
should  not  suffer  a great  financial  deficit. 

Conclusion 

A well  directed  history,  a well  planned  physical 
examination  and  a few  readily  available  office 
procedures  will  identify  most  risk-factors  and 
precursors  as  well  as  provide  an  early  diagnosis  of 
most  remediable  cancer.  Such  identification  and 
diagnoses  are  of  no  value  if  patient  compliance 
with  a well  thought  out  plan  for  monitoring  or 
for  further  work-up  is  not  followed  by  the  patient. 
Highest  rates  of  compliance  are  obtained  when  a 
patient  has  an  established  doctor- patient  rela- 
tionship on  a continuing  basis.  A concerted  ef- 
fort in  professional  education  for  the  practicing 
physician  as  well  as  in  our  medical  schools  and 
residency  programs  must  be  launched  to  make  the 


physician  of  lirst  ((mt;ict  aware  of  the  impoi  lance 
of  prevention  and  early  diagnosis  in  his  practice. 
Funding  must  be  made  available  through  private 
resources,  insurance  companies,  federal  agencies 
and  other  third  party  payors  to  reimburse  the 
private  practitioner  for  time  spent  in  preventive 
medicine  which  includes  patient  education.  This 
w'oiild  allow  the  development  of  many  thousands 
of  cancer  screening  clinics  in  individual  physi- 
cians’ offices  where  careful  data  collection  would 
be  possible  if  it  were  properly  instituted  and 
funded  at  the  outset  of  such  a program.  This  plan 
of  preventive  medicine  and  early  diagnosis  in  the 
private  sector  has  the  greatest  opportunity  to  ac- 
complish tlie  ultimate  goal  which  is  lowering 
morbidity  and  mortality  rates  of  cancer  as  well 
as  most  other  disorders  that  cause  untimely  death 
or  severe  permanent  disability  in  a cost  effective 
manner. 

A productive  history  and  physical  examination 
then  has  been  defined  in  this  paper  as  a modifi- 
cation of  the  traditional,  medical  school  taught 
history  and  physical  examination  which  is  usu- 
ally done  for  .symptomatic  conditions.  It  is  actu- 
ally a process  which  may  be  best  provided  in  a 
private  practitioner’s  office  that  produces  infor- 
mation that  allow's  the  patient  to  move  toward  the 
two  main  goals  of  periodic  health  evaluation: 
the  prevention  of  specific  disease  and  the  jn'omo- 
tion  of  health. 

rite  importance  of  prevention  may  be  illus- 
trated l)y  a favorite  anecdote: 

It  relates  the  story  of  a physician  trying  to  ex- 
plain the  dilemmas  of  the  modern  practice  of 
medicine: 

“Von  know',’’  he  said,  “sometimes  it  feels  like 
this.  There  I am  standing  by  the  shore  of  a 
swiftly  flowing  river  and  I hear  the  cry  of  a 
drowming  man.  So  I jump  into  the  river,  put 
my  arms  around  him,  pull  him  to  shore  and 
apply  artificial  respiration.  Just  when  he  be- 
gins to  breathe,  there  is  another  cry  for  help. 
So  I jump  into  the  river,  reach  him,  pull  him 
to  .shore,  apply  artificial  respiration,  and  then 
just  as  he  begins  to  breathe,  another  cry  for 
help.  So  back  into  the  river  again,  reaching, 
pulling,  a])plying,  breathing  and  then  another 
yell.  Again  and  again,  without  end,  goes  the 
sequence.  You  know,  I am  so  busy  jumping  in, 
pulling  them  to  shore,  applying  artificial  respi- 
ration. that  I have  no  time  to  see  who  the  hell 
is  upstream  pushing  them  all  in.” 
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Attitudes  and  the  Drama  Triangle  in  Geriatric  Medicine 

Keong-Chye  Cheah,M.D.* 


Abstract 

Medical  care  of  the  elderly  patient  is  influenced 
by  the  physician’s  frame  of  reference,  or  bias. 
Based  on  our  society’s  standards  of  worth,  the 
value  placed  on  the  elderly  is  low.  I’he  “Drama 
Triangle’’  concept  includes  roles  of  “Persecutor,” 
“Rescuer,”  and  “Victim.”  The  physician  may  see 
an  aged  patient  as  the  “Persecutor"  and  himself  as 
the  “Victim.”  The  physician’s  reaction  as  a “Vic- 
tim” often  residts  in  inapprojniate  medical  care. 
By  updating  one’s  knowledge  and  understanding 
of  aging  and  disease  process  in  the  aged,  one  can 
help  prevent  feeling  victimized. 

Mr.  Z,  an  81-year-old  white  patient  being  fol- 
lowed by  the  Hospital  Based  Home  Care  Program, 
w'as  admitted  on  12/6  by  a physician  on  the  team. 
The  patient’s  history  included  arteriosclerotic 
heart  disease  with  myocardial  infarction  approxi- 
mately eight  months  prior  and  three  hospitaliza- 
tions for  congestive  heart  failure  in  the  proceeding 
four  months.  Other  diagnoses  include  diabetes 
mellitus  (non  insulin  dependent),  neurogenic 
bladder  secondary  to  neurosyphillis  (treated)  and 
anemia. 

The  admitting  physician  and  the  medical  in- 
tern obtained  a history  of  chills,  nausea,  persistent 
vomiting  with  epigastric  pain,  precordial  pain, 
tightness  across  the  anterior  chest,  shortness  of 
breath,  and  feeling  of  being  smothered.  They 
noted  that  the  patient  appeared  ashen  and  in 
some  distress.  (The  patient  arrived  on  the  ward 
at  6 p.m.)  The  medical  resident  (R  #1)  wrote 
on  the  chart  (10  p.m.)  . . . “2-3  days  ago  developed 
mild  anorexia,  vomiting  (phlegm)  x 1-2,  mylagia, 
one  chill,  no  fever.  No  other  com2:ilaints  other 
than  stable  chronic  problems.  Says  he  had  good 
bowel  movement  yesterday.”  He  observed  that 
the  {patient  was  alert,  oriented,  and  in  no  distress. 
He  noted  that  the  electrocardiogram  showed  “no 
change  from  a previous  study,  with  normal  sinus 
rhythm  and  intraventricular  conduction  defect” 
and  an  acute  alrdomen  x-ray  series  showed  in- 
creased colon  gas,  no  air  fluid  levels,  and  much 
feces.  He  felt  that  the  jaatient  had  fecal  impaction 

•Geropsychiatrist,  Geriatric  Section,  Medical  Service,  VA  Medical 
Center,  Little  Rock,  Arkansas:  Assistant  Professor  of  Psychiatry  and 
Medicine,  University  of  Arkansas  College  of  Medicine. 

Address:  Geriatric  Section,  Medical  Service.  VA  Medical  Center, 
300  East  Roosevelt  Road,  Little  Rock,  Arkansas  72206. 

Revised  version  of  a paper  presented  to  the  Arkansas  Regional 
Meeting  of  the  American  College  of  Physicians,  Little  Rock,  Arkan- 
sas, October  28-29,  1977.  (Submitted  as  a “Short  Paper.”) 


and  prf)l)able  viral  illness  by  history.  His  j)lan 
was  to  check  for  fluid  electrolyte  disorder,  con- 
tinue maintenance  management,  give  enemas, 
and  transfer  lo  Geriatric  Service  (which  he  as- 
sumed incorrectly  liad  followed  the  patient).  The 
patient  was  jorovided  oxygen  by  ventimask, 
ordered  bed  rest,  and  a litpiid  diet.  Appropriate 
laboratory  tests  were  ordered  for  a patient  who 
had  known  coronary  artery  disease  and  an  acute 
illness.  The  resident  (R  #1)  on  12/7  noted  that 
the  electrolytes  and  blood  urea  nitrogen  were 
normal.  He  did  not  note  the  abnormal  readings 
of  SCOT,  LDH,  and  CPK  at  310,  544,  and  806 
resjrectively,  nor  that  the  electrocardiogram 
showed  changes  suggestive  of  an  acute  myocardial 
infarction.  The  patient  was  transferred  the  same 
day  (12/7). 

The  Family  Practice  Resident  (R  #2)  on  the 
Geriatric  Service  was  unhajrjjy  that  a patient  with 
fecal  impaction  was  transferred  to  his  care.  He 
continued  the  same  medical  regimen.  On  12/8, 
the  patient’s  history,  laboratory  studies,  and  care 
were  reviewed  by  the  Attending  Geriatric  staff 
internist.  The  resident  then  ordered  the  CPK, 
SGOT,  LDH,  and  electrocardiogram  to  be  re- 
peated for  12/8  and  12/9. 

On  12/9,  the  patient  was  transferred  to  the 
Coronary  Care  Stepdown  FInit  because  of  a 
smothering  sensation,  nausea  (but  no  chest  pain) , 
new  ECG  findings  and  enzymes  changes,  as 
follows: 


12/6 

12/8 

12/9 

SCOT 

310 

1500 

3000 

LDH 

544 

3000 

3900 

CPK 

806 

578 

605 

The  different  jiieces  of  information  taken  sep- 
arately made  a definitive  diagnosis  difficult.  The 
jratient’s  history  of  heart  trouble  and  the  elevated 
enzymes  should  have  been  alerting  signs.  The 
resident,  R #1,  did  not  note  the  enzyme  levels, 
nor  the  subtle  changes  on  the  electrocardiogram. 
The  resident,  R #2,  only  reacted  appropriately 
after  this  was  brought  to  his  attention  by  the 
Attending. 

The  jratient’s  age  and  his  having  multiple 
chronic  {rroblems  most  probably  did  influence 
the  less  diligent  search  for  other  problems.  R #1 
appeared  to  have  jrredetermined  the  extent  of 
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care  he  would  provide  instead  of  being  more 
open-minded.  Reflexly  appropriate  tests  were 
ordered  but  no  attention  was  paid  to  the  results. 
R #2  reacted  to  the  transfer  as  inappropriate  and 
this  influenced  the  extent  of  care  he  gave. 

■“Agism”!  does  exist  in  medical  care  given 
to  the  elderly.  This  is  not  usually  due  to  a con- 
scious effort  by  medical  practitioners  to  discrimi- 
nate against  the  elderly,  but  is  based  more  on 
unconscious  attitudes.  The  busy  physician  with 
limited  time  can  get  good  information  if  the  pa- 
tient has  a single  problem  of  an  acute  nature. 
1 he  elderly  sick  will  tend  to  have  multiple  and 
more  chronic  problems.  The  effort  required  to 
get  a clear  history  is  greater,  particularly  if  the 
patient  is  hard  of  hearing.  Also,  the  physical 
attractiveness  of  the  patient  tends  to  influence  the 
amount  of  time  spent  with  the  patient. 

Physicians  are  molded  by  parental  attitudes 
and  by  society's  value  system.  Wants,  likes,  and 
dislikes  are  developed.  Criteria  are  compiled  to 
define  good  and  bath  Attitudes,  beliefs,  and  ex- 
pectations are  established.  We  all  enter  into  sit- 
uations with  a frame  of  reference  which  reflects 
past  experiences,  data/information  bank,  and  de- 
termines expectations.  There  is  no  intrinsic  wrong 
in  entering  a physician-patient  situation  with  a 
frame  of  reference.  This  human  quality  is  an  im- 
portant factor  that  separates  a physician  from  a 
diagnostic  machine. 

A frame  of  reference  or  bias  (usually  thought 
of  in  negative  terms)  may  create  an  internal 
“crooked  score  keeper"  who  stacks  up  statistics  to 
maintain  and  promulgate  that  frame  of  reference. 
In  short,  someone  who  believes  that  all  red-heads 
are  fiery-tempered  would  pay  special  attention  to 
occasions  when  red-heads  show  their  temper  and 
ignore  the  times  when  they  are  as  calm  as  others. 
In  a similar  way,  biased  data  is  gathered  on  the 
elderly.  If  one  links  “old  age”  with  “senility"  lie 
could  possibly  miss  (misdiagnose)  a reversible 
brain  .syndrome  and  not  appropriately  treat  the 
underlying  cause.  With  improper  treatment,  an 
irreversible  brain  syndrome  can  result.  This  is 
like  a self-fulfilling  prophecy  and  is  hard  to 
disprove. 

The  clues  which  indicate  bias  regarding  the 
elderly  include:  1)  the  derogatory  or  pessimistic 
remarks  made  about  the  elderly  sick,  2)  the  rapid- 
ity in  concluding  that  medical  care  is  not  needed, 
and  3)  the  descriptive  terms,  or  nicknames,  given 
to  the  elderly. 


Becker,  et  al,^  have  noted  that  two  major  pa- 
tient types  are  “crocks"  and  “interesting  cases.” 
The  interesting  cases  are  usually  patients  who  can 
give  a lucid  history,  have  evident  pathology,  and 
have  some  potential  for  improvement  through 
medical  management.  The  “crocks”  are  usually 
seen  without  “disease,”  from  whom  the  medical 
student  can  learn  little  or  nothing,  and  who  may 
actually  cause  the  medical  student  distress,  frus- 
tration, and  embarrassment.  Mumford'!  has  noted 
the  appearance  of  two  other  types  — “gomers”  and 
“turkeys;”  these  are  hospitalized  patients  who  the 
young  physician  feels  should  not  have  been  ad- 
mitted since  their  illness  is  too  minor  to  warrant 
his  spending  time  on  them. 

Everyday,  powerful  forces  direct  us  to  view  the 
elderly  in  unfavorable  light.  We  live  in  a youth- 
oriented  and  achievement-oriented  society.  We 
are  future-oriented  and  our  values  are  geared 
towards  youthfulness.  On  all  these  counts  the 
eklerly  do  not  stand  a chance.  Care  providers 
tend  to  have  the  YAVIS  syndrome^  — i.e.,  the 
young,  attractive,  verbal,  intelligent,  and  suc- 
cessful (well-paying)  are  favored  when  care  is 
given. 

Drama  Triangle 

The  concept  of  the  Drama  (Karpman)  Tri- 
angle‘!  will  illustrate  the  dynamics  that  could  be 
in  play.  The  Drama  I’riangle  has  three  positions, 
“Persecutor,”  “Rescuer,”  and  “Victim.” 

A physician,  although  ostensibly  a “rescuer,” 
may  feel  victimized  if  he  has  to  provide  care  for 
an  elderly  jiatient  who  he  sees  as  having  “no  real 
need”  for  medical  care.  The  patient,  through  no 
choice  or  faidt  of  his  own,  is  viewed  as  the  “perse- 
cutor." Since  being  a “victim”  is  an  uncomfort- 
able one,  there  is  a reaction. 

One  reaction  is  to  be  angry  and  lash  back,  i.e., 
“persecute.”  This  can  be  in  the  form  of  doing 
painful  procedures  (usually  rationalized  as  teach- 
ing the  patient  not  to  return  with  unreasonable 
complaints  in  the  future).  The  patient  becomes 
the  “victim”  with  this  switch  of  position.  Another 
reaction  is  to  avoid  contact  with  the  patient.  This 
is  easily  accomplished  by  cursory  examination 
and  going  through  ritualistic  behavior  such  as 
ordering  routine  laboratory  tests  without  clear 
indications  or  goals. 

Another  reaction  of  a “victim”  may  be  to  seek 
someone  to  “rescue”  him.  Thus,  he  may  try  to 
get  a “consultant”  who  will  take  over.  Unfortu- 
nately, if  the  goals  are  not  clear,  this  can  lead  to 
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lurthei  clis;i|)]X)iiitinc‘ut  ;iik1  Iceliiig  more  \ ictim- 
i/,ccl  when  the  eonsullanl  will  help  manage  the 
patient  instead  ol  taking  over  the  care.  The  situa- 
tion gets  deeper  as  the  considtant  is  viewed  as  a 
I'nrther  .source  ot  "jx'rsecntion,  ” i.e.,  one  "who 
will  not  do  his  job."  d'his  can  lead  to  liirther  dis- 
ruptive and  nonj)rodnctive  action  such  as  making 
disparaging  remarks  about  the  consultant. 

In  short,  the  emotional  involvement  when  a 
j)hysician  takes  on  the  role  ol  “victim"  can  pre- 
vent proper  aj)praisal  ol  the  patient  and  lead  to 
disapproval  by  one’s  protessional  colleagues  and 
peers  (or  supervisor  when  this  applies)  or  a mal- 
practice suit.  When  this  happens,  one  becomes  a 
real  victim  ol  his  own  doing. 

Hoic  to  avoid  taking  on  the  role  of  ‘‘J'ictini’” 
ivhen  treating  the  elderly  patient: 

1.  Update  one’s  knowledge  ol  the  ehlerly  person 
— the  change  in  physiological  functions  that 
occur  with  age  and  the  modilied  signs  and 
symptoms  of  disease  process  in  the  elderly. 
Distinginsh  between  disease  process  and  nor- 
mal aging.  In  the  past,  information  provided 
in  metlical  school  about  the  elderly  has  been 
negligible.  A great  deal  of  myth  has  been 
passed  on,  inside  and  outside  of  medical  train- 
ing, as  facts. 

2.  Be  aware  of  one’s  biased  views  — "good  and 
bad,”  of  the  elderly  and  do  not  prejudge. 
Sympathy  and  antipathy,  unlike  empathy,  can 
lead  to  inappropriate  care. 

3.  One  may  need  to  have  more  patience  and 
time  to  appropriately  evaluate  an  elderly  pa- 
tient. For  example,  he  may  not  hear  well  and 
fail  to  understand  questions,  but  does  not  tell 
you  because  of  embarrassment  or  fear  that 


these  arc  signs  of  going  cia/y  or  becoming 
senile. 

•1.  Be  aware  of  the  possibility  ol  entering  into 
the  Drama  Tiiangle.  The  professional  rescuer 
with  prcjper  knowledge  and  ap|)litation  of 
skills  can  tivoicl  being  involved  in  the  Drama 
I’riangle.  One  may  need  to  acquire  some  extra 
skills  to  deal  with  the  elderly  jjatient.  For  ex- 
ample, polish  np  on  listening  skill. 

While  all  ol  the  above  can  help,  the  most  im- 
jjortant  and  most  clilficult  task  is  to  change  one’s 
attitude  and  frame  of  relerence  in  regard  to  the 
elderly.  Chapped  and  .Schnoll''  in  reference  to  the 
treatment  of  chemically  dependent  patients,  have 
raised  the  issue  ol  how  attitudes  that  enhance  the 
cpiality  of  treatment  can  be  developed  during 
medical  and  postgraduate  medical  education, 
d hey  believe  that  modifying  attitudes  is  far  more 
difficult  than  transmitting  information  or  de- 
veloping technical  skills,  d’hese  remarks  are 
ecpially  ap]rlicable  in  regard  to  the  treatment  ol 
the  elderly. 
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ELECTROCARDIOGRAM 


The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  512) 

HISTORY:  L.  P.  is  a 68-year-old  woman  who  presented  to  the  hospital  because  of  severe  substernal  chest 
pain  lasting  two  hours  and  associated  with  diaphoresis  and  nausea.  The  patient  on  physical  examination 
was  found  to  be  hypotensive  and  to  be  mentating  poorly.  An  Ss  gallop  and  rales  were  both  present.  Shown 
below  is  her  ECG. 

Which  of  the  following  remarks  are  most  likely  true  and  which  are  most  likely  false? 

1.  The  patient  has  pericarditis  and/or  myocarditis. 

2.  A temporary  pacemaker  is  strongly  indicated. 

3.  A pulmonary  artery  pressure  monitoring  catheter  would  yield  information  of  use  in  therapy. 

4.  Prophylactic  use  of  lidocaine  should  be  strongly  considered. 


John  W.  Watson,  M.D. 

Assistant  Professor 
Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Stenosing  Tenosynovitis 

(Dequervain's  Disease,  Trigger  Thumb,  and  Trigger  Finger) 


H.  Austin  Grimes,  M.D.* 


Jn  deQuervain’s  disease  the  diagnosis  is  easily 
made  by  Finkelstein’s  test  (Figure  1).  This  dis- 
ease may  be  actite  trauma,  recurrent  trauma  or 
some  underlying  collagen  disease.  In  the  first 
six  weeks,  non-operative  treatment  consists  of 
splinting  the  thumb  in  Burnham’s  splint,  and 
injection  of  the  tendon  sheath  with  0.5  to  1.0  ml 
of  steroid  and  local  anesthetic.  The  splint  should 
remain  on  most  of  the  succeeding  two  or  three 
weeks. 

Surgery  consists  of  unroofing  the  retinaculum 
which  is  restraining  the  abductor  pollicis  longus 
and  extensor  pollicis  brevis  tendon  sheaths  at 
the  level  of  swelling  and  tenderness  of  the  wrist 
(Figure  2).  Often  two  separate  compartments  are 
present  for  the  abductor  pollicis  longus  and  ex- 
tensor pollicis  brevis  (Figure  3).  In  these  cases, 
both  retinaculae  must  be  opened  to  insure  ade- 


F  I G.  1 

•Little  Rock  Orthopedic  Clinic,  P.A.,  9500  Lile  Drive,  P.  O.  Box 
5270,  Little  Rock,  Arkansas  72215. 


quate  release  of  tendon  motion.  After  this  is  clone, 
the  patient  should  actively  flex  and  extend  the 
thumb  under  direct  vision  to  insure  full  excursion 
of  the  respective  tendons.  We  have  found  that 
venous  block  anesthesia  with  a double  tourniquet 
is  satisfactory  for  anesthesia  and  ischemia.  The 
incision  should  be  transverse  to  adequately  ex- 
pose the  involved  tendon  sheaths  and  to  visualize 
and  protect  the  sensory  branch  of  the  radial  nerve. 
Apply  a pressure  dressing  for  a couple  of  days 


FI  G.  2 


FIG.  3 


Volume  77,  Number  11  — April,  1981 


499 


Stknosing  I'enosynovitis  (Deqiu  rvain  s Disease,  Trigger  I’humb  and  Trigger  Finger) 


and  encourage  the  patient  to  actively  use  the 
thumb  as  much  as  tolerated. 

trigger  thnnib  occurs  at  the  proximal  phalan- 
geal metacarpal  junction  on  the  flexor  surface  and 
gives  a painful  and  frustrating  inability  to  actively 
extend  the  thumb  (Figure  -4). 

Injection  of  this  area  is  not  done  with  much 
success,  and  the  danger  of  striking  the  volar 
branch  of  the  digital  nerve  to  the  thumb  does 
exist,  t herefore,  surgical  release  of  the  restrict- 
ing ])ulley  is  done  utilizing  the  venous  block 
anesthetic  approach.  Active  use  of  the  thumb  is 
encouraged  and  sutures  are  usually  removed  from 
the  transver.se  skin  incision  in  eight  to  ten  days. 

In  trigger  fingers  the  restricting  retinaculum 
is  on  the  flexor  surface  at  the  level  of  the  distal 
metacarpal  head  and  involves  the  tendon  itself. 
Fhe  swelling  of  the  tendon  causes  the  locking  to 
occur,  and  may  be  on  either  side  of  the  theca. 
Complete  release  of  the  theca  relieves  the  trig- 
gering, and  .smooth  motion  should  occur  immedi- 
ately. If  not,  then  insure  that  the  entire  theca 
has  been  released.  Oftentimes  this  necessitates 
a longitudinal  section  of  the  theca  approximately 
1 /8  inch  wide  being  removed. 

Again,  active  motion  of  the  involved  finger  is 


encouraged  immediately,  and  sutures  are  removed 
at  the  appropriate  interval. 


/^OTi:  FROTtcT  DierlTflL  N€lZi/e 
OP  THOMBf 

F I G - 
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Another  Vista  on  Coronary  Disease 

Alfred  Kahn,  Jr.,  M.D. 


M ost  physicians  who  arc  not  in  linhieil  spe- 
cialties are  overwhehnetl  Iry  the  mass  ol  medical 
l)nblications  — some  are  paitl  tor  Iry  the  physicians 
and  others  are  sent  to  him  totally  nnretpiested. 
The  “bottom  line’’  ol  this  situation  is  that  prac- 
ticitig  physicians  have  a hard  time  selecting  the 
signilicant  articles  from  the  great  volume  of  chaff. 

One  very  significant  group  of  articles  has  been 
published  by  Circulation  — as  a supplementary 
issue  entitled,  “Proceedings  of  the  Workshop  on 
Platelet-active  Drugs  in  the  Secondary  Prevention 
of  Cardiovascnlar  Events,”  with  guest  editors,  E. 
Braunwakl,  W.  T.  Eriedewald,  and  C.  D.  Eurberg. 
(Circidation,  Part  II,  Vol.  62,  No.  6,  Dec.,  1980). 

The  most  interesting  article  in  this  group  is  by 
A.  Maseri,  S.  Chierchia,  and  A.  L’Abbate  under 
the  title  of  “Pathogenetic  Mechanisms  Ehiderlying 
the  Clinical  Events  Associated  with  Ather- 
osclerotic Heart  Di,sease.’’  I'he  thrust  of  the 
article  is  to  try  and  give  a working  understanding 
of  how  acute  vascidar  events  occur  in  arteries 
with  underlying  chronic  disea.se  — arterio-sclerosis 
— of  varying  intensity.  I hey  were  particularly 
intrigued  by  Prinzmetal’s  syndrome  of  angina 
pectoris  at  rest.  I’hey  feel  that  too  much  focus 
has  been  given  to  the  vascidar  stricture  in  the 
ischemic  diseases  — and  not  enough  to  other 
causes.  Prinzmetal’s  Syndrome  with  pain  occur- 
ring at  rest  tends  to  focus  the  pain  syndrome 
away  from  just  a mechanical  obstruction  in  the 
coronary  artery'  to  other  factors  as  sjrasm,  etc. 
Prinzmetal’s  Syndrome  may  “represent  only  the 
tip  of  the  iceberg.  Most  fretpiently,  even  in  the 
same  patient,  acute  transient  myocardial  ischemia 
may  residt  from  different  causes  in  the  |)resence 
of  critical  athero-sclerotic  lesions  as  well  as  in 
their  absence.’’  I'hey  go  on  to  relate  how'  tran- 
sient ischemia  may  be  manifest  as  arrhythmia  or 
pump  failure. 


1 hey  further  relate  that  angina  decubitus  is 
not  due  to  increased  demands  on  the  heart  — this 
has  been  disproved  by  duct  measurement  of  car- 
diac 1 unction  and  by  measurement  of  both  ac- 
tivity. I hey  state  that  an  increa.se  in  cardiac  func- 
tion at  the  beginning  of  an  episode  of  angina 
pectoris  does  not  prove  the  increased  work  pre- 
cipitated the  attack.  .Actually,  it  is  said  that  many 
patients  wdth  nocturnal  angina  pectoris  have  a 
fair  exercise  and  W'hat  Maseri,  et  al,  are  .saying  is 
that  it  is  a myth  to  believe  that  angina  pectoris 
is  just  the  result  of  increased  body  demand.  As 
further  proof,  they  cite  the  fact  that  monitoring 
of  coronary  sinus  oxygen  shows  a drop  in  oxygen 
saturation  before  the  EKG  shows  .ST  .Segtiient 
changes  and  before  signs  of  left  ventricidar 
malfunction. 

Maseri  captions  one  of  the  short  chapters  in 
this  article  “Coronary  Stenosis  May  Be  Both  a 
Bystander  and  I’he  Cidprit”  — in  other  words, 
it  is  possible  to  have  coronary  artery  ischemia 
“w'ithout  air  of  myocardial  demand  and  well  be- 
low the  maximal  coronary  flow  reserve  imposed 
by  fixed  lesions. ’’  They  cite  the  lact  in  an  experi- 
mental preparation  with  an  85%  reduction  in  the 
size  of  the  lumen  of  a coronary  ve,s.sel  — the  vessel 
could  under  proper  stimulation  permit  a .S0()% 
increase  in  blood  flow.  Ma.seri  slates  that  coro- 
nary artery  spasm  in  both  normal  ami  disea.sed 
coronary  ve.ssels  can  be  detecteil  by  angiographic 
means  aiul  this  is  seen  in  association  with  myo- 
cardial ischemia  whether  angina  pain  is  present 
or  not.  EKG  changes  appear  with  this  as  .S-T 
.Segment  elevation  of  short  duration  when  a large 
coronary  artei7  is  in  spasm;  both  exertional 
angina  and  angina  at  rest  may  be  associated  with 
coronary  artery  vasospasm  and  elevated  .S-7’ 
■Segments. 

Maseri,  et  al,  relates  that  life  threatening 
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arrhythmias  may  occur  with  variant  angina  — and 
they  respond  to  vasodilator  treatment  not  anti- 
rhythmic drugs;  ventricular  fibrillation,  a known 
cause  of  sudden  death,  may  appear  with  coronary 
vasospasm. 

Myocardial  infarction,  the  authors  postulate, 
may  be  the  result  of  long  lasting  coronary  vaso- 
spasm. Some  of  these  vessels  open  up  after  in- 
farction. All  of  these  facts  have  led  Maseri  and 
his  collaborators  to  study  the  causes  of  coronary 
artery  vasospasm;  they  believe  that  local  vascular 
hypersensitivity  and  vasoconstrictive  trigger  mech- 
anisms cause  the  vasospasm.  .Apparently  during 
the  course  of  the  athero  sclerotic  process,  the 
arterial  wall  Ijecomes  hypersensitive  — stenosis  is 
definitely  not  a necessary  co-factor  in  the  occur- 
rence of  spasm.  Factors  mentioned  were  hypoxia, 
local  cholesterol  deposition,  endothelial  cushions 
and  decreased  prostacyclin  manufacture  or  re- 
lease. Calcium  gradients  in  the  smooth  muscle 
are  also  said  to  play  a role. 

The  trigger  mechanism  can  be  a dynamic  bal- 
ance — oversensitive  arteries  and  normal  stimuli 
or  slightly  almormal,  slightly  oversensitive  arter- 


ies and  potent  trigger  mechanism.  .Maseri  cites 
some  trigger  mechanisms  as  alcohol,  food,  cold 
drinks,  exertion,  etc.;  there  is  a possibility  of  ves- 
sel narrowing  due  to  an  imbalance  between 
thromboxane  A and  prostacyctin;  two  opposing 
chemicals.  Spasm  once  initiated  may  lead  to 
vessel  damage  and  even  thrombus  formation. 

In  concluding  their  articles,  Maseri,  et  al,  state 
that  “stenosis  may  not  be  the  cause  of  symptoms.” 
They  feel  that  the  cause  of  coronary  symptoms 
may  be  spasm.  This  is  a fascinating  article  and 
it  should  be  carefully  studied  to  integrate  the 
facts  presented  here  with  our  current  major  in- 
volvement in  coronary  arteriography  to  find 
stenotic  lesions  in  coronary  arteries.  Most  Ameri- 
can medical  centers  have  active  coronary  artery 
bypass  surgery  programs.  Neither  Maseri’s  posi- 
tion nor  the  prevalent  American  position  of  by- 
passing obstruction  are  nece.ssarily  in  conflict  but 
the  total  integration  of  these  two  seemingly  dif- 
ferent stands  is  not  entirely  clear.  In  any  event, 
statistics  certainly  buttress  the  value  of  dealing 
surgically  with  certain  stenotic  lesions  from  both 
a symptomatic  and  life  extending  point  of  view. 


"!?/'<>/«  Otket  tfeai-A" 


(From  the  University  of  Arkansas  for  Medical 
Sciences  Library,  History  of  Medicine f Archives 
Division.) 

Journal  of  the  State  Medical  Society  of  Arkansas 
2(l):22-23  July,  1891 
Editorial  Notes 

The  Arkansas  Gazette  of  July  13th  says;  “The 
season  when  a community’s  health  can  be  en- 
dangered by  the  miasmatic  aromas  that  arise  from 
dirty  streets  and  filthy  alleys,  is  ajrproaching.  .At- 
tention has  been  frequently  called  to  the  plague 
spots  prevalent  in  Little  Rock.  Tlie  alley  running 
through  the  block  from  Fifth  to  Sixth  streets,  be- 
tween Main  and  Louisiana,  is  in  need  of  atten- 
tion. There  are  other  places  in  the  city  that  also 
demand  a sanitary  overhaiding.”  The  above  is 
incorrect  in  at  least  two  particidars.  In  the  first 
place  the  season  when  a community’s  health  can 
be  endangered  is  already  here;  and  secondly,  it 
might  have  come  nearer  telling  the  true  condition 
of  affairs  by  stating  that  there  is  not  a place  in  the 


whole  city  that  does  not  demand  a sanitary  over- 
hauling. The  commonest  fatal  mistake  for  com- 
munities and  those  in  authority  to  commit  is  to 
put  off  cleaning  up  until  the  diseases  resulting 
from  filth  are  already  developed.  The  time  for 
prevention  of  disease  is  long  before  it  makes  its 
appearance,  so  that  when  the  hot  weather  comes 
with  alternating  spells  that  are  dry  and  wet,  caus- 
ing decomposition  and  poisoning  influences,  it 
may  find  nothing  to  work  on.  To  stir  up  the  filth 
in  the  midst  of  sickness  that  it  causes  is  little  less 
than  homicide. 

* * * * 

Journal  of  the  State  Medical  Society  of  Arkansas 
2(2):66  August,  1891 
Editorial  Notes 

The  medical  corps  of  the  Arkansas  State  Guards 
consists,  according  to  the  record  in  the  Assistant’s 
Adjutant  General’s  office,  of  one  physician,  who 
is  surgeon  general,  with  the  rank  of  colonel.  It  is 
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understood  that  his  duties  are  not  so  onerous  as 
to  seriously  interfere  witli  his  private  practice. 

The  friendly  relations  which  exist  between  the 
physicians  and  pharmacists  in  Arkansas  are  at- 
tracting considerable  attention  in  other  localities. 
As  long  as  doctors’  signs  are  clustered  about  the 
portals  of  drug-stores  and  the  druggists’  cards  are 
printed  on  the  back  of  the  physician’s  prescription 
blanks  there  is  no  use  to  talk  about  antagonism 
between  the  two  professions,  except,  of  course,  in 
meeting,  and  on  such  occasions  it  is  only  talk. 

* # * # 

Journal  of  the  State  Medical  Society  of  Arkansas 
2(4):  177-178  October,  1891 
The  Southeast  .Arkansas  Afedical  Association 
From  an  item  published  in  the  Arkansas 
Gazette,  The  Journal  learned  that  a meeting  of 
the  physicians  was  recently  called  for  organizing  a 
society  having  the  above  name. 

On  account  of  the  small  number  attending  the 
first  convention  an  adjournment  w'as  had  until  a 
larger  number  could  be  induced  to  attend. 


I’his  is  a move  in  an  im])ortant  and  proper 
diiection,  and  although  the  first  attempt  was  not 
a complete  success  it  is  encouraging  to  be  able  to 
state  that  the  physicians  of  that  section  have  at 
last  rnoued.  The  first  to  start  are  not  always  the 
first  to  reach  the  goal  and  it  may  be  that  these 
doctors  in  southeast  Arkansas  who  have  been 
hampered  by  so  many  difficulties,  will,  when  once 
organized,  rapidly  gain  on  and  even  pass  some  of 
the  older  societies. 

The  Southw'est  Arkansas  Medical  Association 

Issued  the  usual  neat  and  complete  programme 
for  the  meeting  to  be  held  at  Arkadelphia,  Oc- 
tober 5th  and  6th. 

The  programme  announced  papers  of  unusual 
interest  and  the  meeting  must  have  been  a pleas- 
ant gathering  of  the  members  to  hear  and  discuss 
them. 

The  Journal  regrets  that  the  full  proceedings 
have  not  been  received  in  time  for  insertion  in 
this  issue. 

^ ^ ^ ^ 


MEDICINE  IN  THE  NEWS 


THE  MONTH  IN  WASHINGTON 

Prime  targets  for  the  cost-cutting  knives  of  the 
new  Administration  and  Congress  would  appear 
to  be  the  government's  Gargantuan  entitlement 
programs  such  as  Social  Security,  Medicare  and 
Medicaid  which  account  for  95  percent  of  the 
$258  billion  budget  of  the  Health  and  Human 
Services  (HHS)  Department.  The  HHS  budget 
is  approximately  one-third  of  the  Federal  budget. 

The  Reagan  .Administration's  health  budget  — 
a reworking  of  the  Carter  budget  — is  expected 
shortly  and  most  likely  will  contain  sweeping 
changes,  particularly  in  the  area  of  Medicare  and 
Medicaid. 

HHS  Secretary  Richard  S.  Schweiker  pointed 
out  during  his  confirmation  hearings  that  he 
would  have  to  work  closely  with  Congress  as  the 


entitlement  programs  are  not  within  the  .Ad- 
ministration’s control. 

In  Congress,  Reps.  Richard  Cejthardt  (D.-AIo.) 
and  David  Stockman  (R.-Mich.)  have  reintroduced 
their  pro-competition  national  health  plan  that 
would  end  Federal  health  jjlanning  and  remove 
many  of  the  ta.x  deductions  for  private  health  in- 
surance. Stockman  has  been  appointed  Director 
of  the  Office  of  Management  and  Budget. 

The  House  and  Senate  have  about  completed 
the  selection  of  committee  members,  chairman- 
ships, and  subcommittee  assignments  as  the  law- 
makers buckled  down  for  a long  and  arduous 
session. 

In  addition  to  w’hatever  health  legislation  that 
may  l)e  proposed  by  the  Reagan  Administration, 
the  Congress  also  faces  the  task  of  deciding  the 
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late  ot  a minilier  of  major  health  programs  that 
expire  tliis  year.  These  programs  inchicle  Healtli 
Planning,  HMO’s,  and  Health  Manpower. 

(iertainly  much  of  the  activity  of  the  new  Con- 
gress will  be  centered  on  the  size  of  the  health 
budget  with  conservatives  determined  to  make 
large  cuts  and  liberals  digging  in  to  resist  the 
inroads. 

* * * * 

Former  Pennsylvania  Senator  Schweiker  breezed 
through  the  Senate  Finance  Committee  confirma- 
tion hearings  for  his  appointment  as  HHS  Sec- 
retary. In  addition  to  his  concern  with  the  en- 
titlement programs  that  consume  so  much  of  his 
budget  he  said  that  “more  emphasis  must  be 
placed  on  eliminating  fraud,  waste,  and  almse. 
It  will  be  my  intention  to  give  strong  support  to 
the  Inspector  General’s  Office  in  this  regard  and 
to  work  closely  with  the  General  Accounting 
Office  as  well.” 

As  one  example,  Schweiker  said  that  he  intends 
to  w'ork  with  the  Justice  Dejiartment  to  attack 
fraud  and  abuse  of  the  Medicaid  program. 

In  his  preparetl  statement  Schweiker  said,  “I 
believe  the  new  Secretary  must  work  closely  with 
the  new  Administration  and  the  Congiess  to  curb 
inflation,  which  has  so  aptly  been  termed  the 
cruelest  tax  of  all  on  the  |joor  and  the  elderly 
citizens  who  rely  so  heavily  on  HHS  programs.” 

Schweiker  also  said  that  the  Reagan  Admin- 
istration probably  will  not  support  a compre- 
hensive national  health  insurance  program  but 
that  its  approach  to  the  problem  might  be  to 
combine  catastrophic  coverage  and  a program  to 
fill  in  the  gaps  for  the  10  percent  of  the  popula- 
tion who  have  no  coverage. 

He  said  that  he  was  against  any  federal  regula- 
tion approach  to  hospital  cost  containment,  but 
that  it  was  his  intention  to  resurrect  a voluntary 
effort  to  reduce  increasing  costs  of  medical  care. 
He  also  said  that  he  would  reinforce  and  not 
threaten  these  programs  wdth  antitrust  suits.  He 
agreed  with  Senator  David  L.  Boren  (D.-Okla.) 
that  a bill  to  set  up  pilot  programs  for  states  to 
exjjeriment  with  cost-saving  programs  would  be 
a good  approach.  He  said  he  emphasizes  the 
competitive  approach  to  reducing  hospital  costs. 

Schweiker  also  said  that  a lot  can  be  done  in 
home  health  care  delivery,  especially  for  the  el- 
derly, and  he  would  look  at  reimbursement  pro- 
cedures to  encourage  the  reinvestment  of  resources 


in  lesser  costing  health  care  as  an  alternative  to 
jtutting  elderly  in  nursing  homes. 

Freshman  Senator  Steven  D.  Symms  (R.-Id.) 
asked  Schweiker  about  PSRO’s  pointing  out  that 
the  AMA  House  of  Delegates  had  recently  op- 
poseil  them  after  originally  supjiorting  them. 
Schweiker  said  that  PSRO's  woidtl  lie  at  the  top 
of  the  list  of  programs  for  reevaluation.  He  said 
he  had  made  no  final  judgment,  but  that  pre- 
liminary figures  indicating  that  PSRO’s  are 
spending  more  money  than  they  are  saving  are 
discouraging. 

The  response  to  criticism  of  the  Food  and  Drug 
Administration  by  newly  elected  Senator  Charles 
E.  Grassley  (R.-Ia.),  Schweiker  said  that  he  had 
led  the  fight  to  oppose  the  banning  of  saccharine 
and  that  the  Delaney  Clause  needed  to  be  revised. 

There  was  mostly  praise  and  good  wishes  from 
his  colleagues  in  the  Senate  Finance  Committee, 
but  there  was  some  good  humored  poking  from 
the  new  minority  Democratic  Senators  Russell  B. 
Long  of  Louisiana  and  Daniel  Patrick  Moynihan 
of  New  York. 

Long,  the  outgoing  Chairman  of  the  Finance 
Committee,  compared  Schweiker  to  a Gulliver 
going  into  the  land  of  the  Lilliputians.  He  won- 
dered if  Schweiker  would  be  able  to  control  this 
government  island. 

Schweiker  responded  that  he  didn’t  think  the 
wool  would  be  pulled  over  his  eyes  and  that  he 
was  going  to  work  with  Congress. 

Senator  Moynihan  cpiestioned  Schweiker  on 
whether  he  was  going  to  follow  the  Republican 
platform’s  pledge  to  make  a wholesale  transfer 
of  Federal  welfare  programs  to  state  governments 
and  asked  if  Schweiker  intended  to  repeal  the 
Medicaid  program  or  to  transfer  the  Social  Se- 
curity System  to  state  governments. 

Schweiker  said  that  he  did  not  consider  the 
Social  Security  System  to  be  welfare  and  that  his 
first  priority  as  incoming  HHS  Secretary  would 
be  to  maintain  the  integrity  of  the  system  and 
to  solve  its  short  and  long  range  problems. 

In  response  to  a question  by  Senator  Max 
Baucus  (D.-Mont.)  Schweiker  saitl  he  would  “like 
to  be  remembered  as  the  HHS  Secretary  who  put 
preventive  medicine  at  the  top  of  the  health  care 
agenda.”  He  stated  he  would  especially  support 
research  in  this  area,  and  that  he  believes  in  an 
emphasis  on  keeping  people  well  to  avoid  dis- 
ease. “I’m  a two  mile  a day  jogger,”  he  said.  “I 
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inteiul  U)  (oiitiiiue  niy  clIoiTs  in  health  promotion 
and  disease  prevention  tvithin  the  department, 
empinisizing  cost  ellective,  preventive  health  care 
strategies." 

# * # # 

Former  President  darter  sent  dongress  a $73. .5 
billion  budget  tor  the  government's  civilian  health 
programs  next  fiscal  year,  nj)  from  the  $64.5 
billion  this  year.  The  outgoing  budget  stands 
to  be  worked  o\er  by  the  new  Reagan 
.Administration. 

d'here's  little  chance  the  overall  totals  will  dit- 
ler  much,  since  the  bidk  of  the  darter  btidget’s 
increase  comes  from  inexorable  rises  in  Medicare 
— from  $38.6  billion  to  $45.3  billion  — and  Medic- 
aid — from  $15.6  billion  to  $17.2  billion. 

I'he  Public  Health  .Service  received  a miserly 
$8.7  billion,  np  5.9  jx'rccnt,  tor  its  discretionary 
health  jnograms,  several  of  which  are  being  eyed 
by  the  Reagan  .Administration  for  extinction  or 
deep  slashes. 

Ihe  darter  budget  mentions  national  health 
insurance  onh  in  passing,  saying  that  it  continues 
to  support  enactment  of  the  darter  plan  “when 
budget  resources  are  available."  .\t  the  same  time, 
the  budget  assumes  dongressional  enactment  of 
the  dhild  Health  .Assurance  Program  (dH.AP) 
with  a $59  million  retpiest.  For  the  first  time  in 
three  years,  the  budget  does  not  assume  don- 
gressional passage  of  the  Hospital  dost  dontain- 
ment  plan  that  was  defeated  in  the  last  dongress 
and  that  is  stoutly  opposed  by  the  new' 
.Administration. 

Health  jjrograms  put  down  for  sizeable  in- 
creases include  dommnnity  Health  denters.  Na- 
tional Health  Service  dorps.  Genetic  Screening, 
domnumicable  Disease  denter's  health  promo- 
tion programs,  some  of  the  National  Institutes 
for  Health  (NlFl)  and  the  National  Institute  on 
.Alcohol  Abuse  and  .Alcoholism. 

d he  major  cutback  eyed  by  the  outgoing  Ad- 
ministration was,  as  usual,  in  medical  education 
through  elimination  of  the  $72  million  for  capita- 
tion grants  and  $73  million  for  other  health  pro- 
fessions education  programs,  including  $48  mil- 
lion for  nursing  education  aid. 

The  “lame  duck”  budget  says  that  HHS  will 
continue  to  encourage  hospitals  to  keep  expendi- 
tures from  rising  more  than  14  percent  this  year 
with  “strong  efforts  to  monitor  hospital  compli- 
ance." The  budget  seeks  legislative  authority 


Irom  dongress  to  link  Medicare-Medicaid  reim- 
biir.sement  to  hospitals’  compliance  with  local 
planning  recommendations. 

.All  of  the  institutes  for  Fedeial  medical  re 
se;nch  jirograms  were  allotted  .some  increases,  but 
the  total  $255  million  gain  is  only  7.1  percent  of 
the  NlH’s  $3.8  billion  budget.  AAhth  an  increase 
of  .$46  million,  the  National  dancer  Institute 
would  go  over  the  $1  billion  mark  for  the  first 
time,  lint  the  increase  was  the  smallest  percentage 
increase  (4.6  percent)  of  all  the  institutes.  In- 
stitutes alknved  the  largest  gains  were  Environ- 
mental Health  .Sciences,  Eye,  .Aging  and 
Neurological. 

I he  darter  budget  proposes  no  change  in  fund- 
ing for  the  Professional  Standards  Review  Or- 
ganization (PSRO)  program,  but  predicts  that 
PSRO's  w’ill  save  the  government  $244  million 
through  reducing  the  number  of  Medicare  hos- 
pital days  and  reducing  inappropriate  medical 
care.  1 he  PSRO  program  is  rumored  to  be  vul- 
nerable under  the  Reagan  .Administration. 

1 he  $33  million  increase,  or  36  percent,  pro- 
posed for  the  National  Health  .Service  dorps 
would  enable  the  dorps  to  sw'ell  its  strength  to 
3,579  peo|)le  next  year.  HHS  Secretary  Schweiker 
was  critical  of  the  dorps  expansion  at  dongres- 
sional hearings  last  year. 

Health  Maintenance  Organizations  (H.MO's) 
would  remain  at  the  same  level  as  last  year  with 
the  loan  and  loan  guarantee  fund  recapitalized 
with  $17  million  plus  ,$48  million  for  grants  for 
development  of  new  HMO's  and  expansion  of 
existing  ones. 

d he  Health  Planning  budget  was  stand-jjat  at 
$147  million,  possibly  because  the  Reagan  .-Ad- 
ministration is  known  to  be  hostile  to  the  pro- 
giam.  File  budget  proposes  that  a voluntary  in- 
centive grant  program  of  $13  million  be  set  up 
to  channel  discretionary  funding  through  the 
state  health  jrlanning  agencies  to  health  systems 
agencies.  In  order  to  get  the  money,  the  H.S.A’.s 
would  have  to  establish  special  cost  containment 
jirograms  for  reducing  beds  or  construction. 

* * # # 

.A  jianel  of  economists  has  told  the  .Senate 
Budget  dommittee  that  Social  Security  benefits 
must  be  cut  in  order  to  balance  the  Federal 
budget. 

Former  Federal  Reserve  Board  dh  airman 
.Arthur  Burns  said  Social  Security  beneficiaries 
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are  a “jjrivileged  class”  because  benefits  have 
increased  faster  than  wages  in  recent  years  and 
are  tax  exempt. 

Barry  Bosworth,  former  Director  of  the  Coun- 
cil on  Wage  and  Price  Stability,  said  “you  have 
got  to  get  into  programs  such  as  Social  Security 
and  cut  them.” 

I’he  Reagan  Administration  has  promised  to 
seek  ways  to  cut  liack  on  the  size  of  the  Social 

Security  program. 

# # # # 

The  nursing  home  industry,  which  has  com- 
pared itself  to  David  fighting  Goliath  in  its  court 
fight  against  proposed  new  government  regula- 
tions, came  out  victorious  thanks  to  the  new 
Administration. 

The  regulations  were  a lengthy  list  of  guar- 
antees for  patients  such  as  privacy,  access  to  rec- 
ords, visiting  hours,  etc.,  that  nursing  homes 
claimed  would  cost  them  $500  million  a year  to 
obey. 

The  proposals  were  issued  as  one  of  the  final 
acts  of  former  HHS  Secretary  Patricia  Harris. 
They  were  swiftly  withdrawn  the  day  after  the 
inauguration  of  President  Reagan.  The  Depart- 
ment said  “the  potential  impact  on  both  pro- 
viders and  consumers  of  health  care  needs  to  be 
assessed  further.” 


The  notice  of  withdrawal  said  that  Harris 
improperly  ignored  a congressional  order  that 
HHS  consult  a General  Accounting  Office  study 
of  the  impact  of  the  regulations  before  making  a 
final  decision.  But  HHS  officials  said  the  real 
reason  was  the  new  HHS  Secretary  Schweiker  op- 
posed the  regulations. 

* * * # 

The  decision  by  former  HHS  Secretary  Harris 
not  to  recharter  the  Graduate  Medical  Education 
National  Advisory  Committee  (GMENAC)  was  a 
setback  for  supporters  who  wanted  to  make  the 
Committee  a permanent  advisoi7  group. 

The  committee  last  year  issued  a lengthy,  con- 
troversial report  urging  reductions  in  medical 
school  enrollments. 

The  AAIA  opposed  making  GMENAC  perma- 
nent. An  AMA  task  force  warned  that  this  would 
make  it  more  likely  that  GMENAC  recommenda- 
tions would  be  readily  transformed  into  Eederal 
regulations. 

Harris’  move  leaves  the  option  open  to  new 
HHS  Secretary  Schweiker  to  proceed  on 
GMENAC’s  status.  The  House -passed  Health 
Manpower  bill  last  year  contained  a provision 
cementing  GMENAC’s  status,  but  the  Senate  bill 

was  silent  on  the  subject. 

# # # * 


THINGS 


TO 

COME 


May  8-10 

“The  General  Practice  of  Anesthesiology.”  The 
Arkansas  Society  of  Anesthesiologists,  Inc.,  and 
The  Department  of  Anesthesiology,  U.A.  M.S. 
Red  Apple  Inn,  Heber  Springs,  by^  hours  Cate- 
gory I.  No  fee  for  ASA  members;  $40  for  non- 
members. Eor  further  information,  contact  Jan 
Cole  at  (501)  661-5261. 


June  12-13 

“Pediatrics  for  the  Practitioner”  — The  15th 
Annual  Kenneth  C.  Haltalin  Pediatrics  Seminar, 
to  be  held  June  12-13,  1981,  at  the  University  of 
Texas  Health  Science  Center  at  Dallas. 

August  26-29 

“Sixth  Annual  Urologic  Oncology  Seminar.” 
The  University  of  Texas  System  Cancer  Center, 
M.  D.  Anderson  Hospital  and  Tumor  Institute. 
Shamrock  Hilton  Hotel.  21  Credit  Hours  Cate- 
gory 1.  Eee  — $150. 

For  additional  information  contact:  Dr.  Doug- 
las E.  Johnson,  Head,  Department  of  Urology  and 
Professor  of  Urology,  M.  D.  Anderson  Hospital, 
6723  Bertner,  Houston,  Texas  77030. 
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Category  1 

Continuing  Medicai  Education 
Programs  Availabie  in 
Arkansas 


PULMONARY  PATHOLOGY 

Presented  by  Glen  F.  Baker,  M.I).,  May  2,  S:30 
a.m.  to  12:00  noon;  May  5,  9:00  a.m.  to  12:00 
noon.  Red  Apple  Inn,  Helier  S]n'ings.  Five  and 
one-half  hours  Category  I credit.  Sponsored  by 
UAMS. 

TUMOR  MARKERS;  NEW  OPPORTUNITIES 
AND  NEW  VALUES 

Presented  by  Dr.  James  Geyer,  May  6,  4:00 
p.m.,  St.  \hncent  Infirmary,  Room  SI  119,  Little 
Rock.  One  hour  Category  I credit.  Xo  fee. 

THE  GENERAL  PRACTICE  OF  ANESTHESIOLOGY 

Presented  by  Richard  Clark,  M.D.,  Arkansas 
Society  of  Anesthesiologists,  May  8,  5:00  p.rn.  to 
7:00  p.m.;  May  9,  8:00  a.m.  to  12:15  p.m.;  May  10, 

8:30  a.m.  to  12:00  noon.  Red  Apple  Inn,  Heber 

RECURRING  EDUCATION  PROGRAMS 

Unless  otherwise  indicated,  programs  are  for  one  to  two  hours  of  Category  I credit. 

EL  DORADO  — AHEC 

Pathology  Conference,  second  Tuesday,  12:30  p.m.  to  1:30  p.m., 

Chest  Conference,  alternate  Wednesdays,  12:30  p.m.  to  1:30  p.m.,  ^Varncr  Brown  Hospital. 

FAYETTEVILLE  — AHEC-  NW 

Medicine  Teaching  Conference,  each  Saturday,  7:30  a.m.  to  8:30  a.m.,  Washington  Regional  Medical  Center. 

Surgical  Teaching  Conference,  May  7,  1:00  p.m.,  “Evaluation  of  the  Irauma  Patient;’’  June  4,  1:00  p.m.,  "Shock,” 
AHEC  Clinic. 

Pediatric  Teaching  Conference,  May  12,  12:30  p.m.,  “Diarrhea,  tVorkup:”  June  9.  12:30  p.m,,  “Sudden  Infant  Death 
Syndrome,”  Washington  Regional  Medical  Center. 

OB-GYN  Conference,  May  19,  1:00  p.m.,  “Pelvic  Inflammatory  Disea.se;’’  June  16,  1:00  p.m.,  “Normal  Labor,”  .\HEC- 
N\V^  Conference  Room. 

AHEC  Medicine  Conference,  1:00  p.m.,  .\HEC  Clinic,  May  1,  “The  -Anemia  AVorkup:’’  May  21,  “Fluid  and  Electrolyte 
Problems;”  May  26,  “Coagulation  Mechanisms;”  June  5,  “Efficacy  of  the  .Newer  .Antibiotics;”  June  18,  “Nephro- 
toxic Drugs;”  June  23,  “Rational  Use  of  Drugs.” 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  May  7,  21  and  June  4,  18,  1:00  p.m..  Conference  Room. 

Pathology  Conference,  May  10  and  June  16,  3:00  p.m.,  Conference  Room. 

Mortality  Conference,  May  11  and  June  11,  3:00  p.m..  Conference  Room. 

PEER  EXCHANGE,  May:  “Cardiology;”  June;  “Infectious  Diseases.”  (For  further  information,  contact  VAMC.) 

FORT  SMITH  — AHEC 

Tumor  Conference,  each  I’uesday,  12:00  noon,  Fourth  Floor  Conference  Room,  Sparks  Regional  Medical  Center. 

JONESBORO  — AHEC-NE 

Interesting  Cases,  second  and  fourth  Fuesday,  12:00  noon,  Dietary  Conference  Room,  St.  Bernard’s  Regional  Medical 
Center. 

Tumor  Conference,  third  Tuesday,  12:00  noon,  Dietary  Conference  Room,  St.  Bernard’s  Regional  Medical  Center. 
Medical  Lecture  Series,  each  Friday,  12:00  noon,  Dietary  Conference  Room,  St.  Bernard’s  Regional  Medical  Center. 

As  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  -Association. 


Spring.s.  Five  and  one-hall  hoin.s  Category  I credit. 
No  lee  for  .A.S.V  members;  $20  lor  CRN.A’s;  ,$40 
for  others.  .Sjjonsored  by  UAM.S. 

PEDIATRIC  UPDATE 

Presented  by  Robert  Fiscr,  M.D.,  May  20, 11:30 
a.m.  to  4 :00  p.m.;  May  21,  8:00  a.m.  to  12:30  p.rn.; 
May  22,  7:30  a.m.  to  1:00  p.m.,  Indian  Rock  Re- 
sort, Fairfield  Bay.  Eleven  hours  Categry  I credit. 
Fee  $L50.  .Sponsored  by  UAMS. 

THIRD  ANNUAL  FAMILY  PRACTICE 
INTENSIVE  REVIEW  SEMINAR 

Dr.  Ben  N^.  Saltzman,  Program  Director,  Jime 
19  through  21,  8:30  a.m.  to  5:00  p.m.  each  clay. 
Education  II  Building,  UAMSC.  Twenty-two  and 
one-half  hours  Category  I credit.  Fee  $115. 
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LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Care  Conference,  catli  I'liesday,  12:00  noon  to  1:00  p.ni.,  Conference  Room  jjl^l. 

Central  Arkansas  Primary  Care  Conference,  second  Tuesday.  7:00  p.m.  to  9:00  p.in.,  Anditorinm. 

Cardiopulmonary  Resuscitation  Course,  second  Wednesday,  0:00  p.m.  to  midnight.  Human  Resource  Development  ,\rea. 
•Six  lionrs  Category  1 credit. 

(tl  Roundup,  first  and  third  ^\'ednesday,  12:00  noon  to  1:00  ]).in..  Cionference  Room  #1. 

Emergency  Medicine  Conference,  May  1.^.  27,  and  June  10.  24,  12:,S0  p.m.  to  1:30  p.m.,  Cionference  Room  :j^l. 

Morbidity  and  Mortality  Conference , first  Thnisday.  8:00  a. in.  to  9:00  a.m.,  C.onference  Room  :fp\. 

Surgery  Conference,  each  Thursday  except  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Anesthesiology  Conference , third  Thursday,  7:00  a.m.  to  8:00  a.m..  Dining  Room 

Cane  of  the  Month,  .May  1 I and  June  II,  12:00  noon  to  1:00  p.m.,  C.onference  Room  :fpl. 

LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Inte}  hospital  Cl  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  F.155.  Etlncation  Wing. 

Pediatric  Conference,  first  and  third  Monday,  12:30  p.m.  to  1:30  p.m..  Room  E159,  Education  4\  ing. 

Interhospital  I’rology  C.rand  Rounds,  first  1 nesday,  5:30  p.m.  to  6:30  p.m..  Room  E1.59,  Education  Wing. 

Peripheral  I'ascular  Disease  Conference,  third  'Tuesday,  6:00  p.m,  to  7:00  p.m..  Room  E159.  Education  Wing. 
Xeuropathology  Conference,  tliird  Tuesday,  5:00  p.m.  to  6:00  p.m..  Room  .SI  169,  Laboratory. 

Pulmonary  Conference,  first  and  third  Thur.sday,  12:00  noon  to  1:00  p.m.,  Room  E159,  Education  Wing. 

Cardiology  Conference,  .second  and  fourth  Thursday,  12:00  noon  to  1:00  p.m..  Room  E155,  Education  3Ving. 

LITTLE  ROCK — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Internal  Medicine  Grand  Rounds,  each  Tuesday,  8:00  a.m.  to  9:00  a.m..  Education  I .\uditoriuin. 

Anesthesiology  Co)n plications  Conference , each  Tuesday,  7:00  a.m.  to  8:00  a.m..  Room  2E04,  l’.\M.S  Hospital. 
y euroradiology  Course,  each  Wednesday.  4:00  [).m.  to  5:00  ji.m,,  Radiology  C.onference  Room. 

Radiology  Continuing  Education  Lecture  Series,  two  4Vechiesdays  each  month.  6:00  p.m.  to  7:30  p.m..  Radiology  Con- 
ference Room. 

Residents  Anesthesia  Seminars,  each  Wednesday  and  Thursday,  3:30  p.m.  to  4:30  p.m,.  Room  24704,  T'.VMS  Hospital. 
Ophthalmology  Problem  Case  Conference,  each  Thursday,  1:00  p.m.  to  6:00  jr.m.,  I'.VMS  Eye  CUinic. 

Categorical  Course  in  Radiology,  each  weekday  except  4\'ednesday,  1:15  p.m.  to  5:00  j).m.,  5\'eclnesday.  5:00  p.m.  to 
5:45  p.m..  Radiology  Conference  Room. 


PERSONAL  AND  NEWS  ITEMS 


Dr.  Taggart 

Dr.  S.  I),  l aggai  t ot  Benton  has  moved  his 
oltice  to  1718  Old  Hot  .Springs  Highway. 

Library  Speaker 

Dr.  John  F.  Gtienthner  of  Mountain  Home 
spoke  recently  to  the  Friends  of  the  Library  on 
his  early  medical  practice  in  Baxter  Ootmty. 

Russellville  Gains  Physician 

Dr.  Ronald  Gny,  an  Internist,  has  opened  his 
office  at  2504  4\^est  Main  in  Rtissellville. 

New  Office 

Dr.  G.  Doyne  Williams,  Little  Rock,  has  moved 
his  office  to  #1  St.  Vhneent  Circle. 


Cedarstone  Appointment 

Dr.  Joe  T.  Backus  of  Little  Rock  has  been  ap- 
pointed Director  of  Psychiatric  Services  at  Cedar- 
stone  Psychiatric  Institute. 

Kiwanis  Speaker 

Dr.  Ray  Stahl  of  Mountain  Home  was  a fea- 
tured speaker  at  the  Mountain  Home  Kiwanis 
Cdub.  The  subject  of  Dr.  Stahl's  disctission  was 
the  current  operation  of  Baxter  General  Hospital, 
its  patient  load,  and  the  need  for  new  facilities, 
equipment  and  procedtires. 

Psychosomatic  Medicine 

Dr.  Fred  O.  Henker,  III,  Little  Rock,  was  re- 
elected vice  president  of  the  Academy  of  Psycho- 


508 


THE  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Pl  RSONAI,  AND  N I' WS  In  MS 


sonialic  Mccliiinc  at  the  annual  tnceling  liekl  in 
Nnveinbei  in  Miami.  In  the  ptist,  Dr.  Ilcnkcr 
lias  served  as  [irogram  ( hairman  and  .secretary  of 
the  .\cadeiny  and  is  a member  of  the  executive 
comu  il. 

Keynote  Speaker 

Dr.  Ralph  M.  ^Vytm  of  Little  Rock  was  the 
keynote  sjieaker  at  the  Philippine  Obstetrical 
and  Oynecological  Society  meeting  at  Matiila  in 
Novemlier. 

.\fter  the  Manila  meetitig.  Dr.  ^Vynn  was  in- 
vited by  the  president  of  the  .\,s,sociation  of  Ob/ 
Gyn  for  the  Re|)ublic  of  China  to  travel  to  Taipei 
and  speak  to  Association  members  at  the  National 
^^edical  College  of  Taiwan.  His  presentation  in 
Taipei  was  “llltrastructural  Pathology  of  the 
Placenta.” 

Dr.  Fiser  Speaks 

Dr.  Robert  H.  Tiser,  Jr.,  of  Little  Rock,  was 
elected  president-elect  of  the  Southern  Society 
for  Pediatric  Research  at  its  annual  meeting  in 
New  Orleans.  He  will  assume  the  presidency  in 
January  1982. 


Dr.  Galloway 

Dr.  William  W.  Galloway,  Russellville  Derma- 
tologist, has  movetl  his  office  to  1()02  West  Main. 

Staff  Chief 

Dr.  John  R.  Williamson  has  been  elected  chief 
of  staff  at  Warner  lirown  Hospital  in  El  Dorado. 

Dr.  Rhys  Williams 

Dr.  Williams  of  Harrison  was  tmiong  a group 
of  Surgeons  to  successfully  complete  the  first  Re- 
cei  tification  Examination  oHThe  Attierican  Board 
of  Surgeons. 

Heber  Springs  Physician 

Dr.  I x‘wis  E.  Britton,  a Psychiatrist,  has  opened 
his  office  at  1120  West  Walnut. 

Urologist  Joins  Hospital 

Dr.  David  J.  Ray  has  located  in  Bull  Shoals  for 
the  practice  of  medicine. 

Dr.  Saltzman 

Dr.  Ben  Saltzman  of  I.ittle  Rock  spoke  at  a 
recent  meeting  of  the  Benton-Bauxite  Rotary 
Club  in  conjunction  with  the  7f)th  anniversary  of 
Rotary  Club  International. 


Dr.  Mark  J.  Malloy 

Dr.  Malloy,  a native  of  Crossett,  has  become  a 
member  of  the  Arkansas  County  Metlical  Society. 

In  1975,  Dr.  Malloy  w'as  graduated  by  the  Uni- 
versity of  Arkansas  at  Fayetteville  with  a B.A. 
degree.  In  1979,  he  received  his  M.D.  from  the 
University  of  Arkansas  College  of  Medicine.  His 
internship  was  at  the  University  Hospital. 

Dr.  Malloy  is  associated  with  the  Stuttgart  Med- 
ical Clinic.  He  is  a General  Practitioner. 


Dr.  Alice  R.  Laule 

Dr.  Laule,  a native  of  Riverside,  California,  is 
a new  member  of  the  Boone  County  Medical 
Society. 

In  1 9(19,  Dr.  Laule  was  graduated  from  the 
California  Lutheran  College  and  in  1976  from 
the  University  of  Arkansas  College  of  Medicine. 
She  served  an  internship  and  Ophthalmology  resi- 
dency at  the  University  of  Arkansas  College  of 
Medicine. 

Dr.  Laule  has  her  office  at  715  West  Sherman 
iti  Harrison.  Her  specialty  is  Ophthalmology. 

Dr.  Chu  ly  Tan 

The  Cliicot  County  Medical  Society  has  ac- 
cepted Dr.  Chu  Tan  as  a member.  Dr.  Tan  was 
born  in  China. 

Dr.  I'an  is  a graduate  of  the  University  of 
Toronto,  Ontario,  Canada.  In  1978  he  was  grad- 
uated from  the  University  of  Toronto  Faculty  of 
Medicine.  His  internship  was  with  St.  Joseph’s 
Health  Center  in  Toronto,  Ontario. 

Before  moving  to  Dermott,  Dr.  Tan  practiced 
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in  Toronto.  He  now  has  his  office  for  Family 
Practice  at  604  South  Pecan  Street. 

Dr.  Harold  Beasley 

Dr.  Harold  Beasley,  a new  member  of  the  Cle- 
hnrne  County  Medical  Society,  was  born  in  Cabot. 

Dr.  Beasley's  pre-med  education  was  at  the  FTni- 
versity  of  .Arkansas,  Fayetteville.  In  1941,  he  re- 
ceived his  medical  degree  from  the  University  of 
.Arkansas  College  of  Medicine.  After  doing  an 
internship  at  University  Hospital,  Dr.  Beasley 
.served  with  the  United  States  .Air  Force  from  1942 
to  1945.  From  1945  to  1949,  he  was  in  residency 
at  Washington  University  Medical  Center  in  St. 
Louis,  Missouri. 

Dr.  Beasley  was  in  practice  one  and  one-half 
years  in  St.  Louis  and  thirty  years  in  Fort  Worth, 
Texas. 

A hoard  certified  Ophthalmologist,  Dr.  Beasley 
is  now  practicing  in  Heber  Springs.  His  address 
is  Post  Office  Box  272. 

Dr.  Paul  L.  McChristian 

Dr.  McChristian  is  a new  member  of  the  Faulk- 
ner County  Medical  Society.  He  was  born  in 
.Afulberry. 

In  1969,  Dr.  McChristian  was  granted  a B.A. 
from  Hendrix  College.  His  M.D.  was  received 
from  the  University  of  .-\rkansas  College  of  Medi- 
cine in  1973. 

Dr.  McChristian  served  with  the  United  States 
Navy  from  1972  to  1980.  His  internship  and  Ob- 
stetrical-Gynecological residency  were  at  the 
Port,smouth  Naval  Hospital  in  Virginia.  He  later 
served  as  Chief  of  Obstetrics  and  Gynecology  at 
the  Naval  Hospital,  Millington  (Memphis) , 
Tennessee. 

Dr.  McChristian  is  certified  by  the  .American 
Board  of  Obstetricians  and  Gynecologists.  His 
office  is  at  2519  College  .Avenue  in  Conway. 

# # # # 

The  Garland  County  Medical  Society  has  two 
new  members: 

Dr.  Eugene  M.  Finan 

Dr.  Finan,  a Jiative  of  Little  Rock,  is  a 1972 
graduate  of  the  .Arkansas  State  University. 

In  1976  Dr.  Finan  was  graduated  from  the  Uni- 
versity of  .Arkansas  College  of  Medicine.  His  in- 
ternship was  served  at  the  same  institution.  The 
first  year  of  Dr.  Finan’s  Obstetrical-Gynecology 
residency  was  at  the  University  of  Arkansas  Col- 


lege of  Medicine.  From  1978  to  1980,  he  was  a 
resident  at  the  University  of  South  .Alabama  Af- 
filiated Hospitals  in  Mobile. 

Dr.  Finan's  office  for  the  practice  of  Obstetrics- 
Gynecology  is  in  Suite  311  of  the  Meyer  Building, 
505  West  Grand,  Hot  Springs. 

Dr.  W.  Paul  Wise 

Dr.  Wise  was  born  in  Bryant.  He  is  a graduate 
of  Little  Rock  Junior  College  and  Ouachita  Col- 
lege. He  was  graduated  from  the  University  of 
Arkansas  College  of  Medicine  in  1954. 

Dr.  Wise’s  internship  was  with  Arkansas  Bap- 
tist Hospital.  He  served  with  the  United  States 
.Air  Force  from  1955  to  1957.  From  1957  to  1976, 
Dr.  Wise  practiced  in  Manassas,  Virginia.  While 
in  Manassas,  he  served  as  Chief  of  Staff  at  Prince 
William  Hospital.  Before  moving  to  Arkansas,  he 
served  three  years  with  the  United  States  State 
Department  in  the  Foreign  Service. 

Dr.  Wise  is  associated  with  the  Hot  Springs 
Rehabilitation  Center  for  the  practice  of  Physical 
Medicine  and  Rehabilitation. 

# # * # 

Dr.  Martin  L.  Key 

The  Hot  Spring  County  Medical  Society  has  ac- 
cepted Dr.  Martin  Key  as  a new  member.  Dr. 
Key  was  horn  in  Hamburg,  Iowa.  From  1961  to 
1964,  he  served  with  the  United  States  Navy. 

Dr.  Key’s  pre-med  education  was  at  Drake  Lini- 
versity  at  Des  .Moines  and  the  University  of  Iowa, 
Iowa  City.  He  was  graduated  from  the  University 
of  Iowa  College  of  Medicine,  Iowa  City,  in  1971. 
.After  serving  an  internship  at  Spartanburg  Gen- 
eral Hospital  in  Spartanburg,  South  Carolina,  Dr. 
Key  practiced  in  Sainte  Genevieve,  Missouri,  from 
1972  to  1976. 

In  1977,  Dr.  Key  entered  a General  Surgery  resi- 
dency at  Lincoln  Medical  Education  Foundation 
in  Lincoln,  Nebraska. 

Dr.  Key’s  specialty  is  General  Surgery.  His  ad- 
dress is  1001  Schneider  Drive  in  Malvern. 

# * # * 

The  Jefferson  County  Medical  Society  has  ac- 
cepted three  new  members: 

Dr.  Irvin  L.  Carlton 

Dr.  Carlton  is  a native  of  Black  Oak. 

Dr.  Carlton  served  with  the  United  States  Air 
Force  for  two  and  one-half  years;  he  was  honor- 
ably discharged  in  1945. 
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In  Dr.  (larllon  wa.s  f>i adiiatcd  with  a B..S. 

by  the  Aikansa.s  .State  Ihiivei.sity  in  joiie.sboro. 
Me  received  lii.s  medical  degree  Irom  tiie  Ibii- 
versity  ol  Aikaiisas  College  ol  .Medicine  in  19.53. 

.Mter  .serving  an  internship  at  St.  Vincent  In- 
lirinary,  Dr.  Carlton  tlid  his  residency  at  State 
Hospital,  Ibiiversity  ol  .Vrkansas  Medical  Center, 
and  the  \'eterans  Administration  Hospital  at  Fort 
Roots. 

Dr.  Ciarlton  practiced  in  Marianna  for  two 
years.  He  was  associatetl  with  tlie  Arkansas  State 
Hospital  lor  twenty  one  years  and  spent  three 
years  at  Fort  Roots. 

Dr.  Cailton  practices  Psychiatry  with  the  South- 
east Arkansas  Mental  Health  Center,  2509  Rike 
Drive,  Pine  Bhdf. 

Dr.  Ganesh  Kumar 

Dr.  Kumar  is  a native  of  New  Delhi,  India. 

Dr.  Kumar’s  pre-med  education  was  at  Dyal 
Sine  College  (Delhi  University)  . In  1973,  he  was 
graduated  from  the  Maulana  Azad  Medical  Col- 
lege in  New  Delhi.  He  was  also  a Junior  Instruc- 
tor in  Anatomy  at  .Maulana  .'\zad  Medical  College. 

From  1976  to  1980,  Dr.  Kumar  served  a resi- 
dency at  John  Umstead  Hospital  in  Butner,  North 
Carolina.  He  later  served  as  staff  psychiatrist  at 
the  same  institution. 

Dr.  Kumar  is  now  associated  with  the  Southeast 
Arkansas  Mental  Health  Center,  2500  Rike  Drive, 
in  Pine  Bluff,  specializing  in  Psychiatry. 

Dr.  Richard  D.  Justiss 

board  certified  Family  Physician,  Dr.  Justiss 
practices  at  1200  West  42nd  in  Pine  Bluff.  He 
was  born  in  Little  Rock. 

.\fter  obtaining  his  pre-med  education  at  the 
FJniversity  of  Arkansas  in  Fayetteville,  Dr.  Justiss 
was  graduated  by  the  University  of  Arkansas  Col- 
lege of  Medicine  in  1977.  His  internship  and  resi- 
dency were  with  the  Fayetteville  Area  Health 
Education  Center. 

# # # # 

Dr.  John  A.  Gillean,  III 

Dr.  John  Gillean  has  joined  the  Little  River 
County  Medical  Society. 

Dr.  Gillean  is  a native  of  DeQueen.  His  pre- 
med  education  was  at  Hendrix  College  in  Con- 
way. In  1977,  he  was  graduated  from  the  Uni- 
versity of  Arkansas  College  of  Medicine.  Dr.  Gil- 
lean’s  internship  w'as  at  Tulane  University  Affili- 


ated Hospitals.  He  trained  in  Internal  Medicine 
at  the  University  ol  .Vrkansas  College  of  Medicine. 
He  is  an  assoc  iate  mendter  of  the  American  Col- 
lege of  Physicians. 

Dr.  Gillean  now  practices  General  Medicine  at 
.\shdown  Clinic,  Ltd.,  Second  and  Main  Street  in 
.-Vshdcnvn. 

# # # * 

Fhe  Pope  County  Medical  .Society  has  added 
three  members  to  its  roll; 

Dr.  Ronald  E.  Guy 

Dr.  Guy,  a native  of  Baton  Rouge,  is  a graduate 
of  the  Louisiana  State  University.  In  1977  he 
received  his  medical  degree  from  the  Louisiana 
State  University  School  of  Medicine  in  New  Or- 
leans. His  internship  and  residency  were  at 
Charity  Hospital  of  Louisiana  at  New  Orleans. 

A board  certified  Internist,  Dr.  Guy  practices 
at  2504  West  Main  Street  in  Russellville. 

Dr.  Robert  H.  May,  Jr. 

Dr.  May  was  born  in  St.  Louis,  Missouri. 

For  his  pre-med  education.  Dr.  May  attended 
Little  Rock  Lbiiversity  and  Ouachita  College.  lu 
1968,  he  was  graduated  from  the  University  of 
Arkansas  College  of  Medicine.  He  .served  his  in- 
ternship at  Bexar  County  Hospital  District  in 
San  Antonio,  Texas,  and  his  Orthopaedic  resi- 
dency with  the  Fort  Worth  Affiliated  Hospitals. 
Before  moving  to  Russellville,  Dr.  May  practiced 
four  years  in  Harlingen,  Texas. 

Dr.  May  is  certified  by  the  American  Board  of 
Orthopaedic  Surgery.  His  office  is  located  at  305 
Skyline  Drive  in  Rus.sellville,  for  the  practice  of 
Orthopaedic  Surgery. 

Dr.  Finley  P.  Turner,  II 

Dr.  Turner  was  born  in  Fort  Smith. 

.V  1973  graduate  of  Arkansas  Lech,  Dr.  Furner 
received  his  degree  from  the  University  of  Arkan- 
sas College  of  Medicine  in  1977.  He  serv'ed  his 
residency  with  the  AHEC  Family  Practice  pro- 
gram in  Fort  Smith. 

Dr.  Turner  is  a Family  Physician.  His  office 
is  at  809  West  Main  in  Russellville. 

# # # * 

Dr.  Clark  Fincher 

Dr.  Fincher,  an  Internist,  has  been  accepted  as 
a member  of  the  White  County  Medical  Society. 
He  was  born  in  Waldo. 

In  1973,  Dr.  Fincher  was  grtmted  a B.A.  by 
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Hendrix  College.  He  was  graduated  from  the 
University  of  Arkansas  College  of  Medicine  in 
1977.  His  internship  and  residency  were  at  the 
same  institution. 

Dr.  Fincher  is  associated  with  Searcy  Medical 
Center  at  2900  Hawkins  Drive. 

Dr.  Jerry  R.  Baskerville 

The  Yell  County  Medical  Society  has  accepted 
Dr.  Baskerville  as  a member.  He  is  a native  of 
Danville. 

Dr.  Baskerville’s  pre-med  education  was  at  Red 
Deer  College  and  the  University  of  Alberta,  Can- 


ada. In  1970,  he  was  graduated  by  the  University 
of  Alberta  Faculty  of  Medicine  at  Edmonton.  His 
internship  was  with  Edmonton  General  Hospital. 

From  1973  to  1980,  Dr.  Baskerville  served  with 
the  C.anadian  Armed  Forces.  While  in  the  Forces, 
he  practiced  at  Cold  Lake  (Canadian  Forces  Hos- 
jrital)  from  1977  to  1980.  During  the  same  period 
of  time,  he  worked  part-time  as  emergency  room 
physician  at  the  University  of  Alberta  Hospital. 

Dr.  Baskerville  has  his  office  for  the  practice  of 
F;miily  Medicine  at  1202  Cleveland,  Danville. 

* * # * 


ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  ECG  shows  a sinus  tachycardia  with 
what  may  be  an  ectopic  ventricular  beat  in  lead  I.  The 
axis  is  far  to  the  left  and  left  anterior  fasicular  block  is 
present.  Deep  and  wide  Q-waves  plus  significant  ST  ele- 
vations are  present  in  V2-V4.  ST  elevation  is  present  in 
I,  aVL,  and  V,5-V(;  and  ST  depression  is  noted  in  II,  III, 
and  aVF.  These  changes  are  consistent  with  acute  anterior 
infarction,  as  is  her  clinical  presentation.  Reciprocal 
changes  are  rare  in  pericarditis  and  myocarditis  as  are 
Q-waves.  Less  than  5%  of  patients  with  isolated  LAFB 
progress  to  complete  AV  block.  A PA  catheter  would 
yield  information  that  would  allow  one  to  optimize  cardiac 
output  with  volume  and  drug  intervention  in  this  patient 
who  may  have  "cardiogenic  shock."  Many  authors  favor 
the  use  of  prophylactic  lidocaine  in  the  setting  of  acute 
infarction  unassociated  with  AV  block.  Though  some  con- 
troversy exists  with  respect  to  some  of  these  points,  the 
author  feels  that  1.  and  2.  are  false  while  3.  and  4.  are 
true. 
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Depression  Scores 
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Clear  corielotion  between  anxiety  and  depiession® 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  oufpafients  (64  male,  36  female)  seen  of  a general  psychiatric  clinic. 

“Adapted  from  Claghorn,  J,  The  anxiety-depression  syndrome.  Psychosomatics  ;/:438-441,  Sept-Oct  1970. 
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Assessment  of  Beta-Thalassemia  in  South  Arkansas 


Wayne  G.  Elliott,  M.D.,  and  Martha  K.  Pyle,  B.S.* 


^^^^ssessment  of  patieius  for  thalassemia  has 
heretofore  poseil  a problem  for  hematology  lab- 
oratories. iSfethods  using  starch  block  electropho- 
resis have  been  laborious,  time  consuming,  and 
exacting.  Quantitation  of  hemoglobin  A2  by  cel- 
lulose acetate  has  been  described  but  has  been  un- 
reliable in  the  average  laboratory.  The  current 
availability  of  a column  method  has  resulted  in 
the  widespread,  easy,  and  accurate  quantitation 
of  hemoglobin  Ao.*  The  methodology  is  now 
within  the  capability  of  the  routine  diagnostic 
laboratory. 

'I'hree  hemoglobins  may  normally  be  present  in 
the  population.  A,  A2,  and  F,  which  are  composed 
of  four  different  types  of  globin  chains,  Alpha, 
Beta,  Gamma,  and  Delta.  Combinations  of  these 
globin  chains  in  pairs  give  rise  to  the  various 
hemoglobin  fonns.  Alterations  in  the  production 
rate  of  globin  chains  result  in  a multiplicity  of 
hemoglobin  disorders  called  thalassemias.  Globin 
chain  production  rate  problems  must  be  distin- 
guished from  amino  acid  sequence  abnormalities 
in  which  the  chains  are  produced  at  a normal  rate 
but  the  globin  molecides  are  abnormally  con- 
structed, usually  by  the  substitution  of  a single 
amino  acid.  These  are  termed  the  heynoglobin- 
opathies.^ 

The  Beta  thalassemias  which  are  characterized 
by  increased  amounts  of  hemoglobin  A2,  compose 
the  vast  majority  of  thalassemias  seen  in  clinical 
practice.  With  the  advent  of  an  easier  determina- 
tion of  its  marker  hemoglobin,  the  diagnosis  is 
within  the  reach  of  the  average  practitioner. 

Thalassemia  is  common  in  populations  immi- 
grating from  the  Mediterranean  basin,  Asia,  and 
Africa.  Because  of  Arkansas’  relative  ethnic  ho- 
mogeneity, one  would  suspect  that  the  disease  has 
little  expression  in  the  state  except  in  the  Negio 
population.  The  purpose  of  this  communication 
is  to  describe  our  experience  over  a two-year  peri- 
od in  the  diagnosis  of  this  disorder  and  to  record 

•As,sociated  Pathologists’  Laboratory,  443  West  Oak  Street,  El 
Dorado,  Arkansas  71730. 


w'hat  is  a surprising  incidence  in  our  patient  pop- 
ulation. (See  Chart.) 

The  primai-y  clinical  abnormality  alerting  one 
to  the  diagnosis  is  the  marked  diminution  of  the 
mean  corpuscular  hemoglobin  volume  (MCV)  in 
the  presence  of  mild  or  no  anemia.  In  none  was 
the  electrophoretic  pattern  of  any  help  except  to 
exclude  a hemoglobinopathy.  If  thala.s.semia  is 
not  sjjecifically  considered  by  requesting  an  A2 
hemoglobin,  the  electrophoretic  pattern  may  be 
misleading. 

While  detection  of  a low’  MCV  is  an  excellent 
.screening  methotl  for  thalassemia,  others-  have 
investigated  not  only  those  patients  with  a de- 
jnessed  MCV,  but  also  those  with  an  elevated  red 
blood  cell  count.  These  cases  were  termed  “mi- 
crocytic ])olycythemia.’’  Most  of  the  patients  w'ere 
inileed  found  to  be  thala.ssemic  while  the  re- 
mainder were  diagnosed  as  polycythemia  ridua 
vera  and  secondary  polycy themics  with  iron  de- 
ficiency. Dehydration  must  first  lie  excluded  in 
evaluating  the  elevated  RBC  count. 

Other  methods  have  been  devised  to  mathe- 
matically relate  the  hemoglobin,  RBC,  and  MCV 
values  in  suspected  thalassemia  l)y  England  and 
Fraser.’’  The  calcidation  is  even  more  specific 
when  elevated  platelet  counts  are  used  to  exclude 
blood  loss  depre.ssions  of  the  MCV.^ 

After  patients  are  chosen  for  further  investiga- 
tion by  oirservation  of  the  i)lood  cell  indices,  then 
tleterinination  of  hemoglobin  .\2  and  hemoglobin 
F is  recpiired.  There  w’ill  remain  a groiqj  of  pa- 
tients with  a true  ‘microcytic  polycythemia’’  in 
w’hich  the  hemoglobin  A2  and  F values  are  normal 
and  other  common  causes  such  as  polycythemia 
vera,  secondary  jxdycythemia,  and  dehydration 
have  been  excluded.  The.se  residual  cases  may 
represent  alpha  thalassemia,  especially  in  Ori- 
entals.^ Determination  of  alpha  thalassemia  re- 
(piires  sophisticated  methodology  to  measure 
alphaibeta  globin  chain  production  rates,  meth- 
ods not  w'ithin  the  capability  of  the  usual  hema- 
tology laboratory. 
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Casual  examination  ol  tlie  patients'  names  re- 
vealed, by  and  large,  names  ot  predominantly 
north  Etnopean  derivation.  Approximately  one- 
third  of  the  patients  were  Negro.  Only  two  pa- 
tients have  recognizably  Mediterranean  or  Latin 
names,  therefore  exclusion  of  the  condition  on  tlie 
basis  of  apparent  ethnic  grouping  is  tmreliable. 

The  relative  mildness  or  absence  of  anemia  in 
the  disorder  creates  a reluctance  to  term  the  con- 
dition a “disease."  If  often  has  no  manifestations 
in  its  minor  form  other  than  when  recognized  as 
a laboratory  abnormality.  Recognition  is  impor- 
tant, however,  for  three  distinct  and  often  noted 
reasons: 

(1)  To  prevent  needless  iron  therapy  which  may 
induce  excessive  iron  deposition  in  the  body 
tissues. 

(2)  To  prevent  a fruitless  investigation  for  sus- 
pected blood  loss  anemia  (the  “Ulysses  Syn- 
drome" — a diagnostic  wild  goo.se  chase  set  in 


motion  by  a misinterpretation  of  abnormal 
laboratory  restdts.)'' 

(3)  l o counsel  for  genetic  reasons. 
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(Normal:  Less  than  3.5%) 

HgbF.  2.1  0.8  9.0 


EXPLANATORY  NOTE:  .Sl-.Serium  Iron.  RBC-red  blood  cell  count.  MCH-Mean  corpuscular  he- 
moglobin volume.  AH  is  child  of  MH.  JE  30  is  child  of  JE  58.  Med: 
Mediterranean. 
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The  Artificial  Eye— It  Doesn't  Have  to  Hurt 

Jack  Diner,  B.A.* 


J mprojx'rly  litlccl  and  poorly  cared  lor  arti- 
licial  eyes  are  the  most  common  causes  ol  chronic 
exudate,  infections,  pain  and  occasional  bleeding 
of  the  anophthalmic  socket. 

Stock  Eyes 

Ihe  problem  of  improjrer  fit  is  almost  ex- 
clusively that  of  ready  made  (stock)  eyes.  Un- 
fortunately anyone  with  a collection  of  “stiitcase 
eyes”  (as  one  patient  calls  them)  can  go  into  btisi- 
ness  in  .\rkansas,  unhampered  by  any  restrictions 
or  law.  After  contact  between  the  stock  eye  seller 
and  the  patient  is  made,  a “fitting”  is  made  by 
selecting  the  eye  by,  “which  one  looks  best  and 
is  closest  in  color.”  Need  for  an  adjustment  or 
replacement  is  only  a vague  possibility  as  some  of 
these  itinerants  only  visit  sporadically. 

Custom  Made  Eyes 

Only  by  fabricating  a prosthesis  that  is  formed 
from  an  impression  of  the  socket  can  an  optimum 
fit  be  obtained.  Coloring  of  the  iris  and  tinting 
of  the  sclera  are  done  with  the  patient  in  attend- 
ance to  assure  a perfect  color  match.  Regularly 
scheduled  visits  for  any  adjustment  or  cleaning 
are  imperative.  (Figure  1-A.) 

Anatomy 

A clear  understanding  of  the  anatomy  of  the 
anophthalmic  socket  (Figtire  1)  is  basic  to  ap- 
preciating the  complicaticms  that  can  occur  from 
an  ill-fitting  prosthesis. 


Reasons  For  Complications 

The  major  catises  of  these  complications  are 
voids  lelt  between  the  back  of  the  prosthesis  and 


Figure  1-A. 
Custom  prosthesis. 


•Medical  Illustrator/Sculptor,  Department  of  Otolaryngology,  Uni- 
versity of  Arkansas  .Medical  Sciences  Campus,  4301  West  Markham, 
Little  Rock,  Arkansas  72201. 


the  anterior  stirfaces  of  orbital  tissue  (conjunctiva). 
Fhe  waiin,  moist  anophthalmic  .socket  jjrovides 
a perfect  incubator  with  muctis  as  a culture  me- 
dium in  which  bactei  ia  can  proliferate.  (F  igure  2.) 

When  an  accumulation  of  exudate  exceeds  the 
capacity  of  the  void,  presstire  increases,  causing 
first  discomfort,  then  pain.  'Fhe  patient  will 
often  comj)lain  of  frontal  headache  and  sinus 
pain.  Fhe  pressure  will  eventtially  disjdace  the 
jjrosthesis  and  the  exudate  will  erupt,  often  with 
a great  gush  flowing  over  the  jtatient’s  face  caus- 
ing much  embarrassment. 

Cleaning 

Still  another  cause  of  these  complications  is 
the  lack  of  jxriodic  jirofessional  cleaning  and 


Figure*  1. 
.Xnaiomv. 


Figure  2. 

Voids  behind  the  prostliesis. 
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polishing  of  the  prosthesis.  A visual  comparison 
between  the  healthy  eye  and  the  artificial  one 
can  often  reveal  this  need. 

Almost  all  ocular  prostheses  today  are  made  of 
methyl  methacrylate  which  has  a high  affinity 
for  protein.  This  and  natural  salt  deposits  build 
up  on  the  surface  and  cause  a hazy  appearance. 
Viewing  this  condition  with  only  slight  magnifi- 
cation will  reveal  a sharp,  rough  surface  that  is 
obviously  the  cause  of  irritation. 

If  the  artificial  eye  appears  dull  and/or  covered 
with  a haze  over  the  surface,  no  further  examina- 
tion may  be  necessary.  (Figure  3.)  If  the  patient 
has  not  had  the  prosthesis  professionally  cleaned 
for  longer  than  one  year,  a recommendation 
should  be  made  for  an  immediate  visit  to  the 
ocularist.  For  those  patients  whose  occupational 
environment  is  abnormally  dusty  (farmers,  con- 
struction workers,  etc.),  a more  frequent  visit  may 
be  necessary,  d’he  j)rosthesis  in  this  latter  cate- 
gory is  also  very  susceptible  to  surface  scratches 
that  will  cause  discomfort  and  must  be  resurfaced. 


Resurface  or  Replacement 

Anotlier  less  frecpient  cause  of  difficulty  for 
the  wearer  is  “crazing”  of  the  prosthesis.  (Figure 


Figure  3. 

Build-up  on  surface. 


4.)  Gross  inspection  will  reveal  a crystalline  ap- 
pearance. This  pattern  is  caused  by  cracks  on  the 
surface  of  the  prosthesis.  Under  magnification 
these  cracks  will  show  knife  sharp  edges. 

This  condition  is  most  often  caused  by  im- 
proper curing  of  the  plastic.  Lhiless  a specific 
processing  regimen  is  strictly  adhered  to  with 
regard  to  time  and  temperature  control,  serious 
deterioration  can  result. 

Some  patients  have  been  known  to  soak  their 
prosthesis  in  alcohol  as  a method  of  cleaning. 
There  is  no  surer  method  to  produce  crazing  short 
of  smashing  it  with  a hammer. 

Contact  lens  cleaner,  denture  soaking  cleanser 
or  just  jjlain  soap  and  water  are  recommended 
cleaning  materials  for  use  between  regidar  visits 
to  the  ocularist. 

Blinking  over  the  sharp  edges  can  obviously  be 
very  painful  and  can  cause  a bloody  conjunctiva. 

Resurfacing  of  the  prosthesis  may  help,  but 
more  often,  replacement  is  necessary. 


Extrusion 


Dehiscence  and  extrusion  of  the  implant  is  not 


an  uncommon  result  of  wearing  an  improperly 


Figure  4. 
Cra/ing. 


VOID 


> 
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-m 
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P'Mea- 
Figure  5. 
Dehiscence. 
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fitted  prosthesis.  (Figure  5.)  Constant  friction 
over  a liigh  point  of  tissue  covering  the  implant 
can  cause  shredding  of  the  conjunctiva,  eventual 
lesions,  and  finally  extrusion. 

A diagnostic  confirmation  of  this  condition 
is  made  by  removing  the  jtrosthesis  and  comjiar- 
ing  its  posterior  surface  with  that  of  the  con- 
figuration of  the  conjunctiva. 

Ready-made  prostheses  (stock  eyes)  will  always 
l)e  shaped  as  a single  enp  concave  surface.  Rarely, 
if  ever,  is  the  surface  of  the  prosthesis  an  exact 
matcli  to  conjunctiva. 

Replacement  of  the  jnosthesis  with  one  made 
by  the  impression  method  is  strongly  recom- 
mended. 

Broken  Prostheses 

Lastly,  there  are  those  prostheses  that  have  been 
chipped  or  broken.  .Some  patients  try  to  smooth 
the  sharp  edges  with  all  manner  of  tools  that  only 
add  insidt  to  an  already  injured  prosthesis.  If 
examination  of  the  prosthesis  reveals  such  a 
break,  replacement  slioidd  be  recommended  im- 
mediately. (Figure  6.) 

Further  Examination 

Certainly  further  examination  for  other  pa- 


thology should  be  explored  if  the  symptoms  per- 
sist. However  it  has  been  my  experience,  titat  of 
the  nudtitndes  of  patients  I have  treated  with 
these  problems,  f)nly  one  or  two  w'ere  from  can.ses 
other  than  the  ])rosthesis  itself. 

Summary 

llie  most  common  cause  of  {tathology  and  com- 
jdaints  of  di.scomfort  related  to  the  wearing  of 
artificial  eyes  is  an  ill-fitted  prosthesis  (usually 
a stock  eye)  or  damage  to  the  prosthesis  by  im- 
proj)er  care  and  cleaning.  The  use  of  stock  eyes 
should  scrupulously  be  avoided. 


Figure  fi. 
Broken  prosthesis. 
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OF  THE  MONTH 


• •••••  •••  •••  •••  ••• 

The  Department  of  Cardiology,  University  of  Arkansas  College  of  Medicine 

(See  Answer  on  Page  538) 

HISTORY:  L.  W.  is  a 69-year-old  woman  with  a long  history  of  "palpitations."  She  presented  to  the  emergency 
room  because  of  a prolonged  and  continuing  palpitatory  episode  during  which  a choking  sensation  developed 
in  her  chest.  On  physical  examination,  she  was  hypotensive,  had  bilateral  carotid  bruits,  and,  other  than  a 
rapid  heart  rate,  had  a normal  cardiac  examination. 

Her  ECO  is  shown.  Of  the  listed  options  for  treatment,  which  would  best  be  avoided? 

A.  Eyeball  pressure.  E.  Edrophonium. 

B.  Direct  current  synchronized  countershock.  F.  Digoxin. 

C.  Valsalva's  maneuver.  G.  Pressor  agents. 

D.  Carotid  sinus  massage. 


John  W.  Watson,  M.D. 

Assistant  Professor 
Division  of  Cardiology 
University  of  Arkansas  for  Medical  Sciences 
4301  West  Markham 
Little  Rock,  Arkansas  72201 
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Pressure  (Trophic)  Ulceration 

Kenneth  G.  Jones,  M.D.* 


The  breakdown  of  skin  resulting  in  ulcera- 
tion, concommitant  with  sustained  or  repeated 
pressure,  although  occurring  most  often  in  indi- 
viduals with  systemic  medical  problems,  is  prop- 
erly referred  to  as  a pressure  idcer  or  a pressure 
sore,  since  pressure  is  always  the  precipitating 
etiological  factor.  Except  in  the  case  of  the  in- 
capacitated, such  as  the  elderly  or  the  comatose 
patient,  pressure  idcerations  are  associated  with 
an  abnormal  nutritional  state  of  the  affected 
tissues.  For  that  reason,  these  lesions  have  been 
referred  to  as  “trophic”  ulcers.  Even  so,  pressure 
is  always  the  precipitating  factor. 

“Trophic”  ulceration  is  not  a desirable  term 
because  it  directs  the  physician’s  and  patient's 
attention  away  from  the  primary  causative  factor 
common  to  all  of  these  lesions.  Even  in  the  pre.s- 
ence  of  diabetes,  leprosy,  meningomyelocele, 
spinal  cord  transection,  peripheral  nerve  injuries, 
and  like  conditions,  pressure  is  the  causative  agent 
resulting  in  a breakdown  of  the  skin  and,  in  many 
instances,  destruction  of  the  underlying  tissues. 
The  absence  of  perception  of  pain  negates  the 
patient’s  normal  protective  mechanism.  Pro- 
tracted pressure  in  limited  areas  results  in  collapse 
and  occltision  of  small  ve,ssels  followed  by 
necrosis. 

It  is  well  that  pressure  is  the  precipitating  etio- 
logical factor  rather  than  an  abnormal  state  of 
the  involved  tissues.  Although  frequently  neither 
the  patient  nor  his  physician  can  correct  the  med- 
ical problem  which  makes  the  patient  more  sus- 
ceptible to  ulceration,  they  can  do  something 
about  the  precipitating  factor,  pressure.  If  the 

•Little  Rock  Orthopedic  Clinic,  P.A.,  9500  Lile  Drive,  P.  O.  Box 
5270,  Little  Rock,  Arkansas  72215. 


patient  is  able  tf)  appreciate  the  consequences  of 
pressure  on  anesthetic  skin,  and  if  he  is  taught 
by  the  physician  how  to  avoid  excessive  pressure 
and  how  to  care  properly  for  his  integument,  he 
can  expect  to  avoid  ulceration  and  the  dire  com- 
plications which  often  follow. 

Physicians  who  have  attended  patients  with  ir- 
reparable peripheral  nerve  injuries,  neuropathies, 
or  central  nervous  system  lesions  which  jiioduce 
segmental  anesthesia,  are  aware  that  the  vaso- 
motor and  secretory  responses  are  abnoinial,  as 
the  sympathetic  nerves  are  also  disturbed.  Fortu- 
nately, the  cool  extremity  seen  with  these  con- 
tinuing problems  will  respond  to  a stressful 
stimulus  by  dilatation  of  blood  vessels  and  warm- 
ing of  the  area.  The  overall  nutritional  state  of 
the  extremity  is  improved  thereby,  and  the  red- 
ness and  increased  heat  inform  the  physician  that 
excessive  stress  has  been  or  is  being  applied.  Un- 
less this  stimulus  was  applied  therapeutically,  this 
should  trigger  a response  to  eliminate  the  harmful 
stress  immediately.  Extremities  with  deficient 
innervation  are  dry  as  a consequence  of  loss  of 
sweating  and  diminished  sebaceous  secretions. 
Insensitive  dry  hands  are  clumsy.  This  is  espe- 
cially so  when  associated  with  w'eakness  or  paraly- 
sis of  the  muscles.  Insensitive  dry  feet  often  be- 
come ulcerated  as  a consequence  of  pre,ssnre.  De- 
hydrated keratin  lo.ses  its  normal  elasticity.  Re- 
jjcated  folding  of  the  skin  in  one  area  can  cause 
fissures  and  ultimately  ulceration.  The  deeper 
layers  of  the  ejjidermis  become  exposed.  Inflam- 
mation may  be  followed  by  infection.  As  cuticle 
along  the  margin  of  the  ulcer  develops  into  a 
thick  callus,  bending  forces  become  more  con- 
centrated and  the  fissure  deepens,  resulting  in  an 


Volume  77,  Number  12  — May,  1981 


519 


Kenneth  G.  Jones,  M.D. 


enlarging  ulcer  that  may  include  tendon,  joint, 
or  bone. 

Dryness  and  loss  of  glandular  secretion  is  usu- 
ally permanent  for  those  patients  with  a neuro- 
pathy. Meticulous  skin  care  will  be  required 
throughout  the  remainder  of  that  patient’s  life 
if  ulceration  of  skin  and  its  complications  are  to 
be  avoided. 

Skin  can  be  made  less  vulnerable  to  the  stresses 
of  pressure  and  repeated  folding  through  an  on- 
going therapeutic  moisturization  program  for  the 
skin.  This  can  be  accomplished  by  soaking  the 
jrart  in  warm  water  for  fifteen  to  thirty  minutes, 
twice  daily,  after  which  mineral  oil  or  vaseline 
is  applied  to  help  retain  this  hydration  through- 
out the  day.  The  dry  cuticle  which  piles  up 
alongside  a fissure  or  pressure  point  will  usually 
come  away  with  minor  encouragement  after  the 
skin  is  once  again  hydrated.  Caustic  medications 
should  not  be  used  for  this  purpose.  Callus  can 
be  removed  by  shaving  if  the  deeper  layers  of  the 
skin  are  avoided.  Ulcers  and  fissures  may  be  cov- 
ered with  one  of  the  escar-forming  chemicals. 
lUcerated  parts  need  to  be  immobilized,  elevated, 
and  protected  during  the  healing  process.  Lesions 
of  the  flexor  surfaces  should  be  splinted  in  ex- 
tension to  prevent  shortening  of  tissues  during 
healing.  Otherwise,  refissuring  may  occur  on  re- 
sumption of  extension. 

For  purposes  of  management,  pressure  ulcers 
can  be  conveniently  divided  into  three  categories: 
(1)  ischemic  necrosis,  where  continuous  pressure 
is  applied  for  a relatively  short  period  of  time, 
e.g.  bed  sores  and  cast  (dressing)  ulcers;  (2)  enzy- 
matic autolysis,  wherein  pressure  is  applied  re- 
peatedly during  extended  periods,  e.g.  shoe  ulcers; 
and  (3)  spreading  infection,  associated  with  an 
uneven  intermittent  application  of  pressure,  e.g. 
self  abuse  through  continued  activity. 

The  occurrence  of  ischemic  necrosis  and  its 


extent  depends  on  the  tissues  involved  and  the 
magnitude  of  the  force  applied.  In  the  disabled 
non-ambulatory  patient,  the  heel  is  extremely 
vulnerable  to  sustained  pressure.  It  is  covered  by 
very  thin  skin  which  has  a poor  retinaculum  to 
support  the  capillary  circulation.  The  shoe  of 
the  ambidatory  patient  can  create  sustained  pres- 
sure or  repeated  pressure.  Patients  with  a neuro- 
pathy are  extremely  susceptible  to  all  pressures 
and  for  that  reason  must  be  ever  vigilant  against 
shoe-induced  ulceration.  Physiologically  speak- 
ing, all  of  us  should  acquire  only  shoes  with 
leather  uppers  which  are  sufficiently  deep  and 
broad  across  the  forefoot,  so  that  we  are  able  to 
wiggle  our  toes  freely  inside  the  cap  of  the  shoe 
w'hen  standing.  New  shoes  should  not  be  worn 
for  more  than  a few  hours  a day  during  the  first 
week.  The  susceptilile  person  should  inspect  his 
feet  very  carefully  for  inflamed  areas  each  time 
he  removes  his  shoes.  He  should  change  shoes 
once  or  even  twice  during  the  course  of  a day. 
If  ulceration  is  impending,  the  patient  must  re- 
move the  pressure  by  walking  less  or  by  altering 
his  shoes  to  relieve  pressure. 

Simple  ulcers  occurring  even  in  neuropathic 
extremities  will  heal  if  the  pressure  is  removed. 
Because  of  the  pain  they  experience,  patients  with 
ulcers  but  with  normal  sensation  are  cooperative 
to  this  end.  Patients  with  insensitive  extremities 
who  do  not  experience  pain  often  require  monu- 
mental insistence  by  their  physician  before  they 
will  acquiesce  to  this  requirement  of  nature.  Im- 
properly managed,  an  idcer  can  develop  into  a 
spreading  infection  that  subsequently  involves 
all  tissues.  An  extensive  resection  or  an  amputa- 
tion may  then  become  mandatory. 

Simply  stated,  with  the  removal  of  pressure 
simple  pressure  ulcers  will  heal  even  when  oc- 
curring in  abnormal  tissues.  Without  the  elimi- 
nation of  pressure,  simple  pressure  idcers  often 
become  less  simple  problems. 
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MEDICAL  GRAND  ROUNDS 
Continuous  Ambulatory  Peritoneal  Dialysis 

Ronald  D.  Hughes,  M.D.* 


eritoneal  dialysis  has  been  utilized  as  ther- 
apy I'or  acute  and  chronic  reual  lailure  lor  many 
years.  However,  hemodialysis  has  enjoyed  much 
more  popidarity  as  treatment  lor  chronic  renal 
lailure  — greater  than  90  percent  of  the  dialysis 
popidation  is  maintained  on  hemodialysis.  Most 
nephrologists  regard  peritoneal  dialysis  as  second 
rate  therajn  and  therefore  rarely  utilize  it  in 
chronic  renal  failure. 

However,  peritoneal  dialysis  is  an  effective 
means  of  treating  renal  failure,  as  Figtire  1 shows. 
The  usual  parameters  irsed  to  follow  dialysis  jra- 
tients  are  comparable  in  hemodialysis  and  peri- 
toneal dialysis  patients.  In  some  reports,  patients 
actually  fare  better  on  peritoneal  dialysis  than 
hemodialysis.  Table  I lists  some  of  the  theoretic 
benefits  attributed  to  peritoneal  dialysis  by  early 
workers. 

Des})ite  the  effectiveness  of  peritoneal  dialysis 
and  its  possiljle  advantages,  there  are  a number 
of  disadvantages  which  account  for  the  low  utiliza- 
tion of  peritoneal  dialysis.  Table  II  lists  the  pri- 
mary disadvantages  of  jaeritoneal  dialysis.  Just 
as  vascular  access  is  a continuing  problem  in  main- 
tenance hemodialysis,  peritoneal  access  has  been 
a problem  in  peritoneal  dialysis.  However,  the 
introduction  of  the  Tenckhoff  catheter  provided 
safe  chronic  peritoneal  access.^  Peritonitis  has 

FIGURE  1. 

CLINICAL  AREAS  WITH  NO  SIGNIFICANT 
DIFFERENCE  IN  PATIENTS  TREATED  WITH 


PERITONEAL  DIALYSIS  OR  HEMODIALYSIS 


Peritoneal 

Hemodialysis 

Creatinine  (mg/dl.) 

13.40  ± 

4.00 

14.00  ± 

4.40 

Uric  .Acid  ( mg  tlL) 

9.00  ± 

2.30 

8.80  ± 

1.80 

Bilirul)in  (ing/dL) 

0.35  ± 

0.40 

0.47  ± 

0.80 

SCOT  (mil  til.) 

1 5.00  + 

10.50 

19.10  ± 

19.70 

t.DH  (mii/mL) 

220.00  ± 

73.00 

1 80.00  ± 

73.00 

Phosphorus  (ing/dL) 

5.00  ± 

1.90 

5.20  ± 

1.90 

Alkaline  Phos.  (mu/ml.) 

27.10  ± 31.10 

43.00  ± 

74.90 

Sodium  (meq  'I.) 

1.39.00  ± 

0.00 

139.00  ± 

0.00 

Chloride  (me(]/I.) 

102.00  ± 

9.00 

100.00  ± 

0.00 

WBC  (X  lt>'*/mm) 

8.40  ± 

2.20 

7.00  ± 

2.10 
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also  been  a chronic  pioblem  in  long  term  peri- 
toneal dialy.sis  — however,  development  of  better 
etjuipment  and  more  attention  to  .sterile  tech- 
ni(]ue  have  reduced  the  incidence  ol  peritonitis 
to  less  than  one  percent.  Forttinately,  peritonitis 
in  peritoneal  dialysis  patients  is  usually  easily 
treated  and  has  little  morbidity/morality. 

The  biggest  drawback  to  peritoneal  dialysis  is 
the  dialysis  time  recjiurement.  Most  hemodialysis 
patients  reepure  12-15  hours  of  dialysis  per  week 
— pet  itoneal  dialysis  jjatients  retjuire  40  to  50 
hours  of  dialysis  per  week.  Peritoneal  dialysis 
retpiires  three  to  lotir  times  as  long  to  achieve  the 
same  goals  as  hemodialysis  because  peritoneal 
solute  clearance  is  much  slower  than  is  clearance 
across  hemodialysis  membranes,  i.e.,  peritoneal 
urea  clearance  averages  25-20  ml/min,  hemodialy- 
sis urea  clearance  averages  150  ml/min). 

Many  factors  account  for  this  marked  disparity 

TABLE  I. 

ADVANTAGES  ATTRIBUTED  TO  PERITONEAL 
DIALYSIS  BY  EARLY  INVESTIGATORS 

1.  Unrestricted  diet 

2.  .Simplicity 

3.  Potentially  better  in  children  who 
fear  needles 

4.  Potentially  better  in  patients  with  rheumatic 
di.sease  and  at  risk  of  endocarditis 

5.  Potentially  safer  in  patients  with 
arteriosclerotic  heart  disease 
and  angina  pectoris 

0.  Potentially  safer  in  patients  with  peptic 
idcer  di,sease  because  of  the  avoidance 
of  heparin 

7.  Preferred  in  patients  with  bleeding 
dyscrasias 

8.  Potentially  safer  pre-  or  |x)stoperatively 

TABLE  II. 

COMPARISON  OF 

HEMODIALYSIS  AND  PERITONEAL  DIALYSIS 

DISADVANTAGES  OF  PERITONEAL  DIALYSIS 

1.  Peritoneal  access 

2.  Risk  of  peritonitis 

3.  Protein  depletion 

4.  Time  commitment 
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in  clearance  across  these  two  membranes.  In 
liemodialysis,  small  solute  clearance  is  dependent 
primarily  on  blood  flow,  dialysate  flow  and  the 
dialysis  membrane  itself,  d'he  first  two  variables 
are  easily  controlled  by  changing  the  settings  on 
a dialysis  machine.  The  membrane  in  use  is  one 
which  has  been  developed  specifically  to  provide 
high  clearance  of  urea  and  creatinine. 

The  same  variables  control  small  solute  clear- 
ance across  the  peritoneum  — blood  flow,  dialy- 
sate flow,  and  the  peritoneal  membrane.  How- 
ever, we  are  not  so  able  to  change  these  functions 
in  peritoneal  dialysis.  Effective  peritoneal  blood 
flow  (that  portion  which  can  participate  in  solute 
exchange)  appears  to  be  on  the  order  of  70-80 
ml /min.-  Hemodialysis  blood  flow  averages  200- 
250  ml /min.  Dialysate  flow'  rates  in  peritoneal 
dialysis  are  poorly  tolerated  at  rates  above  60-80 
ml /min  — hemodialysis  routinely  uses  dialysate 
flow  rates  of  400-500  ml /min.  The  contribution 
of  these  tw'o  variables  to  overall  peritoneal  clear- 
ance, how'ever,  is  small.  Far  and  away  the  most 
important  determinant  of  peritoneal  solute  clear- 
ance is  the  peritoneal  membrane  itself.  The  only 
portion  of  the  peritoneum  which  can  participate 
in  solute  exchange  is  that  which  is  in  direct 
juxtaposition  to  perfused  capillary  beds.  This 
results  in  a very  small  dialyzing  surface  area. 
The  permeability  of  this  membrane  to  small 
solutes  (urea  and  creatinine)  is  not  very  good. 
The  distance  solutes  must  traverse  between  blood 
and  dialysate  is  relatively  large  — 100-200  micra. 
Comparable  distances  in  a hemodialyzer  are  only 
10-20  micra. 

The  combination  of  these  many  differences  be- 
tween hemodialysis  and  peritoneal  dialysis  make 
the  marked  differences  in  clearances  across  the 
two  membranes  easy  to  understand.  However, 
improved  understanding  of  peritoneal  dialysis 
has  not  allowed  improved  efficiency.  Many  ef- 
forts^"® have  been  directed  at  improving  the  ef- 
ficiency of  peritoneal  dialysis  (and  reducing  the 
time  requirement)  but  none  have  proven  to  be 
of  clinical  utility.  Peritoneal  dialysis  remains, 
therefore,  poorly  utilized,  despite  its  many  po- 
tential benefits.® 

In  the  late  1970’s  a new  approach  to  peritoneal 
dialysis  was  developed.  Rather  than  attempting 
to  fit  peritoneal  dialysis  into  hemodialysis  pat- 
terns (that  is,  thrice  weekly  dialysis  for  as  short  a 
period  as  jxissible),  Popovich  devised  a protocol 
which  would  utilize  the  advantages  of  peritoneal 


dialysis  over  hemodialysis.  The  simplicity  of  peri- 
toneal dialysis  lends  itself  very  well  to  home 
dialysis.  Since  the  inefficiency  of  peritoneal  dial- 
ysis necessitates  long  hours  on  dialysis,  he  sug- 
gested increasing  treatment  time  to  the  maximum 
— that  is,  24  hours/day,  seven  days  a week.  This 
would  produce  a continuous  steady  state  within 
the  patient  and  prevent  the  wide  swings  of  bio- 
chemical values  and  symptoms  produced  by  in- 
termittent dialysis.  Intermittent  dialysis  is  very 
“unphysiologic”  — normal  kidneys  work  all  the 
time,  the  ideal  dialysis  would  also.  By  having 
dialysate  present  within  the  abdomen  continuous- 
ly (stopping  only  4-5  times  per  day  to  change 
dialysate),  the  patients  could  achieve  adequate 
dialysis  and  remain  ambulatory.  He  named  this 
technique  “continuous  ambulatory  peritoneal 
dialysis”  (CAPD). 

The  technical  aspects  of  CAPD  are  as  follows: 
The  patient  has  a chronic  peritoneal  (Tenckhoff) 
catheter  in  place.  He  hooks  up  to  a plastic  bag 
of  dialysate  and  runs  in  2000  cc  by  gravity.  He 
leaves  the  empty  bag  connected  to  his  catheter 
and  leaves  the  fluid  in  place  for  4-8  hours.  During 
this  time,  he  is  free  to  function  at  will.  After  this 
period  of  diffusion,  he  drains  out  the  fluid  and 
discards  it.  He  then  instills  2000  cc  of  fresh  fluid 
and  resumes  his  usual  activities. 

During  these  long  periods  of  time  when  dialy- 
sate is  present  in  the  abdomen,  diffusion  of  toxins 
from  the  blood  to  dialysate  occurs.  At  the  end  of 
long  dwell  exchanges,  small  molecule  (i.e.,  urea) 
equilibration  is  near  complete— Figure  2J  Larger 
molecule  movement  (creatinine,  uric  acid,  etc.) 
is  still  occurring.  Thus,  fluid  drain  volume  be- 


Fig.  2.  Equilibration  of  solutes  during 
prolonged  dwell  exchanges. 
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comes  e(|uivaleiu  to  urea  clearance.  If  12  liters 
of  (lialysate  are  (Irainecl  out  per  clay,  then  urea 
clearance  ecpials  12  liters /clay  or  8.3  ml /min. 
(ireatiuiue  and  larger  molecule  clearance  would 
be  somewhat  less. 

1 he  use  of  hypertonic  clialysate  will  induce  the 
movement  of  water  from  the  blood  to  the  clialy- 
sate in  orclei  to  attain  isotonicity.  Four  and  one- 
fourth  ])ercent  clialysate  is  cptite  hypertonic  to 
body  fluids  — it  contains  1.25  grams  of  dextrose 
per  100  ml  of  fluid.  One  two-liter  exchange  will 
usually  result  in  the  removal  of  800-900  ml  of 
fluid.  One  and  one-half  percent  clialysate  is  min- 
imally hyjjei  tonic  (1.5  grams  of  dextrose  per  100 
ml)  and  will  remove  100-200  ml  of  fluid.  The 
use  of  three  exchanges  of  one  and  one-half  percent 
solution  and  two  exchanges  of  four  and  one-foitrth 
percent  solution  per  clay  will  result  in  roughly 
2000  cc  of  fluid  removal  per  clay,  thus  allowing 
2000  cc  of  fluid  intake. 

llsing  known  urea  generation  rates  and  usual 
peritoneal  clearances,  Popovich  simulated  peri- 
toneal dialysis  with  a computer  model.  He  postu- 
lated that  five  exchanges  per  day  would  result  in 
a urea  clearance  of  84  liters  per  week.  "While  this 
is  not  as  high  as  hemodialysis  (135  L/week),  it 
is  better  than  intermittent  peritoneal  dialysis 
(64  I,/w’eek).  Ihis  should  result  in  adecpiate 
dialysis  and  achieve  a steady  state  blood  urea  ni- 
trogen of  roughly  70  mgm  percent.  Creatinine 
clearance  is  somewhat  less  and  resultant  serum 
creatinine  shoidd  average  10-12  mgm/dl.  How- 
ever, so-called  “middle  molecides"  (500-1500 
M.W.)  would  actually  have  improved  clearances 
over  hemodialysis  membranes  because  of  the  in- 
creased permeability  of  the  peritoneum  to  larger 
molecules.  If  middle  molecules  are  of  importance 
in  uremia,  then  CAPD  has  this  as  an  added 
benefit. 

^Vith  this  background,  clinical  trials  were  un- 
dertaken. The  results  have  been  quite  jnomising. 

Biochemical  control  has  been  excellent.  Figure 
3 demonstrates  early  data  from  CAPD  patients. 
It  has  been  found  that  five  exchanges  per  day 
are  not  necessary  for  most  patients  — four  ex- 
changes per  day  are  adetjuate. 

As  shown  in  the  figure,  blood  urea  nitrogen 
and  serum  potassium  fell  below  the  predicted 
value,  and  in  fact  are  low'er  than  can  be  ac- 
counted for  by  balance  studies.  These  data, 
coupled  with  the  weight  gain  most  patients  manl- 


iest, suggest  an  anabolic  state  — a rare  event  in 
dialysis  patients. 

In  addition,  average  bemoglobin  values  rose 
2 gm/dl.  'Fhe  mechanism  remains  unexplained. 
HyjrertensioTi,  which  is  quite  jjrevalent  in  hemo- 
dialysis patients,  generally  is  controlled  without 
medication  in  C.\PI)  patients.  Better  blood  pre.s- 
snre  control  relates  to  a tighter  control  of  blood 
volume  in  these  patients. 

As  well  as  providing  good  control  of  uremia,  a 
number  of  other  important  benefits  have  been 
found.  Table  III  demonstrates  some  of  the.se. 
One  of  the  biggest  advantages  is  the  fact  that 
C.-\PD  is  home  dialysis.  Much  evidence  exists  to 
suggest  that  home  dialysis  is  siqaerior  to  center 
dialysis.  Patient  compliance  is  better,  p.sycho- 
logical  adaptation  is  better,  survival  data  are 
better,  and  it  is  less  expensive.  However,  home 
hemodialysis  has  not  been  enthusiastically  re- 
ceived in  this  area.  Home  hemodialysis  retjinres 
fairly  extensive  training  (up  to  three  months),  an 
a.ssistant,  home  remodeling,  and  other  technical 
support.  CAPD  is  home  dialysis,  requires  only 
10-15  days  of  training,  no  assistance,  and  little 
technical  support.  It  is  also  somewhat  less  ex- 
pensive than  home  hemodialysis. 

FIGURE  3. 

BIOCHEMICAL  COMPARISON  OF 
C.A.P.D.  AND  HEMODIALYSIS 

6 Months  I Year 


Albumin 

CAPD 

HD 

CAPD 

HD 

BUN 

3.5 

4.1 

3.6 

4.2 

(”ig”i%) 

Creatinine 

.55. 1 

65.9 

54.6 

66.1 

(mgm%) 

Potassium 

11.0 

1 1.6 

11.5 

11.5 

(inEc]  / 1 ) 
Hemoglobin 

4.1 

4.9 

3.8 

4.8 

(gm%) 

9.0 

8.2 

8.5 

8.3 

TABLE  III. 

Advantages  of  C.A.P.D.; 

— Home  dialvsis. 

j 

— Improved  patient  independence. 

— .Short  training  period 
(approximately  two  weeks). 

— Requires  no  assistance,  machinery,  water 
source,  etc. 

— Minimal  dietary  restrictions. 

— Potentially  less  expensive. 
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Dietary  restrictions  are  somewhat  less  in  CAPD 
than  home  hemodialysis.  Protein,  potassium,  salt 
and  water  intake  are  all  liljeralized.  Phosphate 
and  calcium  balance  are  generally  better. 

The  cost  of  dialysis  deserves  further  mention. 
In-center  hemodialysis  costs  roughly  523,000- 
525,000  per  year.  Home  hemodialysis  is  consider- 
ably less  expensive  — 512,000-515,000  per  year. 
C.APD  can  be  done  for  approximately  $10,000 
per  year.  If  15  percent  of  the  in-center  dialysis 
population  could  be  changed  to  CAPD,  a reason- 
able estimate  according  to  several  investigators,  a 
savings  of  over  $100  million  per  year  could  be 
realized. 

Despite  these  multiple  advantages  of  CAPD, 
several  prolilems  persist.  The  biggest  problem  is 
peritonitis.  Initially,  this  was  a disturbingly  fre- 
quent event.  However,  with  technical  advances, 
improved  sterile  technique  and  better  training 
methods,  the  incidence  has  been  reduced  to  an 
average  of  one  episode  per  patient  per  year.  Peri- 
tonitis is  usually  easily  recognized  and  treated, 
and  has  very  little  mortality,  but  it  remains  a 
disturbingly  common  jiroblem. 

Dietary  jirolDlems  are  also  common.  A high 
protein  intake  is  required  to  offset  the  protein 
losses  of  CAPD.  Without  this,  hypoalbuminemia 
may  Ijecome  quite  severe.  Weight  gain  is  also  a 
problem.  Peritoneal  dialysis  utilizes  glucose  to 
increase  osmotic  gradients  and  remove  water  from 
the  patient.  Roughly  75  percent  of  the  admin- 
istered glucose  is  absorbed,  and  contributes  600 
to  800  calories  per  day  to  the  patients’  caloric 
intake.  The  average  patient  on  CAPD  gains  10- 
20  pounds  within  the  first  year. 

Hypertriglyceridemia  is  also  common.  It  is 
perhaps  related  to  the  high  carbohydrate  load  the 
patients  receive.  Long  term  effects  of  this  are 
unknown. 

\\T  have  currently  instituted  a C.A.PD  program 
at  the  LIniversity  of  Arkansas  for  Medical  Sciences 
and  have  enrolled  eight  patients.  Early  results  are 
promising.  Tables  IV  and  V list  our  current 
indications  and  contraindications  to  C.\PD. 

In  summary,  I believe  C.\PD  has  proven  to 
be  a viable  alternative  in  the  treatment  of  uremia. 
It  has  a number  of  distinct  advantages  over  cur- 
rently available  modalities  of  treatment.  Several 
problems  with  CAPD  persist  and  need  resolution. 
Early  reports  are  good  but  long  term  followup  is 
needed.  C.\PD  is  not  meant  to  replace  other 


forms  of  therapy,  but  it  a promising  adjunctive 
tool  in  the  treatment  of  chronic  renal  failure. 

TABLE  IV. 

Indications  for  C.A.P.D.  are: 

— Vascular  access  problems. 

— Severe,  uncontrolled  hypertension. 

— Inability  to  follow  dietary  instruction 
(i.e.  salt,  water,  potassium  and 
phosphate  restriction). 

— Marginal  cardiopulmonary  function. 

— Patients  generally  unhappy  or  symptomatic 
on  intermittent  dialytic  therapy. 

TABLE  V. 

Contraindications  to  C..A.P.D.: 

— Blindness. 

— Belligerence  or  psychosis. 

— Inadequate  coordination  or  muscle 
strength  (i.e.  severe  arthritis,  hand 
paralysis,  Parkinsonism). 

— Administration  of  immunosuppressive 
drugs  (systemic  lupus  on  steroids). 

— Documentation  of  the  inadequacy  of  the 
peritoneal  dialysis  surface  area  (e.g. 
multiple  surgical  procedures  with 
scarring). 

— Open  abdominal  wounds  (e.g.  ileostomies, 
colostomies,  nephrostomies). 

— Patients  well  rehabilitated  and  content  on 
intermittent  dialytic  therapy  (relative). 
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Cardiac  Hypertrophy 

Alfred  Kahn,  Jr.,  M.D. 


Jn  The  American  Journal  of  Medicine  there 
have  been  several  articles  on  hypertrophy  of  car- 
diac muscle  that  are  of  interest.  J.  F.  Goodwin 
published  an  editorial  entitled  “An  Appreciation 
of  Hypertrophic  Cardiomyopathy”  (American 
Journal  of  Medicine,  Vol.  68,  page  797,  June 
1980).  This  is  a disorder  of  heart  muscle  with 
outflow  obstruction.  There  is  faulty  diastolic 
function,  Goodwin  points  out,  with  poor  muscle 
relaxation  and  disordered  filling.  He  further 
states  that  there  is  not  true  obstruction  to  the  out- 
flow of  blood  but  varying  pressure  gradients  in 
the  irregular  shaped  ventricular  cavity.  The 
gradient  has  clinical  characteristics  which  Good- 
win lists:  . . . jerky  pulse  pattern,  ejection  mur- 
mur, palpable  left  atrial  beat.  Gradients  are  said 
to  mask  other  cardiac  problems;  Gooilwin  reports, 
for  example,  that  discrete  subaortic  stenosis  may 
be  screened.  Hypertrophic  cardiomyopathy  may 
exist  without  gradients.  The  author  says  that 
there  may  be  no  diagnostic  physical  signs,  alinor- 
mal  EKG  tracing,  or  abnormal  chest  film.  Strict 
echocardiography  criteria  can  make  this  diag- 
nosis. Angiography  can  be  a more  precise  way  to 
make  these  diagnoses.  Hypertrophic  cardiomyop- 
athy is  reported  to  be  a distinct  pathologic  and 
clinical  entity,  not  secondary  to  otlier  diseases. 
The  author  studied  100  cases  of  hypertrophic 
cardiomyopathy  and  found  the  following  changes: 
45%  had  cavity  elimination,  45%  had  a decrease 
in  the  capacity  of  the  mid  cavity,  0%  had  large 
papillary  muscles,  4%  had  dilatation  of  the  left 
ventricle.  The  cause  of  this  disorder  is  specula- 
tive . . . catecholamines  and  neural  crest  disorders 
have  been  suggested;  catecholamines  may  cause 
a faulty  growth  pattern  in  the  embryonic  myo- 
cardienm.  This  disorder  can  cause  sudden  death 
perhaps  due  to  arrhythmias  and  this  may  occur 


in  young  patients;  these  arrhythmias  may  not  re- 
spond to  the  usual  antirhythmic  drugs.  Of  final 
interest  in  this  article  by  Goodwin  is  his  re- 
interaction of  the  fact  that  these  patients  tend 
to  have  large  unobstructed  coronary  arteries. 

William  Grossman  (American  Journal  of  Medi- 
cine, Vol.  69,  page  576,  October,  1980)  has  written 
a provocative  article  entitled  “Gardiac  Hyjter- 
trophy:  Useful  Adaptation  or  Pathologic  Proc- 
ess?” In  his  opening  paragra|jh  he  states,  “It  is 
commonly  assumed  that  hypertroj)hy  of  heart 
muscle  is  a useful  physiologic  adaptation  which 
occtirs  in  response  to  a chronic  increase  in  myo- 
cardiac  work.  Cardiac  hypertrophy  is  a consistent 
resjjonse  to  increased  pressure  or  volume  loading 
of  the  heart.  It  ustially  develops  in  a pattern 
sjtecific  to  the  inciting  stress  with  concentric 
hypertrophy  occurring  in  resjxtnse  to  a sustained 
prcsstire  overload  and  eccentric  hypertrophy  in 
response  to  volume  overload.”  He  goes  on  to 
relate  that  usually  a hypertrophied  heart  is  able 
to  do  more  work  — but  on  the  other  hand  a hyper- 
trophied heart  may  be  seen  with  ptnnp  failure 
after  infancy,  enlargement  of  the  heart  is  dtie  to 
increase  in  the  contractile  proteins  in  the  heart 
cells  rather  than  an  increase  in  number  of  cells  — 
and  this  is  physiologic  and  the  child  grows  into 
an  adidt  — i.e.  the  adult  heart  is  bigger  than  the 
yotmg  child’s  heart  by  virtue  of  more  contractile 
protein.  4’he  pathologic  hypertrophy  in  res])onse 
to  strain  is  thought  to  be  mediated  by  hormones 
— possibly  nor-epinepherine.  Grossman  says  that 
voltnne  overload  of  heart  muscle  whereas  pres- 
sure overload  is  characterized  by  an  enlargement 
of  heart  muscle  with  volume  of  redticed  intraven- 
tricular capacity.  It  is  of  interest  that  the  wall 
stresses  are  different  in  the  two  types  of  hyper- 
trojjhy  — end  diastolic  w'all  stress  was  physiologic 
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le\el  in  pressure  overload  and  elevated  in  volume 
overload:  systolic  wall  stresses  were  normal  in 
both  groups.  It  is  postulated  that  pressure  over- 
loatl  leads  to  new  myofibrils  whereas  volume  over- 
load leads  to  new  sareomeres. 

Grossman  states  that  the  hypertrophy  of  pres- 
sure overload  may  he  associated  with  normal  or 
depressed  myocardial  contractility.  He  believes 
that  the  variation  in  findings  reported  by  dif- 
ferent authors  conies  from  the  suddenness  of  onset 
of  the  overload  and  to  the  degree  and  deviation  of 
the  overload.  In  humans  w'itli  pressure  overload 
hypertrophy  pump  failure  occurs.  Grossman  has 
studied  this  process.  In  such  patients  with  aortic 
stenosis,  the  ventricular  function  did  not  correlate 
with  systolic  pre.ssure  or  the  degree  of  hyper- 
trophy. AVall  stre,ss  was  said  to  relate  inversely  to 
ejection  fraction.  Cardiomyopathy  cases  were  dif- 
ferent, Grossman  writes,  in  that  the  heart  muscle 
did  not  shorten  as  fast  or  to  the  same  degree.  A 
comprehensive  final  inclusive  explanation  for 
these  findings  has  not  yet  been  formulated. 

Volume  overload  cardiac  hypertrophy.  Gross- 
man  states,  may  lie  associated  with  normal  cardiac 


contractility.  It  is  said  that  in  long  standing  vol- 
ume overload  there  may  be  pump  failure.  Gross- 
man  postulates  that  this  is  due  to  “the  inability 
to  sustain  addition  of  new  myofibrils  in  parallel 
to  balance  the  series  of  addition  of  new  sarconieres 
leads  to  high  wall  stress,  decreased  fiber  shorten- 
ing and  ventricular  failure”  these  patients  may 
not  improve  after  corrective  cardiac  surgery  and 
this  is  a problem  to  explain.  Furthermore  ac- 
cording to  Grossman,  the  ability  to  measure  heart 
muscle  contractility  can  be  extremely  hard  in 
some  patients  with  chronic  volume  overload. 

Lastly  Grossman  states  that  ventricular  com- 
pliance is  an  important  factor  in  detennining  the 
contractility  of  both  types  of  cardiac  hypertrophy. 
He  says  that  chamber  stiffness  is  increased  usually 
— and  that  in  addition  there  may  be  muscle  stiff- 
ness. To  stretch  the  stiffened  heart  over  high 
hydraulic  pressure  may  be  required  to  stretch  the 
heart  adequately. 

Tliis  discussion  ends  with  Grossman  challeng- 
ing physicians  to  try  and  prevent  pathologic 
hypertrophy. 


Otkef  tfeai-A 


(From  UAMS  Library,  History  of  Medicine f 
Archives  Division.) 

Arkansas  Medical  Monthly 
4(l):15-4b  July,  1893 

Pharmacy  for  Women 

Brethren  Hart  of  Pine  Bluff  and  Bond  of  Little 
Rock  have  gotten  into  the  columns  of  the  famous 
Woman’s  Journal  in  great  style.  Hart  is  a strong 
advocate  of  woman’s  rights.  We  know  he  is  be- 
cause we  heard  his  speech  at  the  banquet  of  the 
State  Association  a few  w'eeks  ago. 

A correspondent  from  Little  Rock  to  the 
IVojnan’s  Journal  writes  as  follows: 

“A  few  weeks  ago  the  State  Pharmaceutical  As- 
sociation of  Arkansas  held  its  annual  meeting  in 
this  city.  At  the  same  time,  and  in  an  adjoining 
room,  the  General  Assembly  of  the  Cumberland 
Presbyterian  Church  of  the  United  States  held 
its  session. 

“The  woman  question  came  up  almost  simul- 
taneously in  both  bodies.  After  a long  debate, 


the  woman  delegate  obtained  her  seat  in  the  As- 
semltly,  and  the  world  still  moves! 

“One  morning,  when  the  galleries  of  the  drug- 
gists’ meeting  hall  were  filled  with  Presbyterian 
delegates,  the  woman  question  came  iqj  among 
the  druggists,  in  a paper  advocating  ‘Women  in 
Pharmacy,’  by  Mr.  E.  N.  Hart,  a prominent  phar- 
macist of  Pine  Bluff,  Ark.,  w'ho  was  subsecpiently 
elected  President  of  the  Association.  Mr.  Hart  is 
a younger  scion  of  a .Southern  Democratic  family, 
and  a representative  Southern  Democrat  of  the 
‘after-the-war’  period.  His  paper  advocating  the 
profession  of  pharmacy  for  women  was  well  re- 
ceivetl,  and  was  ordered  printed  in  the  proceed- 
ings. Before  the  subject  was  passed.  Dr.  John  B. 
Bond,  of  this  city,  a regular  old-fashioned  Con- 
federate soldier  (who  is  not  just  as  sorry  for  his 
political  sins  as  he  ought  to  be),  took  the  floor 
and  made  a ringing  ‘off-hand’  sjjeech  in  behalf 
of  the  rights  of  women.  The  doctor  is  well  known 
in  pharmaceutical  circles  from  the  Atlantic  to  the 
Pacific,  and  his  opinion  will  have  weight.” 
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THE  MONTH  IN  WASHINGTON 

Some  S4  billion  ol  the  Reagan  Administration’s 
])roposed  111  billion  budget  cuts  will  l)e  sliced 
from  health  programs  under  the  domain  of  the 
Department  of  Health  and  Human  Services 
(HHS).  And  adilitional  cuts  in  all  sectors  will 
be  listed  in  the  President’s  full  revision  of  the 
budget  for  the  fiscal  year  beginning  this  October 
— fiscal  year  1982. 

The  cuts  for  health  from  previously  projected 
spending  levels  featured  |2.7  billion  in  savings 
through  consolidation  of  HHS  categorical  grant 
jtrograms  and  a 25  percent  rollI)ack  in  the  total 
federal  contribution.  A cap  on  federal  payments 
for  the  Medicaid  program  would  trim  the  U.  S. 
budget  by  Si. 2 billion. 

Other  proposed  HHS  cuts  included:  health 
planning,  $190  million;  Professional  Standards 
Review  Organizations  (PSROs),  ,$15  million;  Na- 
tional Institutes  of  Health  (NIH),  $197  million; 
Health  Professions  Education,  $280  million; 
Health  Maintenance  Organizations  (HMOs),  S21 
million;  Public  Health  Service  hospitals,  $110 
million;  National  Health  .Service  Corps  (NHSC) 
scholarships,  $31  million. 

■All  told,  HHS  budget  authority  would  be  re- 
duced by  $5.2  billion  and  outlays  by  $6.9  billion 
in  fiscal  1982.  More  than  $1  billion  of  this  reprc- 
.sents  slashes  in  welfare  spending.  For  the  current 
fiscal  year  that  ends  in  October,  these  health  pro- 
grams would  be  trimmed  by  $828  million. 

'I’he  Administration’s  block  grant  proposal 
covers  a wide  span  of  health  activities,  including 
such  programs  as  community  health  centers,  mi- 
grant clinics,  emergency  medical  services,  alcohol 
and  drug  abuse  services,  health  incentive  grants, 
venereal  disease,  immunizations,  etc.  About  40 
categorical  grants  for  health  and  social  services 
currently  budgeted  for  $9.4  billion  next  fiscal  year 
are  involved. 

Explaining  the  plan  to  consolidate  these  pro- 
grams, the  Administration  said  “day  to  day  man- 
agement has  developed  into  a bureaucratic  morass 
of  planning,  regulating,  and  reporting  at  the 
federal,  state  and  local  levels.’’ 


A block  grant  approacb  would  give  the  states 
greater  flexibility  and  responsibility.  “.States 
could  .select  the  service  delivery  agency  best  able 
to  jjiovide  certain  services  that  are  now  provided 
by  direct  federal  grantees,  the  Itudget  document 
said.  “The  overall  result  woidd  strengthen  state 
governments  and  jtrovide  publicly-financed  serv- 
ices more  effectively  and  at  lower  costs  to  those 
in  need.’’ 

Legislation  to  carry  out  the  |jlan  will  be  .sent 
to  Congiess  with  an  effective  date  as  of  Oct.  1. 
The  proposed  fttnding  level  for  fiscal  1982  is  75 
})ercent  of  the  previously-budgeted  estimate,  or 
$6.8  billiott,  a cut  of  $2.7  billion.  Because  of 
“significant  savitigs  in  program  overhead  and 
more  efficient  service  delivery  due  to  the  elimina- 
tion of  overlapjhng  service  responsiljilities,  this 
fitnditig  change  need  not  result  in  a reditction  of 
services,’’  the  Administratioti  said. 

Hinting  at  a future  broad  health  plan  proposal, 
pre.sumably  along  the  lines  of  “jjro-competition’’ 
health  bills,  the  economic  report  said  government 
regulatory  efforts  to  date  “have  failed  to  stem  the 
increase  in  costs  because  they  fail  to  affect  the 
underlying  cost-increasing  bias  in  the  health  care 
system  that  resitlts  from  the  insulatioti  of  all 
parties  in  medical  care  markets  from  the  cost  con- 
sequences of  their  decisions.  The  .Administration 
will  propose  comprehensive  legislation  to  remedy 
these  market  distortions.’’ 

As  an  interim  meastire,  the  .Administration  said 
it  will  propo.se  legislation  to  “establish  a limit  on 
the  Medicaid  program’s  unconstrained  growth.  ” 

“High  federal  matching,  excessive  benefit  pro- 
visions and  overly-generous  eligibility  have  made 
the  Medicaid  jnogram  a very  ])oorl)  managed 
.social  program  that  fails  to  provide  cost-effective 
services  to  those  most  in  need,’’  the  .Administra- 
tion said.  Eligibility  errors  alone  are  estimated  to 
cost  about  $1.2  billion  a year. 

The  federal  jtaynient  limit  would  be  structured 
to  cut  federal  e.xpendititres  $100  million  below 
the  current  base  estimate  atid  woitld  be  allowed 
to  iticrease  only  five  percent  in  fiscal  1982,  rising 
thereafter  with  the  overall  rate  of  Inflation.  Fed- 
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eral  spending  would  be  reduced  by  $1.2  billion 
next  year,  rising  to  $5  billion  in  1986.  The  Ad- 
ministration said  it  believes  “this  degree  of  re- 
straint can  be  achieved  by  states  without  reducing 
basic  services  for  the  most  needy.  . . . No  state, 
however,  woidd  be  prevented  from  providing 
whatever  additional  services  it  deemed  appropri- 
ate out  of  its  own  resources.” 

riie  economic  report  said  the  Administration 
“will  propose  to  end  large  general  subsidies  for 
the  training  of  physicians  and  other  health  pro- 
fessionals. Such  programs  are  no  longer  necessary 
in  light  of  the  growing  projected  supply  of  most 
health  professionals.  Instead,  federal  programs 
will  be  directly  targeted  on  training  needs  of 
national  priority.” 

d'he  Administration  is  asking  only  $120  million 
for  health  professions  education  next  year,  com- 
pared with  the  $400  million  projected  under  cur- 
rent spending  levels  and  the  current  year’s  budget 
of  $368  million. 

The  federal  grant  and  loan  subsidy  progi  am  for 
Health  Maintenance  Organizations  (HMOs) 
would  be  eradicated  by  the  Administration. 
“After  eight  years  of  federal  support,  the  feasibil- 
ity of  HMO  ])repaid  health  care  delivery  has  been 
adecpiately  demonstrated.” 

Legislation  will  be  proposed  to  strike  present 
“unnecessarily  restrictive  retjuirements”  for  fed- 
eral (pialifications  of  HMOs,  making  private  cap- 
ital available  for  HMO  development  and  “obviat- 
ing the  need  for  further  sidjsidies.”  No  new 
grants  or  loans  will  be  made,  but  HMOs  now 
receiving  support  will  be  allowed  to  complete 
their  grant  period.  The  program  would  be  com- 
pletely phased  out  by  1983. 

As  reported  earlier,  the  Administration  will  not 
seek  new  scholarships  for  the  National  Health 
Service  Corjjs  program  that  sends  medical  teams 
to  physician-shortage  areas.  At  most,  6, ()()()  NHSC 
people  are  neetled  now  to  cover  health  manpower 
shortage  areas,  the  Administration  said.  A freeze 
on  new  scholarships  still  will  allow  the  corps  to 
swell  to  9,000  members  by  1990. 

Students  who  currently  have  NHSC  scholar- 
ships will  be  allowed  to  complete  their  training. 

Earmarked  for  oblivion  by  the  Administration 
is  the  Professional  Standards  Review  Organiza- 
tion (PSRO)  program  “consistent  with  a two-year 
Administration  timetable  to  develop  and  carry 


out  health  financing  reforms  that  encourage 
competition  in  the  health  sector.” 

“Contracts  will  be  renewed  with  only  those 
PSROs  judged  most  effective  in  controlling  health 
care  costs,”  and  some  transitional  funding  will  be 
allowed  through  1983  to  allow  competing  systems 
of  health  care  to  contract  for  the  services  of  ef- 
fective PSROs. 

The  Administration  said  recent  studies  of  the 
program  show  that  PSROs  raise  national  health 
care  spending,  rather  than  reduce  it. 

I’he  PSRO  prognmi  will  be  pared  to  an  ap- 
propriation of  $70  million  next  year,  from  the 
current  $174  million,  to  $67  million  the  follow- 
ing year  and  to  zero  by  fiscal  1984. 

The  controversial  health  planning  program,  as 
expected,  was  ticketed  for  destruction.  Planning 
“has  not  proved  effective  in  controlling  costs  on 
a national  basis,  and  it  inhibits  market  forces 
needed  to  strengthen  competition  and  provide 
less  costly  services.”  The  certificate-of-need  re- 
quirement under  planning  calls  for  a “govern- 
ment franchise”  and  inhibits  free  market  entry, 
“often  propping  up  high-cost  institutions  behind 
a government-created  entry  barrier.” 

Health  planning  w'ould  be  phased-out  over 
two  years,  receiving  $58  million  next  year  and  no 
money  by  1984.  Outlays  in  the  current  year  are 
expected  to  reach  $162  million. 

The  budget  squeeze  that  would  keep  increased 
funding  below  the  projected  rate  of  inflation 
w'ould  hit  the  National  Institutes  of  Health  where 
the  Administration  will  .seek  $3.7  billion  next 
fiscal  year,  compared  with  the  $3.6  billion  this 
year.  The  eight  Pidilic  Health  Service  hospitals 
and  29  clinics  would  be  closed  down  over  the 
next  four  years  at  an  estimated  savings  of  more 
than  $900  million  over  the  period.  The  Admin- 
istration said  the  system  “is  under-used  and  actu- 
ally aggravates  health  care  costs  in  cities  where 
the  hospitals  are  located.”  All  of  the  hospitals 
are  located  in  areas  with  an  excess  supply  of  hos- 
pital beds,  the  report  said. 

No  reduction  is  planned  for  the  $45.4  billion 
Medicare  program.  Other  programs  escaping  the 
economy  drive  are  the  basic  retirement  program 
of  Social  .Security;  the  Veterans  Administration 
compensation  programs  for  service  disabilities 
and  non-service-connected  disability  pensioners; 
the  school  lunch  and  breakfast  programs;  the 
Head  Start  program  for  pre-schoolers;  the  sup- 
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pleniental  security  income  fuiul  lor  the  bliiul, 
elderly  and  disalilcd;  and  the  summer  youtli  jobs 
program. 

# # # # 

Rumbles  of  protest  tpuckly  Imilt  up  against 
President  Reagan's  proposed  health  spending 
cuts. 

'rite  nation’s  governors,  meeting  in  Washing- 
ton, D.  C.,  rejected  as  “not  acceptable”  the  plan 
to  limit  federal  payment  to  states  for  Medicare 
costs.  Utah  Gov.  Scott  Matheson  jrresented  the 
AVhite  House  with  the  governors’  position  that 
“a  uniform,  nationwide  five  percent  cap  on  fed- 
eral financial  particijiation  is  not  acceptalrle.” 

Ihider  the  plan,  the  states  would  have  to  come 
up  with  an  additional  $1  billion  next  fiscal  year 
to  keep  Medicaid  services  operating  at  their  pres- 
ent rate  in  order  to  make  up  for  the  fetleral 
shortfall. 

HHS  Secretary  Richard  Schweiker  told  the  gov- 
ernors at  their  annual  meeting  that  the  federal 
cap  is  needed  because  Medicaid  "has  unfortun- 
ately been  out  of  control.” 

I he  H HS  Chief  noted  that  the  “caj)”  is  designed 
as  an  interim  measure  until  far-reaching  changes 
can  be  made  in  the  medical  system  designed  to 
induce  greater  competition.  “The  only  way  to 
cut  the  budget  is  to  cut  the  budget,”  lie  said,  indi- 
cating that  the  Administration’s  position  is  firm 
on  the  issue. 

The  governors  adopted  a resolution  that  they 
will  “vigorously  oppose”  attempts  to  shift  the 
costs  of  the  federal  budget  cuts  to  the  states.  They 
insisted  state  governments  must  have  time  to  ad- 
just to  the  cuts  and  have  increased  flexibility  in 
administering  federal  programs. 

Moving  against  the  Administration  current,  the 
governors  said  the  federal  government  should 
take  over  all  welfare  and  medicaid  costs. 

Only  three  of  the  19  governors  attending  the 
conference  opposed  the  resolution. 

1 he  Administration’s  economic  rejxirt  with  its 
list  of  cuts  and  eliminations  in  health  and  other 
programs  was  made  public  when  the  .American 
Health  Planning  .Association  was  holding  its  an- 
nual meeting  here.  The  news  that  planning  was 
schednled  for  elimination  jolted  the  participants. 

Said  Harry  Cain,  .AHP.A  Executive  Director: 
“The  proposal  to  phase  out  quickly  the  health 
jdanning  jrrogram  is  likely  to  cost  the  govern- 
ment — and  all  the  consumers,  providers  and  other 
jjayers  of  health  care  — a great  deal  more  than  the 


■1100  million  it  jiurports  to  save.” 

* * * # 

A very  strong  ca,se  exists  for  ce,s.sation  of  the 
federal  healtli  planning  program,  the  American 
Medical  .Association  has  told  ilie  Congress. 

Planning  has  become  “a  network  of  tjuasi- 
regnlatory  agencies  more  responsive  to  federal 
directives  and  concerns  than  to  the  health  and 
medical  needs  of  the  communities  purportedly 
served,”  the  .AM.A  told  the  Senate  Appropriations 
Sitbcommittee  on  Health. 

In  a letter  to  .subcommittee  Chairman  Harrison 
Schmitt  (R.-N.M),  James  Sannnon.s,  M.D.,  .AM.A 
Executive  Vice  President,  said  the  health  planning 
jtrogram  “has  clearly  done  more  to  interfere  with 
health  care  comjtetition  than  to  foster  it.”  The 
cerlificate-of-need  retpiirements  “establishes  bar- 
riers to  entry  in  a market  for  competitors  and, 
therefore,  inliibit  the  market  from  operating  ef- 
licicntly  to  allocate  resources,”  said  Dr.  Sammons. 

The  program  has  had  little  effect  in  containing 
costs,  he  saiil.  The  .A.M.A  House  of  Delegates  re- 
cently reaffinned  .AM.A  policy  calling  for  repeal 
of  the  Health  Planning  .Act. 

Dr.  Sammons  noted  that  the  .A.M.A  is  develop- 
ing principles  for  voluntary  health  planning 
which  can  serve  as  a foundation  for  establishing 

prioi  ities  and  pm  jroses  for  local  planning  agencies. 
# # * # 

President  Reagan  has  nominated  Edward 
Bratidt,  Jr.,  M.D.,  Vice-Chancellor  for  health  af- 
fairs since  1977  for  the  LTniversity  of  Texas, 
.Austin,  to  be  HHS  .Assistant  Secretary  for  Health. 

Brandi,  whose  nomination  is  subject  to  Senate 
confirmation,  was  supported  for  the  HHS  post  by 
the  .American  Medical  .Association,  for  which  he 
currently  chairs  its  .section  on  meilical  schools. 
Brandt  would  succeed  Julius  Richniftiul,  M.D., 
who  also  held  the  post  of  Public  Health  Seiwice 
(PHS)  Surgeon  Ceneral. 

.Also  reported  by  the  White  House  is  the  ap- 
jroinlment  of  C.  Everett  Koop,  M.D.,  Surgeon-in- 
Chiel  of  Children’s  Hospital  of  Philadelphia,  as 
HHS  Deputy  .Assistant  Secretary  for  Health. 

.An  additional  appointment  reportetl  Iiy  the 
White  House  is  the  selection  of  Carolyne  Davis, 
R.N.,  Ph.D.,  to  head  HHS’  Health  Care  Financ- 
ing .Administration.  .Associate  Vice  President  for 
Academic  .Affairs  at  the  Lbiiversity  of  Michigan, 
Ann  .Arltor,  since  197.5,  Davis  earlier  served  as 
Dean  of  the  University’s  School  of  Nursing  from 
1973  to  1975. 
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Accompanying  the  White  House  announce- 
ment of  Dr.  Brandt’s  appointment  was  the  state- 
ment it  is  the  President’s  intention  to  see  that 
tltis  position  is  elevated  to  Under  Secretary  in 
accordance  with  a reorganization  plan  that  will 
be  announced  later.”  This  has  led  to  speculation 
that  if  Dr.  Brandt  moves  up  to  Under  Secretary, 
Dr.  Koop  would  become  Assistant  Secretary,  and 
possibly,  named  as  Surgeon  General  of  the  Public 
Health  Service. 

# * * * 

The  Administration  is  considering  submission 
of  a catastrophic  health  benefit  plan  to  Congress 
later  this  year. 

The  surprise  disclosure  came  from  HHS  Sec- 
retary Richard  Schweiker  as  he  opened  defense  of 
the  Administration’s  health  and  welfare  spend- 
ing cuts  in  testimony  before  the  House  Ways  and 
Means  Committee. 

.^sked  whether  there  was  any  possibility  of  the 
Administration  suggesting  extra  benefits  any- 
where in  light  of  the  down-the-line  cuts  projected 
for  health,  Schweiker  told  the  committee  ‘‘we're 
looking  frankly  at  a catastrophic  health  program.” 
He  said  he  didn’t  ‘‘have  a feel”  yet  of  what  the 
final  decision  will  be,  but  suggested  that  some 
money  “set-aside”  for  catastrophic  may  be  factored 
into  the  Administration’s  detailed  budget. 

Schweiker  did  not  say  whether  a catastrophic 
plan  would  be  part  of  the  “pro-competition” 
healtli  legislation  the  Administration  has  said  it 
will  propose.  In  his  congressional  appearance, 
Schw'eiker  said  “I  hope  later  this  year  we  will 
present  a health  care  delivery  model  to  Congress.” 

The  Administration  is  supporting  a “con.sumer 
choice”  or  “pro-competition”  approach  under 
which  changes  in  the  federal  tax  treatment  of 
private  health  insurance  would  be  designed  to 
spur  purchase  of  cheaper  coverage  with  high  de- 
ductibles. Competition  among  insurors  and 
HMOs  theoretically  would  drive  down  the  cost 
of  medical  care. 

CADUCEUS  13th  ANNUAL  ALUMNI  WEEKEND 

The  Arkansas  Caduceus  Club’s  13th  Annual 
Alumni  Weekend  will  be  held  June  12-14.  Plans 
for  the  weekend  were  announced  by  Jeane  Hund- 
ley, Executive  Director  of  the  Caduceus  Club. 
Headcjuarters  for  the  weekend  will  be  at  Little 
Rock’s  Camelot  Inn. 

Honored  guests  at  this  year’s  reunion  will  be 


graduates  from  the  Class  of  1931.  Classes  grad- 
uating from  the  UAMS  College  of  Medicine  in 
years  ending  with  the  digits  “1”  and  “6”  will 
hold  individual  reunions  at  the  Little  Rock  Club 
on  Saturday  evening,  June  13. 

Planning  this  year’s  scientific  session,  which  is 
held  in  conjunction  with  Alumni  Weekend,  are 
committee  members  James  J.  Pappas,  M.D.  ’56, 
Little  Rock,  Chairman;  William  H.  Riley,  M.D. 
’59,  Little  Rock;  Neil  Sims,  M.D.  ’50,  Little  Rock; 
and  W.  Dale  Morris,  M.D.  ’65,  Little  Rock. 

Paul  Wallick,  M.D.  ’58  of  Monticello,  President 
of  the  Arkansas  Caduceus  Club,  and  Harry  P. 
Ward,  M.D.,  Chancellor  of  UAMS,  will  welcome 
Alumni  Weekend  participants  to  the  Scientific 
Session  on  Saturday,  June  13,  at  9:00  a.m.  The 
session,  sponsored  by  College  of  Medicine’s  Office 
of  Continuing  Education,  is  being  held  in  the 
,\mphi theater  (Room  141  A &:  B)  of  the  Educa- 
tion II  Building,  G Level,  on  the  UAMS  campus. 

Guest  speakers  and  their  topics  at  the  session 
include: 

“A  Quick  Look  at  Today’s  Teenagers,”  Robert 
E.  Shannon,  M.D.  ’57,  UAMS,  Professor  and  Head, 
Department  of  General  Psychiatry. 

“Sedatives  and  Narcotics  in  Controlling  Pain,” 
Eugene  H.  Taylor,  M.D.  ’62,  Clinical  Instructor, 
UAMS. 

“New  Hope  for  Nerve  Deafness  — The  Coch- 
lear Implant,”  H.  A.  Ted  Bailey,  Jr.,  M.D.,  ’47, 
UAMS,  Clinical  Professor,  Department  of 
Otolaryngology. 

“Carcinoma  of  the  Breast  — An  Overview,” 
Kent  C.  Westbrook,  M.D.  ’65,  UAMS,  Professor, 
Department  of  Surgery. 

“Cardiac  Life  Support,”  Charles  H.  Rodgers, 
M.D.  ’70. 

“Challenging  Pulmonary  Infections,”  Roger  C. 
Bone,  M.D.  ’67,  UAMS,  Professor,  Department  of 
Internal  Medicine. 

Following  each  presentation,  there  will  be  time 
allowed  for  a question  and  answer  period. 

During  the  weekend,  alumni  will  also  be  guests 
at  2:30  on  Saturday  afternoon  at  the  dedication 
of  the  Winston  K.  Shorey  Building  and  unveiling 
of  a plaque  to  commemorate  the  establishment  of 
the  Isaac  Folsom  Clinic  in  1892. 

All  College  of  Medicine  alumni  are  invited  to 
attend  the  weekend  activities.  For  more  infor- 
mation contact  the  Arkansas  Caduceus  Club,  Box 
1 14,  University  of  Arkansas  for  Medical  Sciences, 
Little  Rock  72205,  or  call  501-663-1975. 
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Category  1 

Continuing  Medicai  Education 
Programs  Available  in 
Arkansas 


OPHTHALMOLOGY  RESIDENTS' 

AND  ALUMNI  DAY 

Presented  by  Joint  Shock,  M.D.,  June  5,  S:00 
a.m.  to  5:00  p.tn.,  LIAMS  Education  II  Building. 

Hours  of  credit  and  fee  undetermined  at  this  time. 

Sponsored  by  UAMS. 

ESTROGEN  REPLACEMENT 

Presented  by  Kermit  Krantz,  M.D.,  June  16, 

7:30  p.rn.  to  9:30  p.ni.,  Ford  Room,  St.  Edward 
Mercy  Medical  Center,  Fort  Smith.  Two  hours 

RECURRING  EDUCATION  PROGRAMS 

Unless  otherwise  indicated,  programs  are  for  one  to  two  hours  C'.ategory  1 credit. 

EL  DORADO  — AHEC 

Pathology  Conference,  second  ruc'sday,  12:30  |).m.  to  1:00  p.ni.  .Associated  Pathologists'  I.ahoiaiory. 

Chest  Conference,  third  Wedne.sday,  12:30  p.ni.  to  1:00  p.m.  Warner  Brown  Hospital. 

FAYETTEVILLE  — AHEC-NW 

Medicine  Teaching  Conference,  each  Saturday,  7:30  a. in.  to  8:30  a. in.,  AVashington  Regional  Medical  Center. 

Surgical  Teaching  Conference,  June  -1,  1:00  p.ni.  to  2:00  p.m.,  "Sliotk”;  July  2,  1:00  p.m.  to  2:00  p.m.,  “Injury  and 
Metabolism.  " .AHKC  Clinic. 

Pediatric  Teaching  Conference,  June  9,  12:30  p.m.  to  1:00  p.m.,  “S.I.D.S.’';  July  14,  12:30  p.m.  to  1:00  p.m.,  “Adolescent 
Depression ’.  AVashingtoii  Regional  Medical  Center. 

OB-GYN  Teaching  Conference,  June  16,  1:00  p.m.  to  2:00  p.m.,  "l.ahoi";  July  21.  1:00  p.m.  to  2:00  [i.m.,  “Endometriosis'’. 
AHEC  C linic. 

FAYETTEVILLE  — VA  MEDICAL  CENTER 

Radiology  Conference,  June  1,  18,  and  July  2,  16,  1:00  p.m..  Conlerence  Room. 

Pathology  Conference,  june  16  and  July  21,  3:00  p.m..  Conference  Room. 

Mortality  Conference,  June  11  and  July  9,  3:00  p.m..  Conference  Room. 

Peer  Exchange,  June:  "Infectious  Diseases",  July:  “Kidney  Transplant  ”.  (Eorfurthei  information  contact  \'AMC.) 

FORT  SMITH  — AHEC 

'Tumor  Conference,  each  Euesday,  12:00  noon,  Eourth  Floor  Conferimce  Room,  Sparks  Regional  .Medical  Center. 

JONESBORO  — AHEC-NE 

Interesting  Cases,  second  and  fourth  Tuesday,  12:00  noon.  Dietary  Conference  Room,  St.  Bernard's  Regional  .Medical 
Center. 

Tumor  Conference,  third  1 ue.sday.  12:00  noon.  Dietary  Cionference  Room,  St.  Bernard’s  Regional  Medical  Center. 
Medical  Lecture  Series,  each  Eriday,  12:00  noon.  Dietary  Conference  Room,  St,  Bernard's  Regional  Medical  Center. 

LITTLE  ROCK  — BAPTIST  MEDICAL  CENTER 

Pulmonary  Care  Conference,  each  Euesday,  12:00  nooti  to  1:00  p.m..  Conference  Room  #1. 

Cardiopulmonary  Resuscitation  Course,  second  W'ednesday,  6:00  [).m.  to  midnight.  Human  Resource  Development  .Aiea, 
Six  hours  Category  1 credit. 

GI  Roundup,  second  and  fourth  W'cdnesday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

Emergency  Medicine  Conference,  June  3,  17  and  July  1,  15,  29,  12:30  p.m.  to  1:30  p.m..  Conference  Room  #1. 
Morbidity  and  Mortality  Conference,  first  Thursday,  8:(X)  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Surgery  Conference,  each  Thursday  except  first  Thursday,  8:00  a.m.  to  9:00  a.m..  Conference  Room  #1. 

Anesthesiology  Conference,  third  Thursday,  7:00  a.m.  to  8:00  a.m..  Dining  Room  #3. 

Case  of  the  Month,  third  "I  hursday,  12:00  noon  to  1:00  p.m..  Conference  Room  #1. 

As  organizations  accredited  for  continuing  medical  education  by  the  Liaison  Committee  on  Continuing  Medical  Education,  the  organizations 
named  certify  that  these  continuing  medical  education  activities  meet  the  criteria  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 


Category  I credit.  Sjjonsored  by  AFIEC-Eort 
.Smith.  No  fee. 

THIRD  ANNUAL  FAMILY  PRACTICE 
INTENSIVE  REVIEW  SEMINAR 

Dr.  Ben  N.  Saltzman,  Program  Director,  Jttne 
19-21 , 8:00  a.m.  to  5:15  p.m.  each  day.  Education 
II  Building,  Room  0141,  UAMS.  Twenty-one 
hours  Category  1 credit.  Fee  $115.  SjJonsored  Iry 
ILAMS. 
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LITTLE  ROCK  — ST.  VINCENT  INFIRMARY 

Interhospitnl  GI  Problems  Conference,  first  Monday,  6:00  p.m.  to  7:30  p.m..  Room  E155,  Education  AV’ing. 

Pediatric  Conference,  fii-st  and  third  Monday,  12:30  p.m.  to  1:30  p.m..  Room  E159,  Education  Wing. 

Interhospital  Urology  Grand  Rounds,  first  Tuesday,  5:30  p.m.  to  6:30  p.m..  Room  E159,  Education  Wing. 
Peripheral  Cascular  Disease  Conference,  third  Tuesday,  6:00  p.m.  to  7:00  p.m.,  Room  E159,  Education  AVing. 
Xeuropathologx  Conference,  third  Tuesday,  5:00  p.m.  to  6:00  p.m..  Room  S1169,  Laboratory. 

Pulmonarx  Conference,  first  and  third  Thursday,  12:00  noon  to  1:00  p.m..  Room  E159.  Education  ^Ving. 

Cardiology  Conference,  second  and  fourth  Thursday,  12:00  noon  to  1:00  p.m..  Room  E155,  Education  \Ving. 

LITTLE  ROCK  — UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

Internal  Medicine  Grand  Rounds,  each  Tuesday,  8:00  a.m.  to  9:00  a.m..  Education  I .Auditorium. 

Anesthesiology  Complications  Conference,  each  Tuesday,  7:00  a.m.  to  8:00  a.m..  Room  2E04,  T.AMS  Hospital. 

K euroradiology  Course,  each  Wednesday,  4:00  p.m.  to  5:00  p.m..  Radiology  Conference  Room. 

Radiology  Continuing  Education  Lecture  Series,  two  4Vednesdays  each  month.  6:00  p.m.  to  7:30  p.m..  Radiology  Con- 
ference Room. 

Residents  Anesthesia  Seminars,  each  Wednesday  and  Thursday,  3:30  p.m.  to  4:30  p.m..  Room  2E04,  UAMS  Hospital. 
Ophthalmology  Problem  Case  Conference,  each  Thursday,  4:00  p.m.  to  6:00  p.m.,  T.AMS  Eye  Clinic. 

Categorical  Course  in  Radiology,  each  weekday  except  4\ednesday,  4:15  p.m.  to  5:00  p.m.,  4Vednesday,  5:00  p.m.  to  5:45 
p.m..  Radiology  Conference  Room. 


PERSONAL 


CANDIDATE 

One  of  the  candidates  for  the  Clarendon  School 
Board  election  was  Dr.  Ben  Pnpsta. 

NEW  PHYSICIAN 

Dr.  David  Lnpo,  formerly  of  Little  Rock,  has 
annonnted  the  opening  of  his  office  at  Doctors 
Clinic  in  Des  .Arc. 

DR.  GUENTHNER  SPEAKS 

Dr.  John  Gnenthner  recently  spoke  to  the  Twin 
Lakes  Chapter,  National  .Association  of  Retired 
Federal  Employees,  about  ‘A\diat’s  New”  in  med- 
ical and  hospital  care. 

APPRECIATION  DAY 

.April  7 was  Doctors’  .Appreciation  Day  in  Berry- 
ville.  The  special  day  honoring  Berryville  phy- 
sicians was  celebrated  at  the  annual  Chamber  of 
Commerce  banejuet. 

DR.  WATSON  HONORED 

Lhe  Southern  Neurosurgical  Society,  during  its 
annual  meeting  in  Dallas,  granted  its  Distin- 
guished Service  .Award  to  Dr.  Robert  ^Vhatson  of 
Little  Rock.  Dr.  'Watson,  one  of  the  founding 
members  of  the  Society  and  a past  president,  was 
the  first  recipient  of  the  recently-established  an- 
nual award. 

The  award  is  granted  to  southern  neurologists 
in  recognition  of  the  unicpie  and  special  contri- 
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butions  they  have  provided  to  their  communities 
and  to  the  South  in  the  establishment  and  de- 
velopment of  ongoing  services  to  assure  continued 
and  future  neurological  care  to  the  people  of  their 
state. 

DR.  WARREN  IS  SPEAKER 

Dr.  George  'W’arren  of  Smackover  gave  a film 
presentation  on  Colon  Cancer  during  a recent 
meeting  of  the  Smackover  Lions  Club. 

DR.  SALTZMAN  SPEAKS 

.At  a recent  meeting  of  the  Commercial  Bank 
Community  Development  Board  in  Monticello, 
Dr.  Ben  Salt/man  of  Little  Rock  spoke  on  the 
growing  popularity  of  the  family  practice  special- 
ist area. 

DR.  CALDWELL  CERTIFIED 

I'he  .American  Board  of  Obstetrics  and  Gyne- 
cology has  awarded  diplomate  status  to  Dr.  David 
L.  Caldwell  of  Benton. 

BOARD  CHAIRMAN 

Dr.  Alarlin  Hoge,  Fort  Smith,  has  been  elected 
chairman  of  the  board  of  City  National  Bank  of 
Fort  Smith. 

DR.  SHRINER  LOCATES 

Dr.  'Walter  Shriner,  formerly  of  Springfield, 
Illinois,  has  joined  Dr.  Kenneth  Seifert  in  Hot 
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Springs.  Dr.  Siirincr  is  a surgeon  and  specialist 
in  digestive  diseases. 

SCHOOL  ELECTION 

Dr.  Robert  L.  Prosser,  III,  ot  McGehee  has  an- 
nounced Ins  candidacy  for  the  McGehee  School 
Hoard. 

MUSEUM  PROGRAM 

Dr.  Stanley  .\pplegate  of  Springdale  showed 
slides  and  discussed  his  recent  trip  to  mainland 
Cihina  dm  ing  a meeting  at  the  Shiloh  Museum. 

DR.  PENNINGTON  HONORED 

The  Area  Agency  on  Aging  of  West  Central 
Arkansas  has  presented  Dr.  James  O.  Pennington 
of  Ola  with  the  1980  Community  Service  Award. 
Dr.  Pennington  was  honored  because  of  his  serv- 
ices to  the  elderly  residents  of  Yell  County. 

DR.  BOST  IS  SPEAKER 

Dr.  Kingsley  Host  of  Russellville  spoke  to  the 
Ola  PTA  on  child  abuse. 

WEST  HELENA  PEDIATRICIAN 

Dr.  N.  Rangaswami,  a native  of  Madras,  India, 
has  opened  his  office  for  the  practice  of  Pediatrics 
at  521  Plaza  Street  in  West  Helena. 

CRITICAL  CARE  WORKSHOP 

Drs.  John  Haggard,  Ron  Kaler  and  Robert 
Aspell  of  Hot  Springs  spoke  at  a “Critical  Care 
\Vorkshop”  for  nurses  to  acquaint  them  with  new 
techniques  in  emergency  and  critical  hospital 
care. 

DR.  WILSON  SPEAKS 

Dr.  Carolyn  Wilson  of  Mountain  Home  recent- 
ly spoke  to  the  Twin  Lakes  Chapter  of  the  Ameri- 
can Association  of  Retired  Persons.  Dr.  Wilson 
discussed  the  Hospice  program. 

DR.  LILLY  ELECTED 

Dr.  Ken  Lilly  of  Fort  Smith  has  been  elected 
chairman  of  the  Advisory  Council  of  Southwest- 
ern Baptist  Theological  Seminary  of  Fort  Worth. 
Idle  counc  il  assists  the  seminary  administration  in 
development  and  fund  raising,  general  promo- 
tion of  the  seminary  and  student  recruitment. 

PHYSICIAN  RUNNER 

Dr.  Richard  G.  Burns  of  Jonesboro  participated 
in  the  recent  marathon  held  at  Booneville. 

DR.  ABRAMS  RELOCATES 

Dr.  Joe  Abrams,  formerly  of  Conway,  has 
opened  an  office  at  105  North  Jackson  in  Cabot. 

DR.  HOLDER  SPEAKS 

Dr.  James  Holder  of  Monticello  participated 
in  a panel  program  sponsored  by  the  Monticello 


(Community  Fducation.  1 he  program  was  de- 
signed to  jirovide  information  to  help  persons 
know  w'hat  to  do  when  deciding  to  call  the  doctor 
about  jiroblems  other  than  emergencies. 

HOT  SPRINGS  GAINS  PHYSICIANS 

Hot  Springs  has  gained  three  physicians.  Dr. 
James  W.  Campbell  is  a General  and  Peripheral 
Vascidar  surgeon;  Dr.  Richard  Braley  is  an  Oph- 
thalmologist: and  Dr.  Patd  Williams  is  a Neuro- 
surgeoti. 

ORTHOPAEDISTS  INDUCTED 

Arkansas  physicians  inducted  :is  Fellows  of  the 
Americm  Academy  of  Orthopaetlic  Surgeons  at 
the  organization’s  annual  meeting  in  Las  Vegas 
were:  Drs.  Charles  A.  Ledbetter  and  Don  R. 
Vowel  1 of  Harrison;  Drs.  Marvin  Mumme  and 
William  Sherrill,  Jr.,  of  Fort  Smith;  Dr.  W.  John 
(filler  of  El  Dorado;  Dr.  Allan  D.  Kincheloe  of 
Hot  Springs. 

DR.  MOSS  HONORED 

Citizens  of  McGehee  surprised  Dr.  Swan  B. 
Moss  with  a check  for  over  $1,000  to  start  a drive 
for  an  infant  fetal  monitor.  The  monitor  is  in 
honor  of  Dr.  Moss'  40  years  of  practicing  medicine 
in  Southeast  Arkansas. 

SEMINAR  BY  PHYSICIANS 

Fort  Smith  physicians,  Drs.  Sam  Landrum,  Garl 
Williams,  Albert  MacDade,  Peter  Irwin  and  Mi- 
chael (ioleman,  participated  in  “Lifesaving  Tech- 
nitjues  for  the  Public”  at  4Vestark  Community 
College  in  Fort  Smith.  I'he  seminar  was  spon- 
sored by  Westark  College,  the  Arkansas  Trauma 
Society  and  the  Arkansas  Committee  on  Trauma 
of  the  American  College  of  Surgeons. 

JACKSON  COUNTY  MEDICAL  SOCIETY 

Drs.  Jim  Adamson  and  Bob  Ridout  of  Little 
Rock  s])oke  at  the  March  meeting  of  the  Jackson 
County  Medical  Society  about  pheochromocy- 
toma. 

1980-81  officers  elected  for  the  Society  were: 
Drs.  Jack  S.  Young  as  president,  Jerry  Frankitm 
as  vice  president,  J.  1).  Ashley  as  secret ary-treas- 
urer,  J.  W.  Carney  as  chaplain  and  Joel  Cook  as 
delegate. 

DR.  JEFFERSON  SPEAKS 

Dr.  'Font  Jeffersoti  of  Ozark  spoke  at  a recent 
meeting  of  the  Ozark  Business  and  Professional 
Women’s  Club.  Dr.  Jefferson  spoke  on  projects 
for  physicians. 

DR.  McGUIRE  MOVES 

Dr.  Sam  A.  McGuire  of  West  Memphis,  has  an- 
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nouiicecl  he  will  join  the  Forrest  View  Clinic  at 
Forrest  City. 

HELENA  GAINS  PHYSICIAN 

F)i.  Lance  D.  Whaley  has  opened  his  office  at 
671  Oakland  Aventie  in  Helena.  Dr.  AMialey  is 
a board-certified  obstetrician  and  gynecologist. 

DR.  GRIFFIN 

Dr.  Rodney  Griffin  of  Magnolia  is  serving  as 
Professional  Edtication  Chairman  of  the  Colum- 
bia Cotinty  Fhiit  of  the  American  Cancer  Society. 
1 he  Ihiit  recently  sponsored  a breast  cancer 
clinic. 

ROTARY  SPEAKER 

Dr.  Btid  Dickson  of  Little  Rock  recently  ad- 
dressed the  Hot  Springs  Rotary  Club.  Dr.  Dick- 
son's jtresentation  was  of  new  techniques  involved 
in  the  correction  of  knee  injuries  which  are  most 
common  among  football  players. 

DOCTORS  HONORED 

Drs.  Joseph  Leditetter,  Aaron  Modelevsky,  W. 


F.  Shepherd  and  John  C.  Fai  ls  of  Jonesboro  and 
Joe  Verser  of  Harrisburg  were  honored  in  recogni- 
tion of  more  than  35  years  of  practice  dtiring  the 
recent  Craighead-Poinsett  Counties  Doctors’  Day 
celebration.  Drs.  Ledbetter,  Shepherd  and  Grover 
Poole  of  Jonesboro  spoke  on  the  differences  be- 
tween present-day  medicine  and  metlicine  35  years 
ago. 

CARROLL  COUNTY  PHYSICIANS 

Three  physicians  have  announced  they  will 
locate  in  Carroll  County:  Drs.  Mark  D.  Bonnell, 
Paul  J.  Bubak  and  William  K.  Flake  of  Phoenix, 
,\rizona. 

PEDIATRICIAN  SPEAKS 

Dr.  Charles  Floyd  of  Fort  Smith  spoke  to  the 
King  School  PTA  in  Van  Buren  recently.  The 
subject  of  Dr.  Floyd’s  talk  was  child  abuse. 

DOCTOR  SPEAKS 

Dr.  Jim  Citty  of  Searcy  was  speaker  at  the  kick- 
off campaign  in  DeQtieen  of  the  local  unit  of  the 
American  Cancer  Society. 


DR.  TOMMIE  G.  WHITE 

Dr.  Foinmie  White  is  a new  member  of  the 
Faidkner  County  Medical  Society. 

A native  of  Conway,  Dr.  White  attended  the 
University  of  Central  Arkansas.  He  was  grad- 
uated from  the  University  of  Arkansas  College 
of  Medicine  in  1976. 

Dr.  White  served  a Pathology  internship  with 
the  University  of  Arkansas  College  of  Medicine. 


From  1977  to  1979,  he  was  in  Family  Practice 
residency  at  Fort  Smith  with  AHEC. 

A board  certified  Family  Physician,  Dr.  White 
is  associated  with  Conway  Clinic. 

DR.  SESHAGIRIRAO  PEMMARAJU 

Dr.  Pemmaraju  is  a new  member  of  the  Gar- 
land County  Medical  Society. 

A native  of  India,  Dr.  Pemmaraju  received  his 
pre-med  education  at  Andhra  University,  India. 
In  1965  he  was  graduated  from  the  Andhra  Med- 
ical College.  Dr.  Pemmaraju  served  his  intern- 
ship with  King  George  Hospital  in  Visakhapat- 
nam,  India,  and  Good  Samaritan  Hospital  in 
Cincinnati,  Ohio.  His  Pathology  residency  was 
with  Methodist  Hospital,  Gary,  Indiana,  and  the 
FIniversity  of  Cincinnati  Medical  Center.  He  also 
served  a fellowship  with  tlie  University  of  Cin- 
cinnati Medical  Center. 

Dr.  Pemmaraju  is  a board  certified  Pathologist 
practicing  at  501  Central  d ower  Building  in  Hot 
Springs. 
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DR.  WUU-SHYONG  (WILLIAM)  WU 

A native  of  1 ainan,  laiwan.  Republic  ot 
(ihina,  Dr.  ^Vll  is  a new  member  ol  the  I'nion 
('.ounty  Medical  .Society. 

Dr.  WAi  ac(|nired  his  pre-med  education  at  Na- 
tional Faiwan  Ibiiversity  and  his  medical  degree 
at  College  ot  .Metlicine,  National  laiwan  I'ni- 
versity,  Haipei,  in  1970.  .Vtter  an  internship  with 
Barberton  Citizen  Hospital,  Ohio,  he  served  his 
residency  with  Mount  Carmel  Mercy  Hospital 
and  Medical  Center  in  Michigan.  He  is  a hoard 
certified  Internist. 

Dr.  Whi  has  his  office  for  the  practice  of  In- 
ternal Medicine  and  Nephrology  at  317  Thomp- 
son, Suite  4()0B,  in  El  Dorado.  He  is  also  associ- 
ated with  the  Arkansas  Heahli  Education  Center. 

* * * # 

The  Pulaski  County  Medical  Society  has  added 
the  ten  following  physicians  to  its  membership 
roll: 

DR.  JAMES  H.  FRASER 

Dr.  Eraser,  a native  of  little  Rock,  is  Ijoard 
certified  by  the  American  Board  of  Obstetrics  and 
Cynecology. 

After  being  graduated  by  Hendrix  College  in 
1967,  Dr.  Eraser  received  his  medical  education 
at  the  University  of  Arkansas  College  of  Medicine. 
Dr.  Eraser  served  his  internship  with  the  Lhii- 
versity  of  Arkansas  Medical  Center.  Erom  1971 
to  1974,  he  served  an  Obstetrical-Gynecological 
residency  at  the  same  institution. 

Dr.  Eraser  taught  with  the  Naval  Reserve  Med- 
ical Center  at  Charleston,  South  Carolina,  from 
1974  to  1976  and  with  the  Naval  Reserve  Medical 
Center  in  Jacksonville,  Elorida,  from  1978  to 
1980. 

Dr.  Fraser  practices  Oltstetrics-Gynecology  at 
8500  West  Markham  in  Little  Rock. 

DR.  AUBREY  J.  HOUGH,  JR. 

Dr.  Hough  was  born  in  Little  Rock  and  grad- 
uated from  Hendrix  College  in  Conway  in  1962. 
In  1970,  he  was  granted  his  M.D.  by  Vanderbilt 
Ibiiversity  in  Nashville. 

.\fter  serving  an  internshi))  at  \bmderbilt.  Dr. 
Hough  received  his  training  in  Pathology  at  \ban- 
derbilt  and  the  National  Institutes  of  Health  in 
Bethesda,  Maryland. 

Dr.  Hough  served  as  an  Assistant  Professor  at 
Vanderbilt  Ibiiversity  from  1975  to  1978  and  as 
an  Associate  Prol^essor  from  1978  to  1980. 


Dr.  Hough  is  a l)oaid  certified  Pathologist  prac- 
ticing at  300  East  Roosevelt  Road  in  Little  Rock. 

DR.  FAHMY  A.  MALAK 

Dr.  Malak  was  born  in  Egypt.  He  is  a graduate 
of  the  .\ssia ' American  College  in  Egypt.  In  1962, 
he  was  graduated  by  the  Cairo  Ibiiversity  Medical 
•School.  Dr.  Malak’s  internship  was  at  Lake 
Cotinty  Methodist  Hospital  in  Gary,  Indiana.  He 
served  one  year  of  his  Pathology  residency  at  the 
same  institution;  the  remainder  of  his  Pathology 
residency  was  with  the  Medical  Eonndation  in 
South  Bend  from  1973  to  1975.  He  then  served 
a residency  of  Forensic  Pathology  with  the  Office 
ol  the  coronor  in  Pittsburgh,  Pennsylvania. 

Dr.  .Malak,  a board  certified  Pathologist,  is  an 
.Assistant  Professor  of  Forensic  Pathology  with 
the  Lbiiversity  of  Arkansas  College  of  Medicine. 
Dr.  Malak  is  State  Medical  Examiner. 

DR.  JOHN  M.  RANSOM 

Dr.  Ransom  was  born  in  Bradford.  He  is  a 
1971  graduate  of  .Arkansas  State  Lbiiversity  and 
a 1975  graduate  of  the  Lbiiversity  of  .Arkansas 
College  of  Medicine. 

Dr.  Ransom  served  his  internship  at  the  Uni- 
versity of  .Arkansas  Medical  Center.  His  resi- 
dencies in  General  Surgery  and  Cardiovascular 
Surgerv  were  also  at  the  Medical  Center.  .A  fel- 
lowship  in  Cardiovascular  Stirgery  followed. 

.A  board  certified  Surgeon,  Dr.  Ransom  is  with 
the  Division  of  Cardiovascular  Surgery,  Univer- 
sity of  Arkansas  College  of  Medicine. 

DR.  PEYTON  E.  RICE 

Dr.  Rice  was  born  in  Little  Rock.  His  |ne- 
niedical  education  was  at  Washington  and  Lee 
Lbiiversity,  Lexington,  \brginia.  He  was  grad- 
uated from  the  Lbiiversity  of  .Arkansas  College 
of  Medicine  in  1975. 

.After  an  internship  at  Confederate  Memorial 
Hospital  in  Shreveport,  Louisiana,  Dr.  Rice 
served  a General  Surgery  residency  with  St.  Luke 
Hospital  in  Kansas  City,  Missotiri.  His  Lbological 
residency  was  with  the  LTniversity  of  Kansas  Med- 
ical Center. 

Dr.  Rice's  specialty  is  Lbology.  His  office  is 
located  at  2000  Fendley  Drive  in  North  Little 
Rock. 

DR.  ROBERT  G.  RIDOUT,  III 

Dr.  Ridout,  a native  of  Dallas,  received  his  pre- 
med  education  at  the  Lbiiversity  of  Te.xas  in 
.Austin.  In  1973  he  was  graduated  from  the  Lbii- 
versitv  of  Texas  Medical  School  at  San  .Antonio. 
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Dr.  Ridout  served  his  internship  and  a Radi- 
ology residency  at  Bexar  County  Hospital,  Uni- 
versity of  Texas  Medical  School  at  San  Antonio. 
From  1977  to  1979,  he  served  a Nuclear  Medicine 
residency  with  the  University  of  Arkansas  College 
of  Medicine.  He  is  board  certified  in  Radiology. 

Dr.  Ridout  is  an  instructor  with  the  University 
of  Arkansas  College  of  Medicine  Department  of 
Radiology. 

DR.  DAVID  H.  ROBERTS 

Dr.  Roberts  was  born  in  Hope. 

In  1969,  Dr.  Roberts  was  granted  a B.S.  in  Bi- 
ology by  the  University  of  Central  Arkansas.  He 
is  a 1973  graduate  of  the  University  of  Arkansas 
College  of  Medicine. 

Dr.  Roberts'  internship  was  at  St.  Vincent  In- 
firmary. In  1976  he  entered  a Radiology  residency 
with  the  University  of  Arkansas  College  of 
Medicine. 

Dr.  Roberts  was  a General  Medical  Practitioner 
for  six  months  in  Van  Buren  before  completing 
his  Radiology  residency  with  the  College  of  Medi- 
cine. In  1980,  he  was  a Fellow  of  Pediatric  Radi- 
ology with  the  University  and  Arkansas  Children’s 
Hospital. 

As  a board  certified  Radiologist,  Dr.  Roberts 
now  practices  Pediatric  Radiology  with  Radiology 
Considtants,  P.A.,  1100  Medical  Towers  in  Little 
Rock. 

DR.  LINDA  L.  SNYDER 

Dr.  Snyder  is  a native  of  Little  Rock  and  a 
graduate  of  Arkansas  College  at  Batesville.  She 
was  graduated  from  the  Ihiiversity  of  Arkansas 
College  of  Medicine  in  1973. 

After  serving  her  internship  at  Mercy  Hospital 
in  Denver,  Ciolorado,  Dr.  Snyder  entered  a Diag- 
nostic Radiology  residency  at  the  Ihiiversity  of 
Colorado  Affiliated  Hospitals. 

Dr.  Snyder  is  certified  by  the  American  Board 
of  Radiology. 

While  in  Denver,  Dr.  Snyder  practiced  with  the 
Kaiser-Permanente  Medical  Group  and  was  an 
instructor  with  the  University  of  Colorado  Med- 
ical Center.  She  is  now  an  Assistant  Professor  of 
Diagnostic  Radiology  with  the  University  of  Ar- 
kansas College  of  Medicine. 

DR.  STEPHEN  A.  WHALEY 

Dr.  Stephen  ^Vdialey  was  born  in  El  Dorado. 

In  1972,  Dr.  ^Vhaley  was  granted  a B.S.  degree 
bv  South  Arkansas  L^niversity  and  in  1976  an 


M.D.  by  the  University  of  Arkansas  College  of 
Medicine. 

Dr.  \Vhaley’s  internship  and  Pediatric  residency 
were  with  the  University  Hospital  in  Little  Rock. 

Dr.  Wdialey  now  practices  with  Pediatric  As- 
sociates, P.A.,  500  South  University,  in  Little 
Rock. 

DR.  TING  CHAO  WONG 

A native  of  Taipei,  Taiwan,  Dr.  AVong  is  a 
graduate  of  the  National  Taiwan  University  and 
the  National  Taiwan  University  College  of 
Medicine. 

In  1953,  Dr.  \Vong  entered  an  internship  at 
Elizabeth  General  Hospital,  New  Jersey.  From 
1955  to  1958,  he  served  an  Obstetrical ''Gyneco- 
logical residency  with  Bellevue  Medical  Center, 
New  York  LTniversity,  New  York  City. 

Dr.  "Wong  is  certified  by  the  American  Board 
of  Obstetrics  and  Gynecology.  He  is  an  Associate 
Professor  of  Obstetrics  and  Gynecology  with  the 
LTniversity  of  Arkansas  College  of  Medicine. 

# # # # 

W^ashington  County  Medical  Society  has  ac- 
cepted two  physicians  to  its  membership: 

DR.  DAN  M.  RINER 

Dr.  Riner  was  born  in  Pine  Bluff.  His  pre-med 
education  was  at  Henderson  State  FIniversity. 
Before  entering  medical  college,  Dr.  Riner  served 
with  the  United  States  Navy  from  1962  to  1968. 
In  1973,  he  was  graduated  from  the  University 
of  Ai'kansas  College  of  Medicine.  His  internship 
was  at  the  same  institution. 

From  1974  to  1975,  Dr.  Riner  was  a General 
Practitioner  in  Arkadelphia.  He  served  a Diag- 
nostic Radiolog)’  residency  from  1975  to  1978. 

Dr.  Riner  specializes  in  Radiology.  His  office 
is  located  at  609  FVest  Maple  in  Springdale. 

DR.  STEVEN  C.  WILSON 

Dr.  Wilson,  a native  of  McPherson,  Kansas,  is 
a 1972  graduate  of  Central  State  University  and 
a 1976  graduate  of  the  LTniversity  of  Oklahoma 
School  of  Medicine. 

Dr.  4Vilson's  internship  and  residency  were 
with  the  Northwest  Area  Health  Education 
Center  in  Eayetteville.  He  is  board  certified  in 
Eamily  Practice. 

Dr.  "Wilson,  a Eamily  Physician,  is  associated 
with  Eayetteville  Eamily  Practice  Clinic,  767 
North  Street.  He  is  also  a member  of  the  AHEC 
clinical  faculty  in  Eayetteville. 
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DR.  T.  DUEL  BROWN 

Dr.  Brown,  a past  president  and  life  meniljer 
of  the  Arkansas  Medical  Society,  died  March  19, 
1981;  he  was  born  March  27,  1901,  in  Hamil. 

A 1931  graduate  of  the  University  of  Arkansas 
College  of  Medicine,  Dr.  Brown  practiced  Urol- 
ogy in  Little  Rock.  During  World  War  II,  he 
served  with  the  medical  branch  of  the  Air  Force. 

Dr.  Browti  was  a diplomate  of  the  American 
Board  of  Urology,  and  a fellow  of  the  American 
College  of  Surgeons.  He  was  a past  president  of 
Pulaski  County  Medical  Society  and  the  Arkansas 
Society  of  Clinical  Hypnosis  and  a member  of  the 
International  Society  for  Clinical  Hypnosis.  He 
was  a member  of  the  Immanuel  Baptist  Church, 
Randolph  Masonic  Lodge,  Red  Cross  Chapter  46 
of  the  Order  of  Eastern  Star,  Scimitar  Shrine 
I'emple  and  the  Arkansas  Consistory. 

Dr.  Brown  is  survived  by  his  wdfe,  Mrs.  Lois 
Hamil  Brown,  and  three  daughters. 

^HHCuHcemext 

FAMILIAL  OVARIAN  CANCER  REGISTRY 

There  are  increasing  reports  of  ovarian  cancer 
occurring  in  two  (2)  or  more  family  members. 
The  Familial  Ovarian  (lancer  Registry  will  evalu- 
ate this  increase  to  obtain  information  for  genetic 
counseling  to  family  members.  Case  accrual  will 
evaluate: 

• the  number  of  cases  of  familial  ovarian  cancer 

• the  type  of  inheritance 

• the  relationship  to  breast  and  endometrial 
carcinoma 

• the  study  of  environmental,  geographical  and 
racial  factors 

• genetic  counseling. 

Please  address  inquiries  regarding  the  clinical 
history  of  any  family  with  two  (2)  or  more  mem- 
bers with  ovarian  cancer  to: 

Familial  Ovarian  Cancer  Registry 
M.  Steven  Piver,  M.D. 

Roswell  Park  Memorial  Institute 
New  York  State  De]>artment  of  Health 
666  Elm  Street 
Buffalo,  New  York  14263 
Telephone:  (716)  845-3110 


October  1-3 

Natural  Abilities  (1)1(1  Perceived  Worth:  Rights, 
I'alties  and  Retarded  Persons.  I’welfth  Sympos- 
ium on  Philosoj)hy  and  Meilicinc,  Humanities 
Section,  East  Caiolina  University  School  of  Medi- 
cine, Greenville,  North  Carolina.  For  further  in- 
fomiation,  contact  Loretta  Kopelman,  Ph.D.,  or 
John  Moskop,  Ph.D.,  Humanities  Section,  East 
Carolina  University  School  of  Medicine,  Green- 
ville, North  Carolina. 


DR.  T.  DUEL  BROWN 

WHEREAS,  the  membership  of  the  Pulaski 
County  Medical  Society  notes  with  sincere  sorrow' 
the  ])assing  from  this  life  of  one  of  its  most  revered 
members,  T.  Duel  Brown,  M.D.,  and 

4\'HEREAS,  his  record  of  service  to  this  or- 
ganization is  one  of  unselfish  devotion  for  more 
than  forty  live  years,  having  served  in  countless 
positions  of  responsibility,  including  the  Presi- 
dency of  the  Society  in  1949;  and 

\V^  HE  REAS,  his  service  to  the  Society  was  ex- 
tended to  the  State  level  where  he  served  as  Presi- 
dent of  the  Arkansas  Medical  Society;  and 

WHEREAS,  the  effects  of  his  leadership  will 
(onlinue  to  benefit  this  Society  for  years  to  come. 
BE  I F I HEREFORE  RESOLVED: 

14 lA'F,  this  resolution  be  adopted  as  a token 
of  our  appreciation  for  Dr.  Brown’s  life  of  serv- 
ice and  as  a sincere  expression  of  sympathy  to  this 
family;  and 

FHA  L,  this  resolution  be  made  a part  of  the 
permanent  archives  of  this  Society:  and 

THAT,  a copy  of  this  resolution  be  forwarded 
to  the  Journal  of  the  Arkansas  Medical  Society  for 
publication. 

By  Order  of  the  Memorials  Committee 
Pidaski  Ciounty  Medical  Society 
H.  Elvin  Shuffield,  M.D.,  Chairman 
Henry  Hollenberg,  M.D. 

Robert  Watson,  M.D. 
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May  22 

Aspects  of  Aging  II.  Veterans  Administration 
Medical  Center,  New  Orleans,  Louisiana.  8:00 
a. in.  to  1:00  p.m.  in  the  first  floor  Auditorium 
Room  1E12.  Category  I C.M.E.  Credits.  No  reg- 
istration fee.  Eor  further  information,  contact 
Dr.  Daniel  K.  Winstead,  Veterans  Administration 
Medical  Center,  1601  Perdido  Street,  New  Or- 
leans, Louisiana  70146. 


June  12-14 

Arkansas  Caduceus  Club’s  13th  Annual  Alumni 
Weekend.  Ampitheater  (Room  141  A 8c  B)  of  the 
Education  II  Building,  LTniversity  of  Arkansas 
for  Medical  Sciences  Campus.  For  further  infor- 
mation, contact  Arkansas  Caduceus  Club,  Box 
1 14,  University  of  Arkansas  for  Medical  Sciences, 
Little  Rock  72205,  or  call  501-663-1975. 


October  1-3 

Natural  Abilities  and  Perceived  Worth:  Rights, 
Values  and  Retarded  Persons.  Twelfth  Symposi- 
um on  Philosophy  and  Medicine,  Humanities 
Section,  East  Carolina  University  School  of  Medi- 
cine, Greenville,  North  Carolina.  For  further  in- 
formation, contact  Loretta  Kopelman,  Ph.D.,  or 
John  Moskop,  Ph.D.,  Humanities  Section,  East 
Carolina  University  School  of  Medicine,  Green- 
ville, North  Carolina. 

ANSWER  — Electrocardiogram  of  the  Month 

DISCUSSION:  The  ECG  shows  a regular  narrow  QRS  com- 
plex tachyarrhythmia  with  a ventricular  rate  of  about 
190/minute.  Spontaneous  termination  of  the  tachycardia 
is  noted  in  aVR  and  V.j  and  initiation  of  the  arrhythmia 
is  seen  in  aVF.  Except  where  the  tachyarrhythmia  termi- 
nates, P-waves  cannot  be  identified  with  certainty.  ST 
depression  is  noted  diffusely.  This  trace  thus  shows  the 
salient  features  associated  with  paroxysmal  atrial  tachy- 
cardia. Carotid  massage  would  be  relatively  contraindi- 
cated because  of  her  bruits  and  eyeball  pressure  has  been 
associated  with  retinal  detachment.  Hence,  options  B,  C, 

E,  F,  and  G would  all  be  better  choices  for  her  therapy 
than  would  A and  D. 
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